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Dear EMS Provider:

The Bureau of EMS, Department of Health, is pleased to provide these updated i St at ewi de
BLSPr ot otothd B8 providers of Pennsylvania.

This 2021 update contains many important changes. Some major changes include:
9 recognition of carbon monoxide measuring devices that use exhaled breath.
1 emphasis on the care of patients with traumatic brain injury (TBI)/ head injury that
has been proven to improve patient outcome.
9 addition of the optional use of a glucagon prefilled intranasal powder or
intramuscular autoinjector for the treatment of hypoglycemia.
1 addition of an option for mRACE scoring for EMTs and attention to recognizing
stroke patients with possible large vessel occlusions.
1 various updates to care of pregnant patients and childbirth.
9 updated care for agitated and combative patients.
Additionally, there are two new protocols and a new reference chart:
1 5907 Ventricular Assist Device (VAD) Management

1 62171 Tooth Avulsion

Pennsylvania has used Statewide BLS Protocols since Sept. 1, 2004, and this edition is an
update to the version that was effective since September 1, 2019 and the emergency
update for coronavirus on March 16, 2020. To assist EMS providers when reviewing the
changes, new sections of the protocols that correspond to this 2021 version are identified
with yellow highlighting and sections that have been removed are struck through and
highlighted. EMS providers may use this 2021 version of the statewide BLS protocols as
soon as they are familiar with the changes, but all providers must be using these updated
protocols by the effective date of November 01, 2021.

EMS providers are permitted to perform patient care, within their Pa. defined scope of
practice, when following the appropriate protocol(s) or when following the order of a medical
command physician. Each EMS provider is responsible for being knowledgeable regarding
current state-approved protocols so that he/she may provide the safest, highest quality and
most effective care to patients.

To assist providers in becoming familiar with the changes to the protocols, a continuing
education presentation is available to regions and agencies. This update is available for in-
person presentations or the course can be completed on TRAIN PA, the on-line Learning
Management System (LMS).



The 2021 BLS Protocol Update (BEMS course #1000035305) will be considered a core
requirement for all levels of EMS providers that register their certification during the
current time period. Additionally, the separate 2021 Traumatic Brain Injury Protocol
Update (BEMS course #1000035549) is also considered a core continuing education
requirement for all levels of EMS provider. If an EMS provider previously completed
Applying Head Injury Guidelines Saves Lives: The EPIC TBI Trial (BEMS Course
#1000034503) they are exempt from the 2021 TBI course. Furthermore, the
completion of these courses should be used by EMS agencies when _ensuring that
thea g e n cpyoiders have been educated to the current protocols.

When providing patient care under the EMS Act, EMS providers of all levels must follow
applicable protocols. Although the Statewide BLS Protocols are written for BLS-level care,
they also apply to the BLS-level care that is performed by all providers at or above the level
of AEMT. Since written protocols cannot feasibly address all patient care situations that
may develop, the Department expects EMS providers to use their training and judgment
regarding any protocol-driven care that would be harmful to a patient. When the
practitioner believes that following a protocol is not in the best interest of the patient,
the EMS practitioner should contact amedical command physician if possible. Cases
where deviation from the protocol is justified are rare. The reason for any deviation should
be documented. All deviations are subject to investigation to determine whether or not they
were appropriate. In all cases, EMS providers are expected to deliver care within the scope
of practice for their level of certification.

The Department of He a | Buneduwsof EMS website will always contain the most current
version of the EMS protocols, the scope of practice for each level of provider, important
EMS Information Bulletins, and many other helpful resources. This information can be
accessed online at www.health.pa.gov The Statewide BLS Protocols may be directly
printed or downloaded into a mobile device for easy reference.

The Department is committed to providing P e n n s y | EMSrpioadérs with the most up-
to-date protocols, and to do this requires periodic updates. The protocols will be reviewed
regularly, and EMS providers are encouraged to provide recommendations for improvement
at any time. Comments should be directed to the Commonwealth EMS Medical Director,
Pennsylvania Department of Health, Bureau of EMS, 1310 Elmerton Avenue, Harrisburg,
PA 17110.

