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To All EMS Clinicians in the State of Maryland:

Re: 2020 revisions, updates, and additions to The Maryland Medical Protocols for Emergency Medical
Services

EMS clinicians will be able to download the full document from the MIEMSS website at www.miemss.org
and will receive a single copy of the 2020 pocket protocols.

The EMS Board has approved these protocols for implementation on August 1, 2020. Prior to

August 1, all EMS must complete the Maryland EMS Update: 2020 (visit the Online Training Center) that
will highlight the new material. Of note, the implementation was delayed from July 1 to August 1, 2020
for this year due to COVID-19.

Some major protocol additions, deletions, and changes have been made this year. The list of these
changes is for reference only, and the information located in the full protocol book is the official medical
reference for EMS clinicians.

Protocol changes:

e Epinephrine Administration: The administration of epinephrine in cardiac arrest has been
modified to limit dosing during resuscitation based on findings of survival with good neurologic
outcome. In addition, epinephrine is now the drug of choice for treating hypotension secondary
to shock, replacing dopamine.

e Pediatric Termination of Resuscitation (TOR): The indication for TOR has been expanded to
include considerations for patients who have not yet reached their 18" birthday when meeting
specific criteria. The protocol was approved after research and statewide focus groups were
conducted by the Pediatric Emergency Medical Advisory Council (PEMAC).

e Adult Rapid Sequence Intubation (RSI): Adult RSI has been moved from a pilot protocol to
an optional supplemental protocol which continues to require a jurisdictional application for
approval to be submitted to the State EMS Medical Director. The RSI procedure and program
educational requirements have been updated with contributions from jurisdictions participating in
the protocol.

¢ Heat Emergencies: Language has been added to allow for a team management approach of
care with EMS clinicians and team/event physicians on the scene specifically allowing for the
continuation of active cooling measures.

e Ketamine: The use of ketamine has been expanded to allow for use in the ventilatory difficulty
secondary to bucking or combativeness protocol as well as allowing for treatment of CPR-
induced awareness for all ALS clinicians.

¢ Fluid Resuscitation: Dosing recommendations have been modified to target more specific
volumes and blood pressures in trauma patients based on literature review and current best
practices. The updated recommendations come from work conducted by members of the
protocol review committee and subject matter experts from area trauma centers.

e Ketorolac: This medication has been added to the formulary as an optional non-opioid
medication for treatment of acute pain. Interested jurisdictions should submit an OSP application
to the State EMS Medical Director if they wish to carry this medication.

Timothy P. Chizmar, MD, FACEP Theodore R. Delbridge, MD, MPH
State EMS Medical Director, MIEMSS Executive Director, MIEMSS
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To: EMS Clinicians
Base Stations

From: Timothy Chizmar, MD, FACEP 62 C,%M o
State EMS Medical Director

Date: September 14, 2020

RE: Updates to Maryland Medical Protocols for Emergency Medical Services

The Maryland EMS Board has approved the following new and revised protocols with a
release date of September 14, 2020. In addition, there are two typographical corrections
below. The updated document contains “Release Date September 14, 2020 at the bottom of
each page.

e Pediatric Termination of Resuscitation: (correction, page 70): May terminate
resuscitation with ETCO?2 less than 15 mmHg and administration of at least 1
dose (not 1 mg) of epinephrine (1:10,000).

e Shock/Hypoperfusion: (correction, page 154): 3(d) Hypotension is defined as a
systolic blood pressure....less than 70 + (2 x years) (not 70 x (2 x years) for
patients greater than 1 year of age.

e OSP: Airway Management: Bi-Level Positive Airway Pressure (BiPAP) —
Chronic: (revision, page 359): Paramedic may transport patients who are 13
years of age or older on BiPAP, if no change in settings within 6 hours
(previously 48 hours) or changes reflecting improvement in the patient’s
condition. Patients who are less than 13 years of age shall be screened by SCT
service to determine crew composition.

e OSP: Airway Management: Bi-Level Positive Airway Pressure (BiPAP) —
Acute: (addition, page 359-2): Paramedic may initiate BiPAP for patients who
are 13 years of age or older.

e OSP: Heated/Humidified High Flow Nasal Cannula (HHFNC): (addition,
pages 359-3, 359-4): Paramedic may initiate HHFNC for patients 13 years of age
or older. For patients who are less than 13 years of age, SCT Paramedic/RN is
required for the transport (with certain exceptions, as defined in the protocol).

EMS clinicians may download the full document or changed pages only from the MIEMSS
website at www.miemss.org. If you have a printed 8 % x 117 three-ring-binder format of the
protocols, please add the updated pages noted above.
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. GENERAL INFORMATION

A.

GENERAL PROVISIONS

The goal of prehospital emergency medical services is to deliver a viable patient to
appropriate definitive care as soon as possible. Optimal prehospital care results from
a combination of careful patient assessment, essential prehospital emergency medical
services, and appropriate medical consultation.

The Maryland Medical Protocols were developed to standardize the emergency patient
care that EMS clinicians, through medical consultation, deliver at the scene of illness or
injury and while transporting the patient to the closest appropriate hospital. These pro-
tocols will help EMS clinicians anticipate and be better prepared to give the emergency
patient care ordered during the medical consultation.

Maryland has highly trained and dedicated basic and advanced life support personnel

who may need online medical consultation only for complicated or extended resuscitative
patient care. These protocols are a form of “standing orders” for emergency patient care in-
tervention in a patient who has a life-threatening illness or injury. It remains the responsibility
of the EMT, CRT-(l), or paramedic to obtain online medical consultation when appropriate. If
it is genuinely impossible or inappropriate (i.e., when rendering emergency care to a patient
who has a life-threatening injury or medical condition) to obtain online medical consultation,
the EMT/CRT-(l)/paramedic may render emergency patient care in accordance with these
protocols in an effort to save a patient’s life or limb. Whenever such emergency

lifesaving patient care is rendered, the EMT/CRT-(l)/paramedic must document the treat-
ment rendered and the reason online medical consultation could not be obtained on the
Patient Care Report (PCR) and on an additional narrative. In addition, the “exceptional call”
area on the PCR must be marked, and the clinician must immediately notify the

EMS Jurisdiction. The EMS Jurisdiction must notify the State EMS Medical Director within
five (5) days of the incident. This general provision applies throughout these protocols.

Requests for additions, deletions, or exceptions must be submitted through the State
EMS Medical Director’s Office of the Maryland Institute for Emergency Medical Services
Systems.

Unless otherwise specified, a mandate with a stated year but no date shall be interpreted
as taking effect on the protocol implementation date for that year.

THE GENERAL PATIENT CARE SECTION AND THE ALGORITHMS MUST BE FOLLOWED IN THE
SPECIFIC SEQUENCE NOTED.

FOR ALL OTHER TREATMENT PROTOCOLS, THE LETTER AND NUMERICAL OUTLINE FORMAT IS
STRICTLY FOR RAPID AND UNIFORM REFERENCE AND DOES NOT IMPLY OR DIRECT A
MANDATORY SEQUENCE FOR PATIENT CARE.

THE GENERAL PATIENT CARE SECTION SHALL APPLY TO ALL PATIENT ENCOUNTERS UNLESS
OTHERWISE NOTED IN ANY SPECIFIC TREATMENT PROTOCOL. (NEW ’20)
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PURPOSES RELATED TO MEDICAL ASSISTANCE, OXYGEN AND AED TREATMENT MAY BE
UTILIZED, WHEN APPROPRIATE AND APPLICABLE, PROVIDED THE EMERGENCY MEDICAL
RESPONDER IS JURISDICTIONALLY AUTHORIZED TO USE AN AED AND/OR THE EMERGENCY
MEDICAL RESPONDER HAS BEEN EDUCATED AND TRAINED TO PROVIDE OXYGEN AND/OR

AED THERAPY.

IF AN EMERGENCY MEDICAL RESPONDER IS DISPATCHED AS AN EMS UNIT, OR FOR

THE EMERGENCY MEDICAL RESPONDER SHALL DOCUMENT ALL PATIENT CARE.
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B. IMPORTANT NUMBERS

1. Commercial Ambulance Licensing and Regulation Office (410) 706-8511
Fax (410) 706-8552

2. Critical Incident Stress Management (800) 648-3001

3. Office of Licensure and Certification Office (800) 762-7157
Fax (410) 706-2367

4. Regional Programs
a) Region | (Allegany and Garrett Counties) Office (301) 895-5934
Fax (301)687-0129

b) Region Il (Washington and Frederick Counties) Office (301) 791-2366
Fax (301) 791-9231

c) Region lll (Baltimore City, Anne Arundel, Office (410) 706-3996
Baltimore, Carroll, Harford, and Howard Counties) Fax (410) 706-8530

d) Region IV (Caroline, Cecil, Dorchester, Kent, Office (410) 822-1799
Queen Anne’s, Somerset, Talbot, Wicomico, Fax (410) 822-0861

and Worcester Counties)

e) Region V (Calvert, Charles, Montgomery, Office (301) 474-1485

Prince George’s, and St. Mary’s Counties) Fax (301) 513-5941

5. State EMS Medical Director Office (410) 706-0880

Fax (410) 706-0853

6. SYSCOM (Administrative) (800) 648-3001
7. EMRC

a) Consult Line (Region I) (301) 722-0494

b) Consult Line (Region ) (800) 492-3805

c) Consult Line (Region IV) (877) 963-6963

d) Consult Line (Region V) (877) 840-4245
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IMPORTANT NUMBERS (Continued)

POISON INFORMATION CENTER RECOMMENDATIONS SHOULD BE SOLICITED IN
CONJUNCTION WITH MEDICAL CONSULTATION, BUT MEDICATION ORDERS CAN ONLY BE
ACCEPTED FROM AN APPROVED BASE STATION.

8.

10.

Poison Control Centers
a) Maryland Poison Center/University of Maryland
School of Pharmacy, Baltimore

b) National Capital Poison Center, Washington, DC

In-Patient Hospice Facilities
a) Gilchrist Center-Towson

b) Gilchrist Center Baltimore-Joseph Richey House
c) Stella Maris Hospice

Tissue Donation

a) Maryland Donor Referral Line Living Legacy
(Majority of Maryland)

b) Washington Regional Transplant Community
(Charles, Montgomery, and Prince George’s Counties)
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C. MARYLAND TRAUMA AND SPECIALTY REFERRAL CENTERS

Primary Adult Resource Center

Level | Trauma Center

Level Il Trauma Centers

Level lll Trauma Centers

Out-of-State Centers

Eye Trauma

Hand/Upper Extremity Trauma

Hyperbaric Medicine

Neurotrauma (Head and Spinal Cord Injuries)

Pediatric Trauma

Burns

Trauma Centers (Adult)

R Adams Cowley Shock Trauma Center (UM), Baltimore
The Johns Hopkins Hospital Adult Trauma Center, Baltimore

Johns Hopkins Bayview Medical Center, Baltimore
Prince George’s Hospital Center (UM), Cheverly
Sinai Hospital (LifeBridge), Baltimore

Suburban Hospital (JHM), Bethesda

Meritus Medical Center, Hagerstown
Peninsula Regional Medical Center, Salisbury

Western Maryland Regional Medical Center (UPMC), Cumberland

Christiana Care Health System, Wilmington, DE
MedStar Washington Hospital Center, Washington, DC

Specialty Referral Centers

Wilmer Eye Institute/The Johns Hopkins Hospital, Baltimore

The Curtis National Hand Center for Treatment of the Hand and Upper Extremity/
Union Memorial Hospital (MedStar), Baltimore

Center for Hyperbaric Medicine/R Adams Cowley Shock Trauma Center (UM),
Baltimore

Neurotrauma Center/R Adams Cowley Shock Trauma Center (UM), Baltimore

Johns Hopkins Children’s Center, Baltimore
Children’s National Medical Center, Washington, DC

Adult Burn Center/Johns Hopkins Bayview Medical Center, Baltimore
Adult Burn Center/MedStar Washington Hospital Center, Washington, DC
Pediatric Burn Center/Johns Hopkins Children’s Center, Baltimore
Pediatric Burn Center/Children’s National Medical Center, Washington, DC

Health Care Facility Codes may be found online at www.MIEMSS.org, under the Protocols tab.
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MARYLAND TRAUMA AND SPECIALTY REFERRAL CENTERS (Continued)

Specialty Referral Centers

Perinatal Referral Centers
* Anne Arundel Medical Center, Annapolis
+ Franklin Square Medical Center (MedStar), Baltimore
+ Frederick Health Hospital, Frederick
« Greater Baltimore Medical Center, Towson
+ Holy Cross Hospital, Silver Spring
+ Howard County General Hospital (JHM), Columbia
+ Johns Hopkins Bayview Medical Center, Baltimore
+ Mercy Medical Center, Baltimore
+ Prince George’s Hospital Center (UM), Cheverly
+ Saint Agnes Hospital, Baltimore
+ Saint Joseph Medical Center (UM), Baltimore
+ Shady Grove Adventist Hospital, Gaithersburg
+ Sinai Hospital of Baltimore (LifeBridge)
+ The Johns Hopkins Hospital, Baltimore
+ University of Maryland Medical Center, Baltimore

Primary Stroke
* Anne Arundel Medical Center, Annapolis
+ Atlantic General Hospital, Berlin
+ Baltimore Washington Medical Center (UM), Glen Burnie
« CalvertHealth Medical Center, Prince Frederick
+ Carroll Hospital Center (LifeBridge), Westminster
+ Charles Regional Medical Center (UM), La Plata
+ Doctor's Community Hospital, Lanham
+ Franklin Square Medical Center (MedStar), Baltimore
+ Frederick Health Hospital, Frederick
+  Good Samaritan Hospital (MedStar), Baltimore
« Greater Baltimore Medical Center, Baltimore
+ Harbor Hospital (MedStar), Baltimore
« Harford Memorial Hospital (UMUCH), Havre De Grace
+ Holy Cross Hospital, Germantown
+ Holy Cross Hospital, Silver Spring
+ Howard County General Hospital (JHM), Columbia
«  Mercy Medical Center, Baltimore
+ Meritus Medical Center, Hagerstown
«  Midtown Campus (UM), Baltimore
+ Montgomery Medical Center (MedStar), Olney
* Northwest Hospital (LifeBridge), Baltimore
+ Peninsula Regional Medical Center, Salisbury
+ Prince George's Hospital Center (UM), Cheverly
+ Saint Agnes Hospital, Baltimore
+ Saint Joseph Medical Center (UM), Baltimore
+ Saint Mary’s Hospital (MedStar), Leonardtown
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MARYLAND TRAUMA AND SPECIALTY REFERRAL CENTERS (Continued)

Primary Stroke (Continued)
+ Shady Grove Adventist Hospital, Rockville
+ Shore Medical Center at Easton (UMSRH)
+ Sinai Hospital of Baltimore (LifeBridge)
+ Southern Maryland Hospital (MedStar), Clinton
« Suburban Hospital (JHM), Bethesda
+ Union Hospital of Cecil County (ChristianaCare), Elkton
+ Union Memorial Hospital (MedStar), Baltimore
+  Upper Chesapeake Medical Center (UMUCH), Bel Air
+  Western Maryland Regional Medical Center (UPMC), Cumberland
+  White Oak Medical Center (Adventist), Takoma Park (NEW ’20)

Comprehensive Stroke
+ Johns Hopkins Bayview Medical Center, Baltimore
+ The Johns Hopkins Hospital, Baltimore
+ University of Maryland Medical Center, Baltimore

Cardiac Interventional
* Anne Arundel Medical Center, Annapolis
+ Baltimore Washington Medical Center (UM), Glen Burnie
+ Bayhealth Kent General, Dover, DE
+ Carroll Hospital Center (LifeBridge), Westminster
+ Christiana Care Health System, Newark, DE
+ Franklin Square Medical Center (MedStar), Baltimore
+ Frederick Health Hospital, Frederick
+ Holy Cross Hospital, Silver Spring
+ Howard County General Hospital (JHM), Columbia
+ Johns Hopkins Bayview Medical Center, Baltimore
+ MedStar Washington Hospital Center, Washington, DC
* Meritus Medical Center, Hagerstown
+ Nanticoke Memorial Hospital, Seaford, DE
+ Peninsula Regional Medical Center, Salisbury
+ Prince George’s Hospital Center (UM), Cheverly
+ Saint Agnes Hospital, Baltimore
+ Saint Joseph Medical Center (UM), Baltimore
+ Shady Grove Adventist Hospital, Rockville
+ Shore Medical Center at Easton (UM)
+ Sinai Hospital of Baltimore (LifeBridge)
+ Southern Maryland Hospital (MedStar), Clinton
« Suburban Hospital (JHM), Bethesda
+ The Johns Hopkins Hospital, Baltimore
+ Union Memorial Hospital (MedStar), Baltimore
+ University of Maryland Medical Center, Baltimore
+  Upper Chesapeake Medical Center (UMUCH), Bel Air
+  Western Maryland Regional Medical Center (UPMC), Cumberland
+  White Oak Medical Center (Adventist), Takoma Park (NEW ’20)
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MARYLAND TRAUMA AND SPECIALTY REFERRAL CENTERS (Continued)

Maryland Sexual Assault Forensic Examination (SAFE) Hospitals
SAFE hospital programs recognized by the Maryland Coalition Against Sexual Assault
(MCASA)

+ Anne Arundel Medical Center (Adult)

+ Atlantic General Hospital (Pediatric and Adult)

+ Baltimore Washington Medical Center (UM) (Pediatric and Adult)
+ Calvert Memorial Hospital (Adult)

+ Carroll Hospital Center (LifeBridge) (Pediatric and Adult)

+ Charles Regional Medical Center (UM) (Pediatric and Adult)
+ Chestertown Medical Center (UMSRH) (Adult)

+ Dorchester Medical Center (UMSRH) (Pediatric and Adult)

+ Easton Medical Center (UMSRH) (Pediatric and Adult)

+ Frederick Health Hospital (Pediatric and Adult)

+ Garrett Regional Medical Center (WVU) (Pediatric and Adult)
+ Greater Baltimore Medical Center (Pediatric and Adult)

+ Harford Memorial Hospital (UMUCH) (Adult) (NEW °20)

+ Howard County General Hospital (JHM) (Pediatric and Adult)
+ Mercy Medical Center (Adult)

+ Meritus Medical Center (Pediatric and Adult)

+ Peninsula Regional Medical Center (Pediatric and Adult)

+ Prince George's Hospital Center (UM) (Pediatric and Adult)

+ Saint Mary's Hospital (MedStar) (Pediatric and Adult)

+ Shady Grove Adventist Hospital (Pediatric and Adult)

+ Union Hospital of Cecil County (ChristianaCare) (Adult)

+ University of Maryland Medical Center (Pediatric)

+  Western Maryland Regional Medical Center (UPMC) (Pediatric and Adult)

Maryland Emerging Infectious Disease (EID) Treatment and Assessment Hospitals
EID hospitals are reviewed, approved, and recognized as such by the Maryland Depart-
ment of Health Infectious Disease Epidemiology and Outbreak Response Bureau.

Maryland Primary Ebola/Special Pathogen Treatment Hospital
+ The Johns Hopkins Hospital

Maryland Alternate Ebola/Special Pathogen Treatment Hospital
+ University of Maryland Medical Center

Maryland Ebola/Special Pathogen Assessment Hospitals
+ Anne Arundel Medical Center
* Frederick Health Hospital
* Holy Cross Hospital
+  MedStar Southern Maryland Hospital Center
+ Peninsula Regional Medical Center
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D. PROTOCOL KEY

$ 1. Basic Life Support Level Care

2. Advanced Life Support Level Care
Requires Medical Consultation

Pediatric Care
NOTE: ALL CLINICIANS (BLS and ALS) SHOULD CHECK
ALL PEDIATRIC SECTIONS FOR NECESSARY CARE.

Description Age

Newly Born Up to 1 hour
Neonate 1 hour to 28 days
Infant > 28 days to 1 year
Toddler 1to<2years
Preschooler 2 to 4 years
School-Age 51to 12 years
Adolescent 13 to 18th birthday

@ 5. Caution/Warning/Alert
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E. PROTOCOL USAGE FLOW DIAGRAM
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F. PROTOCOL VARIATION PROCEDURE

If an error or variance occurs (i.e., any act or failure to act, in practice or judgment, involv-
ing patient care that is not consistent with established protocol, whether or not it results in
any change in the patient’s status or condition):

1. The EMS clinician must:
a) Notify the consulting physician via radio as soon as the error or variance is
discovered, if prior to arrival at the receiving hospital,
b) Monitor the patient’s condition very closely for any changes,
c) Notify the receiving physician upon arrival, and
d) Notify the local EMS jurisdiction or licensed commercial ambulance service and
Program Medical Director within 24 hours of the incident.

2. The EMS Operational Program Quality Assurance Officer, in accordance with

COMAR 30.03.04.02 B(6), must:

a) Within 5 days of being made aware of the incident, submit written notification of
the incident to the:
(1) Local EMS jurisdiction,
(2) Program Medical Director,
(3) MIEMSS Compliance Office, and
(4) State EMS Medical Director.

b) Within 14 days of the written notification of the incident, initiate a Medical
Review Committee QA investigation.

c) Within 30 days of the written notification of the incident, forward to MIEMSS’
Compliance Office and State EMS Medical Director the written results of the
Medical Review Committee QA investigation and recommendations.
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G. INABILITY TO CARRY OUT PHYSICIAN ORDER

Occasionally, a situation may arise in which a physician’s order cannot be carried out (e.g.,
the clinician feels the administration of an ordered medication would endanger the patient,
a medication is not available, or a physician’s order is outside the protocol). If this occurs:

1.

The EMS clinician must:

Immediately notify the consulting physician as to the reason the order cannot be
carried out.

Document on the patient care report what was ordered, the time it was ordered,
and the reason the order could not be carried out.

As soon as practical following the call, notify the local EMS jurisdiction of the
incident.

Public Service EMS Operational Programs must:

a)

Within 5 days of being made aware of the incident, submit written notification of
the incident through the local EMS jurisdiction and Program Medical Director to
the Regional Medical Director with a copy to the State EMS Medical Director.
The MIEMSS Regional EMS Administrator shall be notified at the discretion of
the Regional Medical Director.

Within 14 days of the written notification of the incident, initiate a QA investiga-
tion under the authority of the Medical Review Committee.

Within 30 days of the written notification of the incident, forward to MIEMSS’
Compliance Office and State EMS Medical Director written results of the Medi-
cal Review Committee QA investigation and recommendations.

Licensed Commercial Programs must:

a)

Within 5 days of being made aware of the incident, submit written notification
of the incident through the commercial Program Medical Director to the Director
of the State Office of Commercial Ambulance Licensing and Regulation with a
copy to the State EMS Medical Director.

Within 14 days of the written notification of the incident, initiate a QA investiga-
tion under the authority of the Medical Review Committee.

Within 30 days of the written notification of the incident, forward to the Program
Medical Director and to the Director of the State Office of Commercial Ambu-
lance Licensing and Regulation and State EMS Medical Director written results
of the Medical Review Committee QA investigation and recommendations.
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H. PHYSICIAN ORDERS FOR EXTRAORDINARY CARE NOT COVERED BY
MARYLAND PROTOCOL (NEW ’20)

Rarely, a physician providing on-line medical consultation may direct an EMS clinician to
render care that is life-saving but not directly addressed by the protocols.

1.