Dylan Ferguson Douglas F. Kupas, MD, EMT-P, FAEMS
Director Commonwealth EMS Medical Director
Bureau of Emergency Medical Services Bureau of Emergency Medical Services

Pennsylvania Department of Health Pennsylvania Department of Health
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Pennsylvania Department of Health Operations 102- BLS1 Adult/Peds

SCENE SAFETY
GUIDELINES
Criteria:

A. This guideline applies to every EMS response, particularly if dispatch information or initial scene
size-up suggests:

1. Violent patient or bystanders

2. Weapons involved

3. Industrial accident or MVA with potential hazardous materials

4. Patient(s) contaminated with chemicals

System requirements:

A. These guidelines provide general information related to scene safety. These guidelines are not
designed to supersede an EMS a g e n qglidy segarding management of p r o v i shfety [asd
required by EMSS Act regulation(s), but this general information may augmentthe a g e n @glidy.s

B. These guidelines do not comprehensively cover all possible situations, and EMS practitioner
judgment should be used when the EMS a g e n @gliéy sloes not provide specific direction.

Procedure:

A. If violence or weapons are anticipated:

1. EMS providers should wait for law enforcement officers to secure scene before entry.

2. Avoid entering the scene alone.!

B. If violence is encountered or threatened, retreat to a safe place if possible and await law
enforcement. MVAs, Industrial Accidents, Hazardous Materials situations:

1. General considerations:

a. Obtain as much information as possible prior to arrival on the scene.
b. Look for hazardous materials, placards, labels, spills, and/or containers (spilling or leaking).
Consider entering scene from uphill/lupwind.
c. Look for downed electrical wires.
d. Call for assistance, as needed.
2. Upon approach of scene, look for place to park vehicle:
a. Upwind and uphill of possible fuel spills and hazardous materials.
b. Park in a manner that allows for rapid departure.
c. Allows for access for fire/rescue and other support vehicles.
3. Safety:
a. Consider placement of flares/warning devices.?
Avoid entering a damaged/disabled vehicle until it is stabilized.
Do not place your EMS vehicle so that its lights blind oncoming traffic.
Use all available lights to light up scene on all sides of your vehicle.
PPE is suggested for all responders entering vehicle or in area immediately around
involved vehicle(s).

f.  AIlEMS providers should wear ANSI compliant high-visibility reflective outerwear at scenes
along roadways when required by federal regulation 23 CFR 634. EMS agencies should
consider a policy requiring all EMS providers to wear high-visibility outerwear at all times
when on an EMS call and outside of a vehicle.

C. Parked Vehicles (non-crash scenes):

1. Position EMS vehicle:

a. Behind vehicle, if possible, in a manner that allows rapid departure and maximum safety
of EMS providers.

Turn headlights on high beam and utilize spotlights aimed at rear view mirror.
Inform the dispatch center, by radio, of the vehicle type, state and humber of license plate
and number of occupants prior to approaching the suspect vehicle.

2. One person approaches vehicle:

a. If at night, use a flashlight in the hand that is away from the vehicle and your body.

b. Proceed slowly towardthed r i vseat; Kesp your body as close as possible to the vehicle
(less of a target). Stay behind the i Bpdst and use it as cover.®

c. Ensure trunk of vehicle is secured; push down on it as you walk by.

d. Check for potential weapons and persons in back seat.

1) Never stand directly to the side or in front of the persons in the front seat.

®oo0o
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Pennsylvania Department of Health Operations 102- BLS1 Adult/Peds

e. Never stand directly in front of a vehicle.
3. Patients:
a. Attempt to arouse victim by tapping on roof/window.
b. Identify yourself as an EMS practitioner.
c. Ask what the problem is.
d. D o nlé patient reach for anything.
e. Ask occupants to remain in the vehicle until you tell them to get out.