ALL of the following criteria MUST be present for EMS clinicians to
proceed with an order under this section:

a) During the consultation, both the consulting physician and the EMS clinician
must agree that the patient’s condition and extraordinary care are not addressed
elsewhere within these medical protocols and that the order is absolutely neces-
sary to maintain the life of the patient.

b) The EMS clinician must feel capable of correctly performing the care directed by
the consulting physician, based on the instructions given by the consulting
physician.

c) The EMS clinician must inform the consulting physician of the effect of the
treatment and notify the receiving physician of the treatment upon arrival at the
hospital (if the receiving physician is different than the consulting physician).

d) The EMS clinician must inform the EMS Operational Program Medical Director
as soon as practical after the call.

If an EMS clinician receives an order for care that is not covered by Maryland pro-
tocols and does not feel comfortable with it or does not agree that it is absolutely
necessary to maintain the life of the patient, they shall proceed with the “Inability to
Carry Out Physician Order” section.

This extraordinary care protocol is intended to address the potential rare, unusual or
unforeseen situations not specifically addressed within protocols. This extraordinary
care protocol is neither a carte blanche for any and all actions nor a device to avoid
or circumvent protocols. In all situations, emergency health care clinicians, both
EMS and on-line physicians providing medical direction, are accountable for their
actions in discharging their patient care responsibilities.

EXTRAORDINARY CARE CHECKLIST

+ Identify the need for extraordinary care with physician consult and EMS
clinician acceptance.
o Care is not covered elsewhere in the protocols.
o Care is absolutely necessary to maintain the life of the patient.

+ Immediately upon delivery of patient, EMS clinician must notify the
receiving physician of the effect of treatment rendered.

+ Notify the EMS Operational Program Medical Director as soon as practi-
cal after the call.
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Il. GENERAL PATIENT CARE (GPC)

THE GENERAL PATIENT CARE SECTION SHALL APPLY TO ALL PATIENT ENCOUNTERS UNLESS
OTHERWISE NOTED IN ANY SPECIFIC TREATMENT PROTOCOL. (NEW °20)

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 EMERGENCY MEDICAL FACILITY. ONCE THE PATIENT PRESENTS TO
THE HOSPITAL OR DESIGNATED FREESTANDING EMERGENCY MEDICAL FACILITY FOR
TREATMENT OF AN EMERGENCY CONDITION, TREATMENT AND TRANSFER DECISIONS ARE THE
RESPONSIBILITY OF THE HOSPITAL UNDER APPLICABLE LAW. THE CLINICIAN SHOULD STAND
BY TO BE AVAILABLE FOR AND ASSIST WITH TRANSFER OF THE PATIENT IF THE HOSPITAL
DETERMINES SUCH A TRANSFER IS APPROPRIATE.

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 por-
table pulse oximeter (required on all transport units since 2012).
(1) If patient’s ventilations are not adequate, provide assistance with 100% oxy-
gen using Bag-Valve-Mask (BVM).

() 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)

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

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

() SpO, greater than or equal to 94% is considered normoxia in adults
and children. Supplemental oxygen is not needed if SpO, greater than
or equal to 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 nonre-
breather (NRB).

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

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

(@ STEMI / angina
(b) CVA / stroke
(c) Post arrest

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

100%.

(3) If available, utilize ETCO, waveform monitoring in intubated patients

(required on all ALS transport units for advanced airway management since
2015).
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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 Hy- Give 100% oxygen
poxia Assisting Ventilations if necessary

less than Severe Hypoxia | Give 100% oxygen
or equal to Assist Ventilations
85% If indicated, Intubate

INACCURATE OR MISLEADING SpO, READINGS MAY OCCUR IN THE FOLLOWING

PATIENTS: HYPOTHERMIC, HYPOPERFUSION (SHOCK), CO POISONING,
HEMOGLOBIN ABNORMALITY, ANEMIA, AND VASOCONSTRICTION.

(4) Consider carbon monoxide measurement, if available.

b) 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 respirations.
(1) If hyperventilating, use the following rates

Adult (including adolescent 13 years of age or older): 20 breaths per minute

Child (1-12 years of age): 30 breaths per minute

Infant (less than 1 year of age): 35 breaths per minute

(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 24-60%

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 CLINICIAN ROTA-
TION IS AN ESSENTIAL COMPONENT IN THE SUCCESSFUL RESUSCITATION OF THE ARRESTED PATIENT.
THIS MAY BE ACCOMPLISHED THROUGH MANUAL OR MECHANICAL MEANS, AS APPROPRIATE, IN
ADULTS. MECHANICAL METHODS OF COMPRESSION ARE NOT INDICATED FOR INFANTS OR CHILDREN
WHO HAVE NOT YET REACHED THEIR 13™ BIRTHDAY.

PERFORM CPR WHILE PREPARING FOR RHYTHM ANALYSIS AND DEFIBRILLATION.

a) Assess pulse.

(1) Patients within the first hour after delivery, refer to Newly Born Protocol.
(2) Patients from one hour after birth up to those who have not reached their

13th birthday, refer to the Universal Algorithm for Pediatric Emergency Car-

diac Care for BLS.

(3) Patients 13 years of age or greater, refer to the Universal Algorithm for Adult
Emergency Cardiac Care for BLS.

High Quality CPR Reference Chart for All Ages

Component Adults and Adolescents

Children (Age 1 Year to Puberty)

Infants (Age Less Than 1 Year,
Excluding Newborns)

1 or 2 rescuers
30:2

Compression-ventilation ratio
without advanced airway

1 rescuer
30:2

2 or more rescuers
15:2

Compression-ventilation ratio
WITH advanced airway

Continuous compressions at a rate of 100-120/min
Give 1 breath every 6 seconds (10 breaths/min)

Compression rate

100-120/min

Compression depth At least 2 inches (5 cm)
Compression depth
should be no more than

2.4 inches (6 cm)

At least one-third anterior-posterior
diameter of chest
About 2 inches (5 cm)

At least one-third anterior-posterior
diameter of chest
About 12 inches (4 cm)

2 hands on the lower
half of the breastbone
(sternum)

Hand placement

2 hands or 1 hand (optional for very
small child) on the lower half of the
breastbone (sternum)

1 rescuer
2 fingers in the center of the chest,
just below the nipple line

2 or more rescuers
2 thumb-encircling hands in the
center of the chest, just below the
nipple line

b) Assess for and manage profuse bleeding, using a method appropriate for the
patient's injuries (NEW ’20):

(1) Direct pressure
(2) Wound packing
(8) Hemostatic gauze

(4) Tourniquet or junctional tourniquet (with jurisdictional training)
c) Assess skin color, temperature, and capillary refill.
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5. Disability

a)
b)

Perform Mini-Neurologic Assessment (Pulse/Motor/Sensory).

Spinal protection

(1) The clinician shall determine the appropriate method to use in spinal protection
of the patient. Infant or child car seats may NOT be used as a spinal immobiliza-
tion 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.

(@ Midline spinal pain, tenderness, or deformity

(b) Signs and symptoms of new paraplegia or quadriplegia

(c) Focal neurological deficit

(

(

o

) Altered mental status or disorientation
e) Distracting injury: Any injury (e.g., fracture, chest, or abdominal trauma)
associated with significant discomfort that could potentially distract from
a patient’s ability to accurately discern or define spinal column pain or
tenderness.
In addition to the above indicators for adults, the below apply to children who
have not yet reached their 15" birthday.
() Neck pain or torticollis
(9) High-impact diving incident or high risk motor vehicle crash (head on
collision, rollover, ejected from the vehicle, death in the same crash, or
speed greater than 55 mph)
(h) Substantial torso injury
() 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.

6. Exposure

To assess patient’s injuries, remove clothing as necessary, considering condition
and environment.

7. Assign Clinical Priority

Priority 1 — Ciritically ill or injured person requiring immediate attention; unstable
patients with life-threatening injury or iliness.

Priority 2 — Less serious condition yet potentially life-threatening injury or illness, re-
quiring emergency medical attention but not immediately endangering the patient’s
life.

Priority 3 — Non-emergent condition, requiring medical attention but not on an
emergency basis.

Priority 4 — Does not require medical attention.

In the event of a multiple casualty incident, the Simple Triage And Rapid Treatment
(START and/or JumpSTART) technique will be instituted for rapid tagging and sort-
ing of patients into priority categories for both treatment and transport.
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8. Normal Vital Signs Chart

AGE ESTIMATED HEART RESPIRATORY | SYSTOLIC
WEIGHT RATE RATE B/P
Premature Less than 3 kg 160 Greater than 40 60
Newborn 3.5 kg 130 40 70
3 mo. 6 kg 130 30 90
6 mo. 8 kg 130 30 90
1yr. 10 kg 120 26 90
2 yrs. 12 kg 115 26 90
3yrs. 15 kg 110 24 90
4 yrs. 17 kg 100 24 90
6 yrs. 20 kg 100 20 95
8 yrs. 25 kg 90 20 95
10 yrs. 35 kg 85 20 100
12 yrs. 40 kg 85 20 100
14 yrs. 50 kg 80 18 110
ADULT Greater than 50 kg 80 18 120
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E. HISTORY AND PHYSICAL EXAMINATION/ASSESSMENT

Conduct a Focused Examination/Detailed Examination/Ongoing Assessment.

Collect and transport documentation related to patient’s history (example: Emer-
gency Information Form, Medic Alert, EMS DNR/MOLST, or jurisdictional form).

Clinicians should obtain and document a contact telephone number for one or more
individuals who have details about the patient’s medical history so that the physi-
cian may obtain and validate additional patient information.

4, @Obtain an EKG when appropriate.

ALL HEALTH CARE CLINICIANS ARE OBLIGATED BY LAW TO REPORT CASES OF SUSPECTED
CHILD OR VULNERABLE ADULT ABUSE AND/OR NEGLECT TO EITHER THE LOCAL POLICE

OR ADULT/CHILD PROTECTIVE SERVICE AGENCIES. DO NOT INITIATE REPORT IN FRONT OF
THE PATIENT, PARENT, OR CAREGIVER (MD CODE, FAMILY LAW, § 5-704). UNDER MARYLAND
LAW, EMS CLINICIANS ARE PROTECTED FROM LIABILITY IF THEY MAKE A REPORT OF
CHILD/VULNERABLE ADULT ABUSE AND NEGLECT IN GOOD FAITH (COURTS AND JUDICIAL
PROCEEDINGS ARTICLE § 5-620).

F. TREATMENT PROTOCOLS

Refer to ALL appropriate protocols.

2. Patients who have had an impaled conducted electrical weapon used on them will

be transported to the nearest appropriate facility without dart removal (exception:
Tactical EMS). ANY conducted electrical weapon dart impalement to the head,
neck, hands, feet, or genitalia must be stabilized in place and evaluated by a physi-
cian. An assessment must be conducted to determine if the patient meets Excited
Delirium Syndrome.

Clinicians may assist the patient or primary caregiver in administering the patient’s

prescribed rescue medication.

a) BLS clinicians may assist with the administration of the patient’s fast-acting
bronchodilator MDI and sublingual nitroglycerin.

b) ALS clinicians may administer the patient’s prescribed benzodiazepine for sei-
zures, Factor VIII or IX for Hemophilia A or B, or reestablish 1V access for con-
tinuation of an existing vasoactive medication.

c) Clinicians should obtain on-line medical direction to administer other prescribed
rescue medications not specifically mentioned in The Maryland Medical Protocols
for Emergency Medical Services (e.g., hydrocortisone (Solucortef) for adrenal
insufficiency). The rescue medication must be provided by the patient or caregiver
and the label must have the patient’s name and the amount of medication to be
given.

DO NOT ADMINISTER ORAL MEDICATIONS (EXCEPT GLUCOSE PASTE) TO PATIENTS WITH AN
ALTERED MENTAL STATUS.
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4. For pediatric patients
— a) Pediatric section of the treatment protocol will be used for children who have
not reached their 15" birthday (trauma) or their 18™ birthday (medical), except as
otherwise stated in the treatment protocol.
b) Medication dosing
(1) Pediatric doses apply to patients weighing less than 50 kg.
() For pediatric patients equal to or greater than 50 kg, utilize adult dosing.

c) The developmental age of the infant/child must be considered in the communi-
cation and evaluation for treatment.
Destination consideration:
For those patients who are 18 years of age or older who receive
specialized care at a pediatric facility, consider medical consultation with
a Pediatric Base Station for patient destination.
d) Infants and children must be properly restrained prior to and during transport.
e) A parent/guardian/care taker may remain with a pediatric patient during
transport, but must be secured in a separate vehicle restraint system at all
times during transport.
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G. COMMUNICATIONS

1. Communications with and through EMRC/SYSCOM are recorded. In addition, as
part of the quality assurance and quality improvement process, communications
with hospitals are frequently recorded. Therefore, you should assume that all your
communications among EMS clinicians, hospitals, public safety communications
centers, and EMRC/SYSCOM are being recorded.

ANY PATIENT WHOM THE CLINICIAN IDENTIFIES AS MEETING ANY “SPECIALTY” ALERT
(E.G., TRAUMA, STEMI ALERT, STROKE ALERT, SEPSIS ALERT) REQUIRES A HOSPITAL
NOTIFICATION, AND WHEN INDICATED BY PRIORITY OR NEED FOR INTERVENTION WILL
HAVE ONLINE MEDICAL CONSULTATION THROUGH EMRC ON A RECORDED LINE (RADIO
OR PHONE).

2. All Priority 1 patients require online medical consultation through EMRC on a re-
corded line (radio or phone).

3. All Priority 2 patients who need further therapeutic intervention(s) that require on-
line medical consultation approval shall perform on-line medical consultation through
EMRC on a recorded line (radio or phone).

4. For Priority 2 patients who have persistent symptoms but who do not need thera-
peutic intervention(s) requiring on-line medical consultation approval, clinicians shall
notify the receiving facility with an “information only call” through EMRC on a recorded
line (radio or phone).

5. For Priority 2 patients whose symptoms have resolved and Priority 3 patients
whose vital signs are within normal limits, notification may be made through EMRC on
a recorded line (radio or phone) or through an EOC/EMS communication system in ac-
cordance with the standard operating procedures of the local jurisdiction.

ONLINE MEDICAL CONSULTATION MAY BE OBTAINED AT ANY TIME FOR ANY PATIENT, IF
DESIRED BY THE PREHOSPITAL EMS CLINICIAN. PEDIATRIC AND SPECIALTY CONSULTATION

IS ENCOURAGED FOR TRAUMA AND MEDICAL PATIENTS. CONSULTATION WITH PEDIATRIC

AND SPECIALTY CENTERS SHALL OCCUR SIMULTANEOUSLY WITH A BASE STATION CONSULT.

6. If medical consultation is genuinely unavailable, or if the time necessary to initiate
consultation significantly compromises patient care, the clinician shall proceed with
additional protocol directed care, so long as transport will not be significantly delayed.
“Exceptional Call” must be indicated on the Patient Care Report (PCR).

7. Core essentials for communications:

Assigned patient priority (1 to 4)

Age

Chief complaint

Clinician impression

Pertinent patient signs and symptoms (e.g., HR, RR, BP, Pulse Ox, and GCS) (be
specific—-do not use within normal limits or stable in description)

f) Pertinent physician findings

g) ETA

L2oT L
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In addition, for specialty center patients:

Trauma

h) Patient Trauma Decision Tree Category (Alpha, Bravo, Charlie, Delta)

i)  Number of victims if more than one

i) Describe mechanism

Stroke

k) Last known well time

) Specific neurological findings (sensory, motor, cognitive)

m) Upon positive assessment using the Cincinnati Stroke Scale, a STROKE alert
shall be made and the LAMS score will be included in the consult.

STEMI

n) 12-Lead interpretation

o) Duration of symptoms

CONSIDER ACTIVATION OF THE GO-TEAM FOR SERIOUSLY INJURED PATIENTS WHO
REQUIRE A PROLONGED EXTRICATION AND WHO MEET THE INDICATIONS FOR
GO-TEAM ACTIVATION.

8.

Mass Casualty Incident (MCI) Communications

a) When a local jurisdiction declares an MCI, it is extremely important to maximize
patient care resources and reserve EMS communications for emergent situations.
Except for extraordinary care interventions, EMS clinicians may perform all skills
and administer medications within protocol during a declared MCI. When the MCI
condition is instituted, the Exceptional Call box must be checked on the PCR.

b) During an MCI, the EMS Officer-in-Charge (OIC) shall designate an EMS Communi-
cator who shall establish appropriate communications.

c) Reference the Multiple Casualty Incident/Unusual Incident Protocol.

H. REASSESSMENT

1.
2.
3.

Reassess unstable patients frequently (recommended every 5 minutes).

Reassess stable patients at a minimum of every 15 minutes.

Reassess patients being discharged to home or long-term care at the beginning and
end of the transport or more frequently, at the clinician’s discretion.
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. DISPOSITION
1. Destination

a) Priority 1 patients shall be triaged according to Maryland Medical Protocols
to the closest appropriate hospital-based emergency department, designated
trauma, or designated specialty referral center. Critically unstable patients in
need of immediate life-saving interventions that cannot be provided in the field
shall, with the approval of EMS system medical consultation, be diverted to the
closest facility (including freestanding emergency medical facility) capable of im-
mediately providing those interventions.

b) Priority 2 patients shall be triaged according to the Maryland Medical Protocols to
the closest appropriate hospital-based emergency department, designated trauma
or designated specialty referral center unless otherwise directed by EMS system
medical consultation. Stable Priority 2 patients may be referred to a freestanding
emergency medical facility.

c) Stable Priority 3 or 4 patients who do not need a time-critical intervention may be
transported to the local emergency department or freestanding emergency medi-
cal facility.

d) Patients Under Investigation (PUI) for an Emerging Infectious Disease (EID) at a
residence should be transported directly to an Assessment Hospital unless total
transport time is no longer than 45 minutes greater than transport to the nearest
Frontline Hospital ED. If transport time is longer than 45 minutes greater than
transport to the nearest Frontline Hospital ED, the patient must be transported to
the closest appropriate Frontline hospital. Priority 1 and Priority 2 patients with
unresolved symptoms that cannot be managed outside the hospital should be
taken to the closest Frontline Hospital. Receiving hospital notification of all sus-
pected PUI patients should be done as early as possible to allow for hospital staff
to prepare. Helicopter transport is NOT indicated for the PUI patient.

e) For Priority 2 and Priority 3 patients not meeting a specialty center destination
care protocol, the EMS clinician should ask if the patient has had a hospital ad-
mission (inpatient service) within the last 30 days. If the answer is yes, the EMS
clinician should transport (repatriate) the patient to that hospital as long as that
hospital is not more than 15 additional minutes further than nearest hospital (or
greater if allowed for by the EMS Operational Program).

2. Mode of transport (air, land, water)

a) Medevac patients with indications for specialty referral center should be flown to
the appropriate type of specialty center if not more than 10-15 minutes further
than the closest trauma center. (Patients with an airway, breathing, or circulatory
status who would be jeopardized by going an additional 10-15 minutes should
go to the closest trauma center.)

b) Consider utilization of a helicopter when the patient’s condition warrants trans-
port to a trauma or specialty referral center and the use of a helicopter would re-
sult in a clinically significant reduction in time compared with driving to a trauma/
specialty center.

ALL REQUESTS FOR SCENE HELICOPTER TRANSPORTS SHALL BE MADE THROUGH SYSCOM.
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FOR TRAUMA DECISION TREE CATEGORY CHARLIE OR DELTA, RECEIVING TRAUMA CENTER
MEDICAL CONSULTATION IS REQUIRED WHEN CONSIDERING WHETHER HELICOPTER
TRANSPORT IS OF CLINICAL BENEFIT.

c) If the time of arrival at the trauma or specialty referral center via ground unit is less
than 30 minutes, there will generally be no benefit in using the helicopter, especially
for Trauma Decision Tree categories Charlie and Delta.

d) Refer to the Trauma Decision Tree when considering use of aeromedical transport.
Provide SYSCOM with the patient’s category (Alpha, Bravo, Charlie, or Delta).

e) On-line medical direction should be obtained from the local trauma center and the
specialty referral center when transport to the specialty center would require more
than 10-15 minutes additional transport time.

(1) Pediatric Trauma Patients: Indications as per the pediatric section of the
Trauma Protocols.

(2) Spinal Trauma Patients: Indications as per Spinal Protection Protocol.

(3) Burn Patients: Indications as per Burn Protocol. Special note:
Isolated burn patients without airway injury or other associated trauma
should normally be flown to a burn center, regardless of the location of the
closest trauma center.

(4) Hand Injury Patients: Indications as per Hand Trauma Protocol.
Special note: Medevac patients with appropriate indications for hand center
referral should normally be flown to the hand center, regardless of the loca-
tion of the closest trauma center.

3. Status
Evaluate the need for emergent versus non-emergent transportation.

DO NOT WAIT ON-SCENE FOR ADVANCED LIFE SUPPORT. ATTEMPT TO RENDEZVOUS
EN ROUTE TO THE HOSPITAL.
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J. TRANSFER OF CARE/RENDEZVOUS AND TRANSITION OF
PATIENT CARE ALS TO BLS
The ALS clinician-patient relationship is established when the ALS clinician
initiates patient assessment and
1. ALS medication(s)* is/are administered or
2. ALS procedure(s)* is/are performed or
3. Upon ALS clinician assessment of the patient there is potential risk of deterioration.

* Based on the medication or procedure as listed in the protocol pages 182-185

ALS clinicians may only terminate their EMS clinician-patient relationship when they are
assured that the patient will continue to receive care at the same or greater levels, or
when they have documented with on-line medical direction that the patient’s condition
has improved and that patient care may be transferred safely to an EMS clinician with a
lower scope of practice.

BLS clinicians have the right to decline the transition of patient care. When con-
sensus between the clinicians cannot be gained, ALS shall get on-line medical
direction.

Clinicians will relay assessment findings and treatment provided to the individual(s) as-
suming responsibility for the patient(s). Should an ALS clinician perform an EKG (of any
type), it shall be imported into the patient care report and a copy shall be sent with the

BLS unit to the receiving facility. (NEW ’20)

K. DOCUMENTATION
A Patient Care Report (PCR) will be completed and delivered to the receiving facility as soon
as possible, ideally upon transfer of care. If this is not immediately possible, clinicians must
provide documentation of the patient’s prehospital care on a template and in a format provid-
ed or approved by MIEMSS for inclusion in the patient care record before leaving the receiv-
ing facility, then deliver the completed PCR within 24 hours after dispatch, in compliance with
COMAR 30.03.04.04.

Only the unit that pronounces death will select the “Dead on Scene” option in the PCR
(eMEDS®) and thus all other units will report “Operational Support Only.” If no interventions
are performed, the highest level EMS clinician on scene will pronounce death and document
“Dead on Scene.” If BLS care was rendered by a BLS unit and then termination of resuscita-
tion and pronouncement of death occurred, the BLS unit will select “Dead at Scene with BLS
Intervention” option on the eMEDS® PCR. If ALS care was rendered by an ALS unit and then
termination of resuscitation and pronouncement of death occurred, the ALS unit will select
“Dead at Scene with ALS Intervention” option on the eMEDS® PCR.

L. CONFIDENTIALITY
Patient confidentiality must be maintained at all times.

M. PROFESSIONAL CONDUCT
All patients should be treated with dignity and respect in a calm and reassuring
manner.
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lll. TREATMENT PROTOCOLS

FOR ALL TREATMENT PROTOCOLS, THE LETTER AND NUMERICAL OUTLINE FORMAT IS

STRICTLY FOR RAPID AND UNIFORM REFERENCE AND DOES NOT IMPLY OR DIRECT A

MANDATORY SEQUENCE FOR PATIENT CARE.