D. Residence scenes with suspected violent individuals:
1. Approach of scene:
a. Attempt to ascertain, via radio communications, whether authorized personnel have
declared the scene under control prior to arrival.
b. Do not enter environments that have not been determined to be secure or that have been
determined unsafe.
1) Consider waiting for police if dispatched for an assault, stabbing, shooting, etc.
c. Shut down warning lights and sirens one block or more before reaching destination.
d. Parkin a manner that allows rapid departure.
e. Park1 O Qréor to or past the residence.
2. Arrival on scene:
a. Approach residence on an angle.
b. Listen for sounds; screaming, yelling, gun shots.
c. Glance through window, if available. Avoid standing directly in front of a window or door.
d. Carry portable radio, but keep volume low.
e. If you decide to leave, walk backward to vehicle.
3. Position at door:
a. Stand on the knob side of door; do not stand in front of door.
b. Knock and announce yourself.
c. When someone answers door i have him or her lead the way to the patient.
d. Open door all the way and look through the doorjamb.
4. Entering the residence:
a. Scan room for potential weapons.
b. Be wary of kitchens (knives, glass, caustic cleaners, etc.).
c. Observe for alternative exits.
d. Do not let anyone get between you and the door, or back you into a corner.
e. Do not let yourself get locked in.
5. Deteriorating situations:
a. Leave (with or without patient).
b. Walk backwards from the scene and do not turn your back.
c. Meet police at an intersection or nearby landmark, not a residence.
d. Do not take sides or accuse anyone of anything.
E. Lethal weapons:
1. Do not move firearms (loaded or unloaded) unless it poses a potential immediate threat.
2. Secure any weapon that can be used against you or the crew out of the reach of the patient
and bystanders
a. Guns should be handed over to a law enforcement officer if possible or placed in a locked
space, when available.
1) If necessary for scene security, safely move firearm keeping finger off of the trigger
and hammer and keeping barrel pointed in a safe direction away from self and others.
2) Do not unload a gun.
b. Knives should be placed in a locked place, when available.
Notes:
1. Each responder should carry a portable radio, if available.
2. Flares should not be used in the vicinity of flammable materials.
3. Avoid side and rear doors when approaching a van. Vans should be approached from the front

right corner.
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Criteria:

INFECTION CONTROL / BODY SUBSTANCE ISOLATION
GUIDELINES

A. These guidelines should be used whenever contact with patient body substances is anticipated
and/or when cleaning areas or equipment contaminated with blood or other body fluids.

B. Your patients may have communicable diseases without you knowing it; therefore, these guidelines
should be followed for care of all patients.

System Requirements:

A. These guidelines provide general information related to body substance isolation and the use of
universal precautions. These guidelines are not designed to supersede an EMS a g e n énfedien
control policy [as required by EMSS Act regulation 28 8 1027.3(p)], but this general information
may augmentthe a g e n @glidy.s

B. These guidelines do not comprehensively cover all possible situations, and EMS practitioner
judgment should be used when the EMS a g e n énfedian control policy does not provide specific
direction.

Procedure:

A. All patients:

1.

Wear gloves on all calls where contact with blood or body fluid (including wound drainage,
urine, vomit, feces, diarrhea, saliva, nasal discharge) is anticipated or when handling items or
equipment that may be contaminated with blood or other body fluids.

Wash your hands often and after every call. Wash hands even after using gloves:
a. Use hot water with soap and wash for 20 seconds before rinsing and drying.
b. If water is not available, use alcohol or a hand-cleaning germicide.

Keep all open cuts and abrasions covered with adhesive bandages that repel liquids. (e.g.
cover with commercial occlusive dressings or medical gloves)

Use goggles or glasses when spraying or splashing of body fluids is possible. (e.g. spitting or
arterial bleed). As soon as possible, the EMS practitioner should wash face, neck and any
other body surfaces exposed or potentially exposed to splashed body fluids.

Use pocket masks with filters/ one-way valves or bag-valve-masks when ventilating a patient.

If an EMS practitioner has an exposure to blood or body fluids?, the practitioner must follow the
a g e n dnfectien control policy and the incident must be immediately reported to the agency
infection control officer as required. EMS practitioners who have had an exposure? should be
evaluated as soon as possible, since antiviral prophylactic treatment that decreases the chance
of HIV infection must be initiated within hours to be most effective. In most cases, it is best to
be evaluated at a medical facility, preferably the facility that treated the patient (donor of the
blood or body fluids), as soon as possible after the exposure.

Preventing exposure to respiratory diseases:

a. Respiratory precautions should be used when caring for any patient with a known or
suspected infectious disease that is transmitted by respiratory droplets. (e.g. tuberculosis,
influenza, or coronavirus like SARS/COVID-19). MEGG i mask, eye protection, gown, and
gloves should be worn for droplet protection.

b. HEPA mask (fit-tested N-95 or better) should be worn when recommended and for
suspected infectious disease that is transmitted by small aerosol particles (e.g. measles,
smallpox, and COVID-19). Additionally, eye protection, gowns, and gloves should be worn
for these conditions.
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Pennsylvania Department of Health Operations 103- BLS1 Adult/Peds
c. In patients with suspected respiratory infectious disease, when performing aerosol-
generating procedures (nebulizer treatments, CPAP, or ventilation with BVM or advanced
airway, a viral HEPA filter should be placed between the device and the environment.
Minimize close exposure to these aerosols by performing these treatments outdoors when
possible.

d. A mask should be placed upon the patient if his/her respiratory condition permits.

e. When transporting with a suspected respiratory infectious disease, the ventilation fan in
the rear compartment should be run constantly in the HIGH setting, and the rear
compartment should be separated and sealed (plastic and tape) from the front
compartment.?

f.  Notify receiving facilityof p a t i eonditi@nso appropriate isolation room can be prepared.