HOWEVER, THE GENERAL PATIENT CARE SECTION AND THE ALGORITHMS DO HAVE A

SPECIFIC SEQUENCE TO BE FOLLOWED.

A. ABUSE/NEGLECT

CHILD OR VULNERABLE ADULT ABUSE OR NEGLECT TO EITHER THE LOCAL POLICE OR

ALL HEALTH CARE CLINICIANS ARE OBLIGATED BY LAW TO REPORT CASES OF SUSPECTED

SOCIAL SERVICE AGENCIES. DO NOT INITIATE REPORT IN FRONT OF THE PATIENT, PARENT,
OR CAREGIVER.

DO NOT CONFRONT OR BECOME HOSTILE TO THE PARENT OR CAREGIVER.

1.

Inclusion Criteria

The patient may present with patterned burns or injuries suggesting intentional in-
fliction, such as injuries in varying stages of healing, injuries scattered over multiple
areas of the body, fractures, or injuries inconsistent with stated cause of injury. The
patient, parent, or caregiver may respond inappropriately to the situation. Malnutri-
tion or extreme lack of cleanliness of the patient or environment may indicate ne-
glect. Signs of increased intracranial pressure (bulging fontanels and altered mental
status in an infant) may also be seen.

2. Treatment

a) Stabilize injuries according to protocol.
b) Discourage patient from washing if sexual abuse is suspected.
c) Document the following information on the PCR:
(1) All verbatim statements made by the patient, the parent, or caregiver shall
be placed in quotation marks, including statements made about the manner
of the injuries.

(2) Any abnormal behavior of the patient, parent, and/or caregiver

(3) The condition of the environment and other residents present
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A. ABUSE/NEGLECT (Continued)

(4) The time the police/welfare agency was notified and the name of the person
notified

(5) The name of the receiving health care clinician (RN, PA, MD) and any state-
ments made

d) Treat injuries according to presentation.
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B. ALTERED MENTAL STATUS: SEIZURES

1.

Inclusion Criteria

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

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

2. Treatment

a)

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 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.

Consider midazolam.

(1) If patient has no IV or 10 in place or IV/IO is not available: Administer
midazolam 5 mg IN or IM.

(2) If IV/IO is already in place: 0.1 mg/kg in 2 mg increments SLOW IVP/IO over
1-2 minutes per increment with maximum single dose 5 mg.

REDUCE BY 50% FOR PATIENTS 69 YEARS OR OLDER.

2\ Additional doses up to a maximum total dose of 10 mg require

medical consultation for all clinicians.

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

(5) If midazolam is not available, consider diazepam in 2.5 mg increments
SLOW IVP/IM. Maximum total dose 10 mg. If patient is in status, consider
IO administration of diazepam.

IM administration requires all clinicians to obtain medical

consultation. If suspected severe nerve agent exposure, clinicians

may administer midazolam 5 mg IM or diazepam (CANA) without

medical consultation.

(6) Establish IV/IO access with LR.

(7) If patient is pregnant, actively seizing, consider magnesium sulfate
4 grams IV/IO over 10 minutes (mixed in 50-100 mL of approved diluent).

If seizures persist, consult for second dose of magnesium sulfate.
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B. ALTERED MENTAL STATUS: SEIZURES (Continued)

@ 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.

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.

e) If the patient is still seizing:
(1) DO NOT RESTRAIN.
(2) Protect from further injury.
(8) Consider underlying cause of seizure.
f)  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 ad-
ministered between the gum and cheek. Consider single additional dose of
@ glucose paste if not improved after 10 minutes.

g) Use glucometer and treat accordingly.
h) ALS clinicians may assist patients with the administration of their prescribed
benzodiazepine.
i) Consider midazolam for seizures lasting greater than 10 minutes.
(1) If patient has no IV or IO in place or IV/IO is not available: Administer
midazolam 0.2 mg/kg IN or IM. Maximum total dose 5 mg.
(2) If IV or IO is already in place: Administer midazolam 0.1 mg/kg in 2 mg
increments SLOW IVP over 1-2 minutes. Maximum total dose 5 mg.

FOR A CHILD ACTIVELY SEIZING, ADMINISTER MIDAZOLAM IN/IM AND RESERVE 10 FOR LIFE-
THREATENING ILLNESS

Additional doses of midazolam up to a maximum total dose of 5 mg

require medical consultation for all clinicians.

(4) If patient’s seizures are refractory to treatment, consider IO administration of
midazolam.

(5) 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 diazepam rectal; maximum total dose 10 mg.

OR
0.1 mg/kg in 2.5 mg increments SLOW IVP/IO/IM; maximum total dose 5
mg.
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B. ALTERED MENTAL STATUS: SEIZURES (Continued)

IM requires all clinicians to obtain medical consultation. If
suspected severe nerve agent exposure, clinicians may administer
midazolam as above or diazepam (CANA) without medical
consultation.
(6) Establish IV/IO access with LR.
(7) If patient is pregnant, actively seizing, consider magnesium sulfate

4 grams IV/IO over 10 minutes (mixed in 50-100 mL of approved diluent).
(8) Administer fluid bolus, if appropriate, 20 mL/kg of LR IV/IO.
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C. ALTERED MENTAL STATUS: UNRESPONSIVE PERSON

1. Inclusion Criteria
Patients may exhibit confusion, focal motor sensory deficit, unusual behavior,
unresponsiveness to verbal or painful stimulus.

@ ALCOHOL CAN CAUSE ALTERED MENTAL STATUS BUT IS NOT COMMONLY A
CAUSE OF TOTAL UNRESPONSIVENESS TO PAIN.

2. Treatment

a) Obtain pulse oximetry, if available.

b) Administer glucose paste (10-15 grams) between the gum and cheek. Consider
single additional dose of glucose paste if not improved after 10 minutes.

c) If patient has respiratory depression with decreased LOC, constricted
pupils, and clinician suspects an opioid/narcotic overdose:
Administer naloxone 2 mg IN, dividing administration of the dose equally
between the nares to a maximum of 1 mL per nare, OR administer
4 mg/0.1 mL IN in one nare.

@ d) If patient has respiratory depression with decreased LOC, constricted
pupils, and clinician suspects an opioid/narcotic overdose:
Administer naloxone 0.4-2 mg IVP/IO (titrated)/IM/IN (if delivery device is
available, divide administration of the dose equally between the nares to a
maximum of 1 mL per nare); OR administer 4 mg/0.1 mL IN in one nare.
Repeat as necessary to maintain respiratory activity.

e) Establish IV access with LR.
Administer fluid bolus, if appropriate.
20 mL/kg of LR IV

f) Titrate to a systolic pressure of 90 mmHg.

g) Consider obtaining blood sample using closed system.

h) Use glucometer and treat accordingly.

i) Consider an additional dose of naloxone.

) Consider additional fluid administration

Maximum 2,000 mL without medical consultation.
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C. ALTERED MENTAL STATUS: UNRESPONSIVE PERSON (Continued)

<

Obtain pulse oximetry if available.

Administer glucose paste (10-15 grams) between the gum and cheek. Consider
single additional dose of glucose paste if not improved after 10 minutes.

If patient has respiratory depression with decreased LOC, constricted
pupils, and clinician suspects an opioid/narcotic overdose:

Aged 28 days to adult: Administer naloxone 2 mg IN, dividing administration
of the dose equally between the nares to a maximum of 1 mL per nare, OR
administer 4 mg/0.1 mL IN in one nare.

0)

p)

Q)

r

If patient has respiratory depression with decreased LOC, constricted
pupils, and clinician suspects an opioid/narcotic overdose:

Aged 28 days to adult: Administer 0.1 mg/kg IVP/IO (titrated)IM/IN (if delivery
device is available, divide administration of the dose equally between the nares
to a maximum of 1 mL per nare); OR administer 4 mg/0.1 mL IN in one nare.
May be repeated as necessary to maintain respiratory activity. ET dose: 0.2-
0.25 mg/kg.

Consider repeating naloxone.

Establish IV/IO access with LR.

(1) 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/I0.
OR
For volume-sensitive children administer initial fluid bolus of
10 mL/kg LR IV/IO. If patient’s condition does not improve, administer the
second bolus of fluid at 10 mL/kg LR IV/10.

Volume-sensitive children include: neonates (birth to 28 days), children with
congenital heart disease, chronic lung disease, or chronic renal failure.

(2) Consider obtaining blood sample using closed system.

Use glucometer and treat accordingly.

Third and subsequent fluid boluses at 20 mL/kg IV/IO except in
volume-sensitive children, then bolus at 10 mL/kg.
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D. APPARENT LIFE-THREATENING EVENT (ALTE)

<4 1. Inclusion Criteria
An episode in an infant or child less than 2 years old that is frightening to the ob-
server and is characterized by some combination of the following:
a) Apnea (central or obstructive)
b) Skin color change: cyanosis, erythema (redness), pallor, plethora (fluid overload)
c) Marked change in muscle tone

d) Choking or gagging not associated with feeding or a witnessed foreign body

aspiration

ASSESSMENT BY RESPONDING FIELD PERSONNEL. HOWEVER, THIS EPISODE MAY BE THE
SIGN OF UNDERLYING SERIOUS ILLNESS OR INJURY. FURTHER EVALUATION BY MEDICAL
STAFF IS REQUIRED AND IT IS ESSENTIAL TO TRANSPORT ALL PATIENTS WHO EXPERIENCED
ALTE.

2. Treatment
# a) Perform an initial assessment utilizing the Pediatric Assessment Triangle.

b) Obtain a description of the event including nature, duration, and severity.
c) Obtain a medical history with emphasis on the following conditions:
(1) Known chronic diseases
(2) Evidence of seizure activity
(8) Current or recent infections
(4) Gastroesophageal reflux
()
(

MOST PATIENTS WILL APPEAR STABLE AND EXHIBIT A NORMAL PHYSICAL EXAM UPON

5) Recent trauma
6) Medications (current or recent)

d) Apply oxygen.

e) Be prepared to assist with ventilation if this type of episode occurs again
during transport.

f) Assess environment for possible causes.

0,

IF THE PARENT OR GUARDIAN REFUSES MEDICAL CARE OR TRANSPORT, Clinician SHALL
CONTACT A PEDIATRIC BASE STATION PHYSICIAN.

g) Place patient on cardiac monitor.
h) Consider establishing IV/IO access with LR.
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E. BEHAVIORAL EMERGENCIES

1. Inclusion Criteria
Behavior or actions that indicate the patient’s mental function is disturbed
and may pose a threat to oneself or to others (suicide, threat of violence, or
psychosis).

THE CLINICIAN SHOULD RECOGNIZE CRITICAL INCIDENT STRESS AS A STATE OF EMOTIONAL
DISTRESS THAT DOES NOT NECESSARILY POSE A THREAT TO ONESELF OR OTHERS (E.G.,
DEATH IN THE FAMILY, BYSTANDERS AT A CRASH SCENE, OR REACTION TO VIOLENCE).

THE PREHOSPITAL CARE CLINICIAN SHOULD NOT BE PLACED IN ANY PHYSICAL JEOPARDY
OR ASSUME ANY LAW ENFORCEMENT FUNCTIONS, ESPECIALLY WHEN WEAPONS AND/OR
ACTS OF VIOLENCE ARE INVOLVED!

LAW ENFORCEMENT SHOULD BE REQUESTED ON ALL CALLS INVOLVING POTENTIALLY
VIOLENT PATIENTS.

2. Treatment

a) When considering the prehospital use of restraints, a law enforcement officer
should apply the device and accompany the clinician and the patient in the am-
bulance.

b) For interfacility transport, a physician order must be obtained for physical re-
straint.

c) Implement SAFER model.
(1) Stabilize the situation by containing and lowering the stimuli.
(2) Assess and acknowledge the crisis.

(3) Facilitate the identification and activation of resources (chaplain, family,
friends, or police).

(4) Encourage patient to use resources and take actions in their best
interest.

(5) Recovery or referral—leave patient in care of responsible person or
professional or transport to appropriate facility.
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E. BEHAVIORAL EMERGENCIES (Continued)

0,

d) Establish IV access with LR, if appropriate.
e) Consider Chemical Restraint.
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F. CARDIAC EMERGENCIES: NON-ARREST CARDIAC GUIDELINES

1. The following pertains to cardiac emergencies in patients who have a pulse. Sev-
eral 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 treat-
ment 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, electrical therapy is more important if the patient can be ventilated
without intubation.
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2. UNIVERSAL ALGORITHM FOR ADULT

EMERGENCY CARDIAC CARE FOR BLS

Unresponsive
Not Breathing
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Pulse?
I
| |
YES NO
1 |
Support Begin CPR
ventilation Attach AED
ASAP
I
ALS & Analyze B
transport shockable h
rhythm?
| |
YES NO
1 1
Defibrillate 1 time
Resume CPR
Resume CPR . X |
for 2 minutes
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@ 3. UNIVERSAL ALGORITHM FOR ADULT
EMERGENCY CARDIAC CARE FOR ALS

| Assess Responsiveness I

Not Responsive: Responsive:
Observe

Call for Defibrillator
Assess Breathing Treat as Indicated

Breathing
|

YES

NO

Assess Circulation If unconscious and no trauma, place
in recovery position

| Pulse |

NO | YES

| Begin CPR |

Oxygen as needed
VENTILATE as needed
| Cardiac Monitor

Vital Signs
IV with LR
History & Physical
Detailed Assessment

| VF/VT Present on Monitor
NO YES

GO TO

Electrical Activity? VT/VF Suspected Cause —

ALGORITHM

Pulmonary Edema/CHF |
See Protocol

YES

NO

Chest Pain L

GO TO ASYSTOLE GO TO PEA See Protocol
ALGORITHM ALGORITHM

Dysrhythmia —

GO TO GO TO
BRADYCARDIA TACHYCARDIA
ALGORITHM ALGORITHM
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4. UNIVERSAL ALGORITHM FOR PEDIATRIC

(GREATER THAN 1 HOUR AND LESS THAN 13 YEARS OF AGE)
EMERGENCY CARDIAC CARE FOR BLS
(If less than 1 hour old, refer to Newly Born Protocol)

Unresponsive
Not Breathing

Pulse?

YES
I

NO
I

Oxygen as needed
VENTILATE as needed
Target ventilation rate = 12-20 bpm
Vital Signs
History & Physical
Detailed Assessment

Begin CPR
Attach AED with pediatric capability
100-120 compressions/minute
100% oxygen

ALS &
transport

Analyze

A

shockable rhythm?
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YES NO
1 1
Defibrillate 1 time Resume CPR
Resume CPR immediately
immediately for 2 minutes
for 2 minutes
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@ 5. UNIVERSAL ALGORITHM FOR PEDIATRIC
(GREATER THAN 1 HOUR AND LESS THAN 13 YEARS OF AGE)

EMERGENCY CARDIAC CARE FOR ALS
(If less than 1 hour old, refer to Newly Born Protocol)

I Assess Responsiveness I

Not Responsive: Responsive:
Call for Defibrillator Observe
Assess Breathing Treat as Indicated
Breathing
I
NO | | YES
If unconscious with adequate
Assess Circulation respiratory ratg and effort anq po
trauma, place in recovery position

| Pulse |
I
NO | YES
Oxygen as needed
Begin CPR VENTILATE as needed
Attach AED with pediatric capability Target Ventilation Rate = 12-20 bpm
100-120 compressions/minute Cardiac monitor
Vital signs
IV with LR
100% oxygen History & Physical
Detailed Assessment
GO TO PEDIATRIC CARDIAC | Suspected Cause —
ARREST ALGORITHM
| Altered Mental Status: See Protocol |—
Respiratory Distress
Allergic Reaction or Anaphylaxis: See
Protocol, as appropriate —
Asthma/COPD: See Protocol
Pulmonary Edema/CHF: See Protocol
Dysrhythmia }—
I l I
Too Slow Too Fast
I I
GO TO PEDIATRIC GO TO PEDIATRIC
BRADYCARDIA TACHYCARDIA
ALGORITHM ALGORITHM
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G. CARDIAC EMERGENCIES: BRADYCARDIA

1. Inclusion Criteria
Patient may present with a slow heart rate and chest pain, shortness of breath,
decreased level of consciousness, hypotension, hypoperfusion,
pulmonary congestion, congestive heart failure, and/or acute myocardial infarc-
tion.

2. Treatment

a) Place patient in position of comfort.

c) Continuously monitor airway and reassess vital signs every 5 minutes.

b) Assess and treat for shock, if indicated.

d) Establish IV access with LR.
e) If patient is hemodynamically unstable: initiate transcutaneous pacing (TCP).

f) If TCP is unsuccessful or not available, administer atropine:
0.5-1 mg IVP
Atropine should be given in repeat doses in 3-5 minute intervals up to a total of
0.04 mg/kg.

g) Consider epinephrine infusion at 1 mL/min (60 drops/min) using approved
epinephrine infusion. If using an infusion pump, the epinephrine dose is
2-10 mcg/min.

Further dosing with medical consultation.

If patient is hemodynamically stable and in Type I, second-degree
AV Block or third-degree AV Block:

(1) Consider/prepare for TCP.

(2) If patient develops discomfort with TCP
Administer opioid per Pain Management Protocol.
OR
Consider midazolam 0.1 mg/kg in 2 mg increments SLOW IVP over 1-2
minutes per increment with maximum single dose 5 mg.
(Reduce by 50% for patients 69 years or older.)

i) Refer to appropriate algorithm.
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@ 5. ADULT BRADYCARDIA ALGORITHM

GENERAL
PATIENT CARE

| Bradycardia - (Less than 60 bpm) |

| Serious Signs or Symptoms  (a,b) |

NO YES
Type Il, Second-degree AV Block | Transcutaneous Pacemaker (b) |
or
Third-degree AV Block (e,f)

| Atropine 0.5-1 mg IVP (c,d,f) |

NO YES

Epinephrine 1 mL/min using approved epi
infusion. (10 mcg/min on IV infusion pump) (g)

Observe

Prepare for possible Transcutaneous Pacing should patient
develop serious signs or symptoms.

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

(b) - Do not delay TCP while awaiting IV or atropine to take effect if the patient is symptomatic.

(c) - Denervated transplanted hearts will not respond to atropine. Go at once to TCP.

(d) - Atropine shall be given in repeat doses in 3-5 minute intervals up to a total of 0.04 mg/kg.
Consider shorter intervals in severe clinical conditions.

Medical consultation required to administer atropine in AV block at the His-Purkinje level
(Type Il AV block and new third-degree block with wide QRS complexes).

(e) - Never treat third-degree AV block or ventricular escape beats with amiodarone.

In the presence of Mobitz Il and third-degree AV block, medical consultation is required for
atropine administration.

(9) - Additional dosing above 1 mL/min (1 drop/second using 60 drop set and approved epinephrine
infusion) requires medical consultation. Adults: titrate to systolic BP 90 mmHg.
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@ 6. PEDIATRIC BRADYCARDIA ALGORITHM
(If less than 1 hour old, refer to Newly Born Protocol)
& <

0,

Identify and treat underlying causes

Hemodynamically unstable? (a) |

NO YES
Observe Begin CPR if HR less than 60 with poor
Support ABCs perfusion despite oxygenation and ventilation

A |

Bradycardia persists?

NO YES
Possible causes of bradycardia Epinephrine (b)
(Parenthesis) = Possible Therapies and Treatments IV/10 0.01 mg/kg (1:10,000)
ET 0.1 mg/kg (1:1,000),
Hypovolemia (Volume Infusion) (c) Dilute in 5 mL;
Hypoxia (Ventilation) Repeat every 3-5 minutes
Hydrogen ion (acidosis)  (d)
Hypo-/hyperkalemia (d,e)
Hypoglycemia (Glucometer Protocol) :
Hypothermia (Warming) Atropine
Toxins (d,e) IV/10 0.02 mg/kg,
Tamponade, cardiac Maximum single dose 0.5 mg,
Tension pneumothorax  (NDT) ET 0.04-0.06 mg/kg,
Thrombus Dilute in 5 mL
Trauma Repeat once
|
Pacer Age-Related Rates Consider g;iriw:gutaneous

Start pacemaker at age-appropriate heart rate: T
Infant (less than 1 year): 120 beats per minute

Child (1 through 12 years): 100 beats per minute If pulseless arrest develops

” . go to Cardiac Arrest
Adult/Adolescent (13 years and greater): 80 beats per minute Algorithm

(@) - Hemodynamically unstable is defined as a systolic blood pressure less than 60 in neonates
(patients less than 28 days old), less than 70 in infants (patients less than 1 year of age), and less
than [70 + (2 x years) = systolic BP] for patients greater than 1 year of age.

(b) - Neonates (birth to 28 days), epinephrine ET 0.03 mg/kg (1:10,000) dilute with 1 mL.

(c) - Volume infusion for neonates and volume-sensitive children, 10 mL/kg; for infant and child 20 mL/kg.

Sodium Bicarbonate, 1 mEg/kg with medical consultation. See sodium bicarbonate.

(e) - Calcium chloride, 20 mg/kg (0.2 mL/kg) SLOW IVP/IO (50 mg/min). Max dose 1 gram.
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H.

CARDIAC EMERGENCIES: TACHYCARDIA
1. Inclusion Criteria
Patient may present with chest pain, shortness of breath, decreased level of

consciousness, low blood pressure, hypoperfusion, pulmonary congestion,
congestive heart failure, and/or acute myocardial infarction.

2. Treatment

a) Place patient in position of comfort.
b) Assess and treat for shock, if indicated.

c) Continuously monitor airway and reassess vital signs every 5 minutes.

d) Establish IV access with LR.
e) Verify presence of pulse.
f) If no pulse present, treat as pulseless VF/VT.

g) If patient is hemodynamically unstable with a ventricular rate greater than
150, prepare for immediate cardioversion.

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

i) Place patient in position of comfort.

i) Assess and treat for shock, if indicated.

k) Continuously monitor airway and reassess vital signs every 5 minutes.

[) Establish IV access with LR.
m) Verify presence of pulse.

n) If no pulse present, treat as pulseless VF/VT.
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H. CARDIAC EMERGENCIES: TACHYCARDIA (Continued)

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) [f patient is hemodynamically stable, identify rhythm and proceed to
appropriate algorithm.
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ADULT TACHYCARDIA ALGORITHM

| General Patient Care

Hemodynamically unstable with life-threatening, rate related signs and symptoms (a)
and ventricular rate greater than 150 bpm?

No Yes
Underlying rhythm | | Perform synchronized cardioversion (b)
Regular i Polymorphic Irregular
History of wide QRS
| | ac;:tehssgry complex | |
W :
Narrow QRS Monomorphic WPW or LGL (%%Crggg;d& Narrow QRS Wide QRS
(SVT) wide QRS reaular o bointes) (Atrial fibrillation | | (Atrial fibrillation
complex e or Atrial flutter) or Atrial flutter
| tachycardia .C;rregularl I with aberrancy)
{ventricular wide complex —
m\ﬁzﬁl\\/[:rs tachycardia} (f) | : Diltiazem |
Magnesium 10-20 mg Amiodarone
| | sulfate over 2 minutes 150 mg over
1-2 grams (c, d) 10 minutes
Adenosine Amiodarone IV/10 over BP greater than (Mixed in
6 mg rapid IVP 150 mg over 2 minutes 100 50-100 mL of
(e) 10 minutes approved
| (Mixed in diluent)
50-100 mL of Repeat if
Adenosine approved necessary
12 mg rapid IVP diluent)
Repeat x 1in Repeat if
1-2 minutes (e) necessary

\—\

Hemodynamically unstable with life-threatening, rate related signs and symptoms (a)
and ventricular rate greater than 150 bpm?