8. Thoroughly clean and disinfect equipment after each use following agency guidelines that are
consistent with Center for Disease Control recommendations.

9. Place all disposable equipment and contaminated trash in a clearly marked plastic red
Biohazard bag and dispose of appropriately.

a. Contaminated uniforms and clothing should be removed, placed in an appropriately
marked red Biohazard bag and laundered / decontaminated.

b. All needles and sharps must be disposed of in a sharps receptacle unit and disposed of
appropriately.

Notes:

1. At-risk exposure is defined as i gercutaneous injury (e.g. needle stick or cut with a sharp object)
or contact of mucous membrane or non-intact skin (e.g. exposed skin that is chapped, abraded, or
afflicted with dermatitis) with blood, tissue or other body fluids that are potentiallyi n f e ¢ Oihar
fi p ot e ninfectmus matdrials (risk of transmission is unknown) are CSF (cerebral spinal fluid),
synovial, pleural, peritoneal, pericardial and amniotic fluid, semen and vaginal secretions. Feces,
nasal secretions, saliva, sputum, sweat, tears, urine and vomitus are not considered potentially
infectious unless they contain blood.

2. When working properly, the vent fan in an ambulance patient compartment can exchange the air
in the compartment at rates as high as 30 times/ hour. This exceeds the exchange rates in a
hospital negative pressure isolation room.
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REFUSAL OF TREATMENT / TRANSPORT
STATEWIDE BLS PROTOCOL
Criteria:

A. Patient with illness or injury refuses treatment or transport.

B. Individual with legal authority to make decisions for an ill or injured patient refuses treatment or
transport.

Exclusion Criteria:
A. Patient involved in incident but not injured or ill, See Protocol #112.
System Requirements:

A. [OPTIONAL] An EMS agency or region may require its providers to complete an EMS Patient
Refusal Checklist as part of the PCR for every patient that refuses transport. Regional medical
treatment protocol may require contact with medical command physician for all patients refusing
treatment and/or transport.

Procedure
A. All Patients:
1. Assess patient using Initial Contact and Patient Care Protocol #201.

a. Ifthe patient is combative or otherwise poses a potential threat to EMS practitioners, retreat
from the immediate area and contact law enforcement.

b. Consider ALS if a medical condition may be altering the p at i ahility t snake medical
decisions.

2. Attempt to secure consent to treatment / transport. 1234
3. Assess the following (use EMS Patient Refusal Checklist if required by region or agency):

a. Assess p at i ahility fiosmake medical decisions and understand consequences (e.g.
alert and oriented x 4, GCS=15, no evidence of suicidal ideation/attempt, no evidence of
intoxication with drugs or alcohol, ability to communicate an understanding of the
consequences of refusal).

b. Assessp at i anddrséasding of risks to refusing treatment/transport.

c. Assess patient for evidence of medical conditions that may affect ability to make decisions
(e.g. hypoglycemia, hypoxia, hypotension)

4. If acute illness or injury has altered the p at i ahility o snake medical decisions and if the
patient does not pose a physical threat to the EMS practitioners, the practitioners may treat
and transport the patient as per appropriate treatment protocol. Otherwise contact medical
command. See Behavioral Disorders/Agitated Patient (Restraint) protocol #801 is appropriate.

5. Contact medical command, when available communication technology permits, if using the
EMS Refusal Checklist and any response is completed within a shaded box or if patient
assessment reveals at least one of the following:

a. EMS practitioner is concerned that the patient may have a serious illness or injury.

b. Patient has suicidal ideation, chest pain, shortness of breath, hypoxia, syncope, or
evidence of altered mental status from head injury intoxication or other condition.

c. Patient does not appear to have the ability to make medical decisions or understand the
consequences of those decisions.

d. The patient is less than 18 years of age.

e. Vital signs are abnormal at any time during patient assessment or care.
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B.