IM—| Monitor and transport

Perform synchronized cardioversion (b)

(a) - Signs and symptoms related to tachycardia: hypotension, acutely altered mental status, signs of
shock, ischemic chest discomfort/AMI, or acute heart failure
(b) - Consider sedation (midazolam). However, overall patient status, including BP, may affect ability to
administer sedative.
(c) - Consider calcium chloride 500 mg IVP for hypotension induced by diltiazem.
(d) - If rate does not slow in 15 minutes, administer a second dose of diltiazem (15 —25 mg over

2 minutes).

(e) - Be prepared for up to 40 seconds of asystole.
(f) - These rhythms include Wolff-Parkinson White (WPW) syndrome, Lown—Ganong—Levine syndrome

(LGL), and Mahaim type.
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~ W

PEDIATRIC TACHYCARDIA ALGORITHM
(If less than 1 hour old, refer to the Newly Born Protocol)

Identify and treat underlying causes

Evaluate QRS
duration

Narrow

(less than or equal to 0.09 seconds)

Probable sinus
tachycardia

Identify and
treat underlying
cause

Probable
supraventricular
tachycardia (a)

Consider vagal
maneuvers

Consider
adenosine (e)

Consider (c) (d)
cardioversion

Wide regular
(greater than 0.09 seconds)

Possible VT (g)

Hemodynamically unstable?

(b)

YES
|

NO
|

Cardiovert

0.5 J/kg (c) (d)

(@) - Ventricular Heart Rates in excess of: Infant 220 bpm
or Pediatric 180 bpm

(b) - Hemodynamically unstable is defined as a systolic
blood pressure less than 60 in neonates (patients
from birth to 28 days old), less than 70 in infants
(patients less than 1 year of age), less than [70 + (2 x
years) = systolic BP] for patients greater than 1 year
of age, altered mental status with hypoperfusion
evidenced by delayed capillary refill, pallor, or
peripheral cyanosis.

(c) - If calculated joules setting is lower than cardioversion device is able to deliver, use the lowest joules
setting possible or obtain medical consultation.

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

(e) - Adenosine: 0.1 mg/kg rapid 1V/IO, maximum 6 mg. Second and third doses 0.2 mg/kg rapid IV/1O,
maximum single dose 12 mg. Be prepared for up to 40 seconds of asystole. (Contraindicated in
polymorphic or irregular wide complex tachycardia)

Cardiovert
1 J/kg

Cardiovert
2 J/kg

IV/I0O access

Amiodarone (f)

Consider adenosine (e)

Amiodarone (f)

Amiodarone: 5 mg/kg IV/IO over 20 minutes (mixed in 50 - 100 mL of approved diluent). Obtain
12-lead EKG prior to administration of amiodarone.

(9) If tosades de pointes, administer magnesium sulfate (25 mg/kg IV/IO to a maximum of 2 grams over

2 minutes).
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I. CARDIAC EMERGENCIES: CARDIAC ARREST

1. Inclusion Criteria
Patient must be unconscious, apneic, and pulseless.

2. Treatment

a)

Perform high quality uninterrupted chest compressions as soon as possible
and until defibrillator available.

Apply AED as soon as available.

Follow machine prompts regarding rhythm analyses and shocks.

Limit breaks in compressions to rhythm analysis periods and during shocks;
perform compressions while defibrillator is charging.

MANUAL MODE TO MINIMIZE BREAKS IN COMPRESSIONS CAUSED BY AED ANALYSIS.

ALS CLINICIANS WITH A COMBINATION AED/MANUAL DEFIBRILLATOR SHOULD USE IT IN THE

e)

On-scene resuscitation: patients who are found in arrest or who arrest
prior to transport and are attended to by BLS clinicians must only be re-
suscitated in place (with minimal movement, no attempts at patient loading,
and no attempts at transport) until the following have been accomplished:
(1) Medical Etiologies

(@ The patient has received a minimum of five two-minute cycles of
rhythm interpretation and chest compressions.

(2) Trauma Etiologies

(@) Penetrating trauma patients should receive the indicated reversible
causes treatments listed in section BBB-Trauma Protocol: Trauma
Arrest, lines a) through h) of Treatment, while loading and preparing
for immediate transport.

(b) Blunt trauma patients should receive all indicated reversible causes
treatments listed in section BBB-Trauma Protocol: Trauma Arrest,
lines a) through h) of Treatment, while on scene before termination of
resuscitation or transport if ROSC is achieved.

(3) Exemptions from on-scene resuscitation:

(@) Where physical barriers prevent resuscitation

(b) Where clinicians are in danger

(c) Pregnant patients

(d) Patients in cardiac arrest thought to be secondary to hypothermia or
submersion

Following the initial on-scene resuscitation above, clinicians may choose
to continue the on-scene resuscitation until termination of resuscitation or to
transport the patient at any time. Clinicians should ensure the following prior
to transport:

(1) Mechanical CPR (mCPR) in place (if available)
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I. CARDIAC EMERGENCIES: CARDIAC ARREST (Continued)

IS AN ESSENTIAL COMPONENT IN THE SUCCESSFUL RESUSCITATION OF THE CARDIAC
ARREST PATIENT. THIS MAY BE ACCOMPLISHED ENTIRELY WITH MANUAL COMPRESSIONS,
OR INITIALLY WITH MANUAL AND THEN MECHANICAL COMPRESSIONS, IN ACCORDANCE
WITH THE OPTIONAL MECHANICAL CPR (MCPR) PROTOCOL. THE USE OF MCPR IS
CONTRAINDICATED IN PATIENTS WHO HAVE NOT YET REACHED THEIR 13™ BIRTHDAY.

HIGH-QUALITY CONTINUOUS CHEST COMPRESSIONS WITH FREQUENT CLINICIAN ROTATION

0,

g) Assess for shockable rhythm at next appropriate interval and treat appropriately.

h) Minimize peri-shock pauses of compressions to less than 10 seconds.

i) Any interruption of chest compressions, at any time for any reason, should last
no more than 10 seconds

j)  10-second interruptions should coincide with two-minute cycles of chest com-
pressions

k) On-scene resuscitation: patients who are found in arrest or who arrest prior to
transport and are attended to by ALS clinicians must remain in place (with
minimal movement, no attempts at patient loading, and no attempts at trans-
port) until the following have been accomplished:

(1) Medical Etiologies
(@) The patient has received three doses of epinephrine, regardless of algo-
rithm being followed
(2) Trauma Etiologies
(@) Penetrating trauma patients should receive the indicated reversible
causes treatments listed in section BBB-Trauma Protocol: Trauma Arrest,
lines a) through h) of Treatment, while loading and preparing for immedi-
ate transport
(b) Blunt trauma patients should receive all indicated reversible causes treat-
ments listed in section BBB-Trauma Protocol: Trauma Arrest, lines a)
through h) of Treatment, while on scene before termination of resuscita-
tion or transport if ROSC is achieved.
(3) Exemptions from on-scene resuscitation:
(@ Where physical barriers prevent resuscitation
(b) Where clinicians are in danger
(c) Pregnant patients
(d) Patients in cardiac arrest thought to be secondary to hypothermia or
submersion

[) Following the initial on-scene resuscitation above, clinicians may choose
to continue the on-scene resuscitation until termination of resuscitation or to
transport the patient at any time. Clinicians should ensure the following prior to
transport:

(1) Mechanical CPR (mCPR) in place (if available)
(2) Placement of an airway that facilitates ventilation during transport by a re-
strained clinician

m) ldentify rhythm and treat according to appropriate algorithm.

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

o) If ROSC, refer to ROSC Protocol.

p) Consider Termination of Resuscitation when appropriate.
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CARDIAC EMERGENCIES: CARDIAC ARREST (Continued)

For patients who have not reached their 18" birthday:

g) Identify rhythm and treat according to appropriate algorithm.

r) Only in a pediatric or neonatal arrest situation, naloxone, atropine, and epinephrine,
can be administered via the ET route. Medications administered for pediatric patients
via the endotracheal tube route shall be 2-2.5 times the IV dose for naloxone and
atropine, and ten times the IV dose for epinephrine (1:1,000). All ET medications shall
be diluted in 5 mL of LR for pediatric patients.

s) Ifno ROSC, transport to the closest appropriate facility.

f) If ROSC, perform 12-lead EKG and transport the patient to Children’s National Medi-
cal Center or Johns Hopkins Children’s Center by ground or medevac. If arrival time
is greater than 30 minutes to either of these destinations, transport to the closest
appropriate facility.
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@ 4. ADULT ASYSTOLE ALGORITHM

- Continue CPR

- Assure adequate ventilation

- Establish IV access with LR

- Confirm asystole in more than one lead

Epinephrine (1:10,000) 1 mg IV/IO push every 4
minutes up to a max of 4 doses for the initial arrest.
If arrest occurs after ROSC, an additional 2 doses
may be administered. (NEW ’20)

Consider Possible
Causes

Consider possible causes of asystole.

(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 (@)

Hyperkalemia (a,b)

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

(c) - Volume infusion is 20 mL/kg.
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5.
(If less than 1 hour old, refer to the Newly Born Protocol)

=

@ PEDIATRIC CARDIAC ARREST ALGORITHM
-

Begin CPR
Assure adequate ventilation
Attach monitor

VF/NT Asystole/PEA

Defibrillate 2 J/kg
Resume CPR immediately V/IO Access
for 2 minutes |

l Epinephrine (1:10,000) (b) 0.01
IV/IO Access mg/kg IV/IO every 4 minutes up
to a max of 4 doses for the initial
| arrest. If arrest occurs after ROSC,
Defibrillate 4 J/kg an additional 2 doses may be
) Resume CPR immediately administered. (NEW °20)
for 2 minutes |

I
Epinephrine (1:10,000) (b) 0.01
mg/kg 1V/10 every 4 minutes up to a
max of 4 doses for the initial arrest.
If arrest occurs after ROSC,
an additional 2 doses may be
administered. (NEW ’20)

Consider possible causes

| Consider possible causes of asystole.
Defibrillate 6 J/kg (Parenthesis) = Possible Therapies and Treatments
Resume CPR immediately
for 2 minutes. (NEW ’20) Hypovolemia (Volume Infusion) (e)
Hypoxia (Ventilation)
| Hydrogen ion (acidosis) (c)
— Amiodarone 5 mg/kg IV/I0 Hypo-/hyperkalemia (c,d)
(Max single dose 300 mg) May repeat Hypoglycemia (Glucometer Protocol)
twice to a maximum total dose of Hypothermia (Warming)
15 mg/kg per day (a) (f) Toxins (c,d)
Tamponade, cardiac
Tension pneumothorax (NDT)
Thrombus
Trauma

(@) - Continue cycle of epinephrine, defibrillation at 8 J/kg then 10 J/kg. (NEW ’20)
(b) - Neonates (0-28 days), epinephrine ET 0.03 mg/kg (1:10,000) dilute with 1 mL.

Sodium bicarbonate, 1 mEg/kg, with medical consultation. See sodium bicarbonate.

(d) - Calcium chloride, 20 mg/kg (0.2 mL/kg) SLOW IVP/IO (50 mg/min). Max dose 1 gram.
(e) - Volume infusion for neonates and volume-sensitive children, 10 mL/kg; for infant and child 20 mL/kg.

(f) - If torsades de pointes, administer magnesium sulfate (25 mg/kg 1V/IO to a maximum of 2 grams over
2 minutes before amiodarone).
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@ 6. ADULT PULSELESS ELECTRICAL ACTIVITY

(PEA) ALGORITHM
Includes:
- EMD - Idioventricular Rhythms
- Pseudo EMD - Ventricular Escape Rhythms
- Brady-asystolic Rhythms - Post-defibrillation Idioventricular Rhythms

| Continue CPR |

| Assure adequate ventilation |

Consider Possible
Causes

IV/10 with LR

Epinephrine (1:10,000) 1 mg IV/IO every 4 minutes
up to a max of 4 doses for the initial arrest. If arrest
occurs after ROSC, an additional 2 doses may be
administered. (NEW ’20)

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 (@)

Hyperkalemia (a,b)

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

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

Perform CPR and assure adequate ventilation
VF/VT present on monitor

Defibrillate 1 time
Resume CPR immediately
for 2 minutes

| Confirm Rhythm |
I
| | |

Persistent or Return of Spontaneous PEA Asystole
Recurrent Circulation GO TO PEA GO TO ASYSTOLE
VENT GO TO ROSC ALGORITHM ALGORITHM
| PROTOCOL

Defibrillate 1 time
Resume CPR immediately
for 2 minutes

IV/10 with LR

Epinephrine (1:10,000) 1
mg IV/IO every 4 minutes
up to a max of 4 doses for
the initial arrest. If arrest

occurs after ROSC, an

additional
2 doses may be

administered. (NEW °20)

Defibrillate 1 time
Resume CPR immediately
for 2 minutes

Amiodarone
300 mg IV/IO push
May repeat once 150 mg
IV/IO push (a) (b)

Defibrillate 1 time
Resume CPR immediately
for 2 minutes

Sodium bicarbonate 1 mEqg/kg, with medical consultation. See sodium bicarbonate.

(b) - If torsades de pointes is present, give magnesium sulfate 1-2 grams IV/IO over 2 minutes before
amiodarone.

61 Edition Date August 1, 2020

Release Date September 14, 2020



J. RETURN OF SPONTANEOUS CIRCULATION (ROSC)

1. Inclusion Criteria
Patients revived from non-traumatic cardiac arrest.

2. Treatment

a) Verify presence of carotid pulse. If absent, go to Cardiac Arrest Protocol.

FREQUENTLY REASSESS FOR PRESENCE OF PULSE. IF ANY DOUBT AS TO PRESENCE OF
PULSE, REINITIATE CHEST COMPRESSIONS AND RETURN TO APPROPRIATE ALGORITHM FOR
CARDIAC ARREST.

b) If apneic or inadequate respirations, continue to support ventilations. Use sup-
plemental oxygen in accordance with General Patient Care (Breathing in Initial
Assessment, page 28).

c) Reassess vital signs. Treat any abnormalities in accordance with relevant
algorithms.

d) If patient is 18 years of age or older and comatose (GCS less than 8), initiate
Neuroprotective Induced Hypothermia Protocol (Medical etiology arrest only).

e) Rendezvous with ALS or transport to nearest ED.

@ f) If available and not already in place, apply mechanical CPR (mCPR) device in
standby mode.
g) ldentify rhythm and treat according to appropriate algorithm.
h) Obtain 12-lead EKG; if STEMI, treat according to STEMI protocol.
Establish IV/IO access, if not yet obtained.
Treat hypotension
(1) If lungs are clear, consider fluid bolus. 20 mL/kg LR IV. Titrate to SBP of
90 mmHg.
(2) Consider epinephrine infusion for hypotension that does not improve with
fluid bolus (medical etiology arrests only)
(@) Add 1 mg of epinephrine (either 1:1,000 or 1:10,000) in a 100 mL bag of
LR or NS
(b) Use a Microdrip set (60 drops/mL) for infusion administration
(c) Adult epinephrine infusion dosage:
() Administer infusion through a free-flowing IV, ideally 20 gauge or
larger, or by 10
(i) Start infusion at 1 mL/min (60 drops/min) IV/IO
(iiiy Check blood pressure every 5 minutes. If MAP is less than 65 mmHg
or systolic blood pressure is less than 90 mmHg, increase to a maxi-
mum rate of 2 mL/min (120 drops/min).
(iv) If above blood pressure goals are not met upon reaching maximum
rate, obtain online medical consultation.
(3) Reassess need for intubation if not yet performed.
(4) Identify and treat contributing causes.
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J. RETURN OF SPONTANEOUS CIRCULATION (ROSC) (continued)

k) If VF or VT was present during arrest and amiodarone not yet given, consider
amiodarone 150 mg IV/IO over ten minutes. (Presence of a perfusing sinus
rhythm is necessary for the administration of amiodarone for the ROSC patient
post VF/VT conversion.)

I) Initiate transport to appropriate facility.

m) Arrests due to medical etiology:

(1) Most patients should go to a Cardiac Interventional Center. Consider heli-
copter transport.
(2) Transport to nearest ED.

(@) If obvious non-cardiac cause for arrest (e.g., drowning, asphyxiation,
opiate overdose). (If cause for arrest is in any way uncertain, patient must
be transported to Cardiac Interventional Center, except as under b and ¢
below.)

OR

(b) If transport time to Cardiac Interventional Center is more than 45 minutes
greater than transport time to nearest ED
OR

If patient’s clinical instability will not allow for safe transport to

¥ Cardiac Interventional Center due to transport time.

n) Arrests due to trauma etiology:

(1) Transport to closest appropriate trauma center.

0) Treat hypotension

o (1) If lungs are clear, consider fluid bolus 20 mK/kg LR IV. Titrate to blood pres-
sure goals in (3) below.

For persistent hypotension that does not improve with fluid bolus, the

following pediatric epinephrine infusion dosage chart should be used

for pediatric patients less than 50 kg (using approved epinephrine

infusion and 60 drop set):

Weight range (kg) Initial epinephrine dose If goal blood pressure not
achieved at 5 min, increase to

LESS than 10 kg 6 drops/min (0.1 mL/min) 12 drops/min (0.2 mL/min)

10-19 kg 12 drops/min (0.2 mL/min 24 drops/min (0.4 mL/min)

30-39 kg 24 drops/min (0.4 mL/min

(
( ) (
20-29 kg 18 drops/min (0.3 mL/min) 36 drops/min (0.6 mL/min
( ) (
( ) (

)
48 drops/min (0.8 mL/min)
)

40-49 kg 30 drops/min (0.5 mL/min 60 drops/min (1.0 mL/min
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J. RETURN OF SPONTANEOUS CIRCULATION (ROSC) (continued)

(3) Blood pressure goal:

(@) For patients 10 years and older (including adults), systolic blood pressure
greater than 90 mmHg;

(b) For patients under 10 years of age, systolic blood pressure greater
than 70 + 2x age in years mmHg; OR

(c) Systolic blood pressure ordered by the pediatric base station.

If above blood pressure goal not met after 10 minutes, obtain online
medical consultation.
p) Arrests due to medical etiology:

(1) Except as under (2) below, most pediatric patients should be transported to
Children’s National Medical Center or Johns Hopkins Children’s Center. Con-
sider helicopter transport.

(2) Transport to nearest ED.

(@) If transport time to Children’s National Medical Center or Johns Hopkins
Children’s Center is more than 30 minutes greater than transport time to
nearest ED,

OR

(b) With medical consultation, if patient’s clinical instability will not allow for

safe transport to one of the above centers due to transport time.
q) Arrests due to trauma etiology:
(1) Transport to closest appropriate pediatric trauma center.

(4)

ALL POST-CARDIAC ARREST PATIENTS ARE PRIORITY 1, AND REQUIRE MEDICAL
CONSULTATION. PEDIATRIC PATIENTS REQUIRE CONSULTATION WITH A PEDIATRIC BASE

STATION, WHICH MAY ASSIST IN DESTINATION DETERMINATION.
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K. TERMINATION OF RESUSCITATION (Medical and Traumatic)

1. Inclusion Criteria
Patients who are in cardiac arrest.

2. Contraindications
a) If arrest is believed to be secondary to hypothermia or submersion, treat accord-
ing to appropriate protocol and transport to the nearest appropriate facility.
b) If patient is pregnant, treat according to appropriate protocol and transport to
the nearest appropriate facility.

3. Procedure
a) For resuscitation started prior to EMS arrival (traumatic or non-traumatic etiol-

ogy):

(1) EMS clinicians should terminate resuscitation if the patient meets the criteria
listed in the Pronouncement of Death in the Field Protocol (section 2. Indica-
tions (a. - 1))

b) BLS clinicians may terminate resuscitation for adult patients (age 18 or older) if:

(1) ALS resources are genuinely unavailable, and

(2) The patient has received a minimum of 15 two-minute cycles of HPCPR, and

(3) During the five AED analyses immediately prior to TOR there was “no shock
advised”.

c) Cardiac arrest (medical etiology)
(1) ALS clinicians may terminate resuscitation for:

(@ An adult patient (age 18 or older) after the patient has received 15 two-
minute cycles of HPCPR, and the patient is:
() in asystole, OR
(i) in VF, pulseless VT, or PEA with an ETCO, of less than 15 mmHg

(b) If patient does not meet TOR criteria, continue resuscitation and reeval-
uate at the next rhythm check

d) Cardiac arrest (traumatic etiology) (NEW ’20)
(1) For adult patient (age 15 years or older) ALS clinicians may terminate resus-

citation regardless of total resuscitation time if:

(@) The patient presents in asystole OR

(b) The patient’s cardiac rhythm changes to asystole during the resuscitation

(c) ALS clinicians may terminate resuscitation following 5 two-minute cycles
of HPCPR according to the Trauma Protocol: Trauma Arrest Protocol for
a patient who remains in PEA or VF

PREDICTORS OF MORTALITY IN THE TRAUMA PATIENT. TREATMENT OF THE TRAUMA ARREST
PATIENT SHOULD FOCUS ON IDENTIFYING AND TREATING REVERSIBLE CAUSES DURING THAT
NARROW RESUSCITATIVE WINDOW. TOR AND TRANSPORT DECISIONS SHOULD ONLY BE
MADE AFTER ADMINISTERING TIME-SENSITIVE AND APPROPRIATE THERAPIES.

ASYSTOLE AND RESUSCITATIONS LASTING LONGER THAN 10 MINUTES ARE INDEPENDENT
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K. TERMINATION OF RESUSCITATION (Medical and Traumatic)

(Continued)

@ _____

(NEW °20)
BLS clinicians may not terminate resuscitation for pediatric medical arrest patients.

BLS clinicians may terminate resuscitation for pediatric traumatic arrest patients

(under age 15) if:

) ALS resources are genuinely unavailable, and

) The patient has received a minimum of 15 two-minute cycles of HPCPR, and

3) During the five AED analyses immediately prior to TOR there was "no shock
advised".

(NEW °20)
e) Cardiac arrest (medical etiology)
(1) ALS clinicians may terminate resuscitation for:
(@) A pediatric patient (has not yet reached the 18" birthday) after the patient

has received 15 two-minute cycles of HPCPR, and at least 1 dose of

epinephrine and the patient is:

() in asystole, AND

(i) has a sustained ETCO, of less than 15 mmHg, AND

(i) in the judgment of EMS and law enforcement on scene, there is ad-
equate social/emotional support and safety for civilians and profes-
sionals on scene, AND

(iv) in the judgment of EMS and law enforcement, scene is amenable to
leaving patient on scene.

(b) If patient does not meet TOR criteria, continue resuscitation and reevalu-

ate at the next rhythm check

f) Cardiac arrest (traumatic etiology)
(1) ALS clinicians may terminate resuscitation for:
(@) A pediatric patient (has not yet reached their 15th birthday) after the

patient has received 5 two-minute cycles of HPCPR according to the

Trauma Protocol: Trauma Arrest Protocol if:

() patient has received 5 two-minute cycles of HPCPR without ROSC
AND

(i) asystole on monitor and ETCO, is less than 15 mmHg, AND

(i) In the judgment of EMS and law enforcement on scene, there is ad-
equate social/emotional support and safety for civilians and profes-
sionals on scene, AND

(iv) In the judgment of EMS and law enforcement, scene is amenable to
leaving patient on scene.