6. If patient is capable of making and understanding the consequences of medical decisions and
there is no indication to contact medical command or medical command has authorized the
patient to refuse treatment/transport, then:

a. Explain possible consequences of refusing treatment/transport to the patient 3
b. Have patient and witness sign the EMS Refusal Checklist or other refusal form 4.
c. Consider the following:

1) Educate patient/family to call back if patient worsens or changes mind

2) Have patient/family contactthe p a t i physicians

3) Offer assistance in arranging alternative transportation.

Document: The assessment of the patient and details of discussions must be thoroughly
documented on the patient care report (PCR), EMS agencies may choose to require that
practitioners complete the EMS Patient Refusal Checklist that is included in this protocol as part of
the PCR for every patient that refuses treatment. In the absence of a completed EMS Patient
Refusal checklist, documentation in the PCR should generally include:

1. History of event, injury, or illness.
2. Appropriate patient assessment.

3. Assessment of p at i ebility&cs make medical decisions and ability to understand the
consequences of decisions.

4. Symptoms and signs indicating the need for treatment/transport.

5. Information provided to the patient and/or family in attempts to convince the patient to consent
to treatment or transport. This may include information concerning the consequences of
refusal, alternatives for care that were offered to the patient, and time spent on scene
attempting to convince the individual.

6. Names of family members or friends involved in discussions, when applicable.

7. Indication that the patient and/or family understands the potential consequences of refusing
treatment or transport.

8. Medical command contact and instructions, when applicable.

9. Signatures of patient and/or witnesses when possible.

Possible MC Orders:

A.

Medical command physician may request to speak with the patient, family, or friends when
possible.

Medical command physician may order EMS providers to contact law enforcement or mental health
agency to facilitate treatment and/or transport againstthe p a t i wihitthie patient lacks capacity.
In this case, the safety of the EMS practitioners is paramount, and no attempt should be made to
carry out an order to treat or transport if it endangers the EMS practitioners. Contact law
enforcement as needed.

Notes:

If the patient lacks the capacity to make medical decisions, the EMS practitioner shall comply with
the decision of another person who has the capacity to make medical decisions, is reasonably
available, and who the EMS practitioner, in good faith, believes to have legal authority to make the
decision to consent to or refuse treatment or transport of the patient.

a. The EMS practitioner may contact this person by phone.

b. This person will often, but not always, be a parent or legal guardian of the patient. The EMS
practitioner should ensure that the person understands why the person is being approached
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and thatp e r s opticdhsand is willing to make the requested treatment or transport decisions
for the patient.

2. If the patient is 18 years of age or older, has graduated from high school, has married, has been
pregnant, or is an emancipated minor, the patient may make the decision to consent to or refuse
treatment or transport. A minor is emancipated for the purpose of consenting to medical care if the
mi n oparéngs expressly, or implicitly by virtue of their conduct, surrender their right to exercise
parental duties as to the care of the minor. If a minor has been married or has borne a child, the
minor may make the decision to consent to or refuse treatment or transport of his or her child. If
the minor professes to satisfy any of the aforementioned criteria, but does not satisfy the criterion,
the EMS practitioner may nevertheless comply with the decision if the EMS practitioner, in good
faith, believes the minor.

3. If a patient who has the capacity to make medical decisions refuses to accept recommended
treatment or transport, the EMS practitioner should consider talking with a family member or friend
of the patient. Withthe p at i eemis8ien, the EMS practitioner should attempt to incorporate
thisp er s smpubirgo the p at i eecohsileration of his or her decision. These persons may be
able to convince the patient to accept the recommended care.

4. For minor patients who appear to lack the capacity or legal authority to make medical decisions:

a. Ifthe mi n oparéng guardian, or other person who appears to be authorized to make medical
decisions for the patient is contacted by phone, the EMS practitioner should have a witness
confirm the decision. If the decision is to refuse the recommended treatment or transport, the
EMS practitioner should request the witness to sign the refusal checklist of form.

b. If a person who appears to have the authority to make medical decisions for the minor cannot
be located, and the EMS practitioner believes that an attempt to secure consent would result
in delay of treatment which would increase the risk to the mi n olifeéos health, the EMS
practitioner shall contact a medical command physician for direction. The physician may direct
medical treatment and transport of a minor if an attempt to secure the consent of an authorized
person would result in delay of treatment which the physician reasonably believes would
increase the risk to the mi n olife drdealth.

c. If a person who appears to have authority to make medical decisions for the minor cannot be
located, the EMS practitioner believes an attempt to secure consent would result in delay of
treatment which would increase the risk to the mi n olife @rshealth, and the EMS practitioner
is unable to contact a medical command physician for direction, the EMS practitioner may
provide medical treatment to the and transport a minor patient without securing consent. An
EMS practitioner may provide medical treatment to and transport any person who is unable to
give consent for any reason, including minors, where there is no other person reasonably
available who is legally authorized to refuse or give consent to the medical treatment or
transport, providing the EMS practitioner has acted in good faith and without knowledge of facts
negating consent.

5. The medical command physician may wish to speak directly to the patient if possible. Speaking
with the medical command physician may cause the patient to change his or her mind and consent
to treatment or transport.

Performance Parameters:

A. Compliance with completion of the EMS Patient Refusal checklist for every patient that refuses
transport, if required by agency or regional policy.

B. Compliance with medical command physician contact when indicated by criteria listed in protocol.
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EMS Patient Refusal Checklist

EMS Agency: Date: Time:
PatientName: Age: Phonett:
IncidentLocation: Incident#

Situationof Injury/lliness:

Checkmarksin shadedareasrequire consultwith Medical Commandbeforepatientrelease
Patient Assessment:
Suspectederiousinjury or illnessbaseduponpatient-

History, mechanisnof injury, or physicalexamination: __Yes___No
18yearsof ageorolder:___ Yes__ No Any evidenceof:Suicideattempt? __ Yes__ No
Headlnjury? __ Yes__ No
PatientOrientedto: Person _ Yes__ No Intoxication? ___ Yes__ No
Place _ Yes_ No ChestPain? ___Yes___ No
Time __ Yes_ No Dyspnea?__ Yes__ No
Event _ Yes__ No Syncope?___Yes__ No

If head traum& taking aspirifanticoagulan® __ Yes__ No
ECGmonitoror 12-leaddone? _ Yes__ No

Vital Signs: ConsultMedical Commandif: If altered mental statusor diabetic (optionalfor BLS)
Pulse <50bpmor >100bpm Chemstrip/Glucometer: mg/dl <60 mg/dl
SysBP <100mm Hg or > 200mm Hg
Dia BP <50 mm Hg or > 100mm Hg If chestpain, S.O.B.or altered mental status--
Resp <12rpmor > 24rpm Sp02(|f availab|6): % <95%
Risksexplainedto patient:
Patientunderstandslinical situation __Yes_No
Patientverbalizesunderstandingf risks __Yes_No

Patient'planto seekfurthermedicalevaluation;

Medical Command:
Physiciancontacted:; Facility: Time:

Commandspoketo patient:Yes__ No__ Commandhotcontacted _ Why?

Medical Commandorders:;

Patient Outcome:
__ Patientrefusedreatmenttransporto a hospitalagainsttMS advice
__ Patientacceptgransportatiorto hospitalby EMS butrefusesanyor all treatmenbffered
(specifytreatmentsefused: )
__ Patientdoesnotdesiretransporto hospitalby ambulanceEMS believealternativetreatment/transportation
planis reasonable

This form is being provided to me becausd haverefusedassessmentyeatment and/or transport by
an EMS provider for myself or on behalf of this patient. | understand that EMS providers are not
physicians and are not qualified or authorized to make a diagnosisand that their care is not a
substitutefor that of aphysician. | recognizethat there may be a seriousinjury or illnesswhich could
getworsewithout medical attention eventhough | (or the patient) may feelfine at the presenttime.
I understand that | may changemy mind and call 911if treatment or assistancds neededlater. |
also understand that treatment is available at an emergency department 24 hours a day. |
acknowledgethat this advice has beenexplainedto me by the EMS crew and that | haveread this
form completelyand understandits terms.

Signatureg(Patientor Other) Date EMS ProviderSignature

If other than patient, print name and relationship to patient Witness Signature
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EMS Patient Refusal Checklist (SpanishLanguageVersion)

EMS Agency: Date: Time:
PatientName: Age: Phonett:
IncidentLocation: Incident#

Situationof Injury/lliness:

Checkmarksin shadedareasrequire consultwith Medical Commandbeforepatientrelease
Patient Assessment:
Suspectederiousinjury or illnessbaseduponpatient-

History, mechanisnof injury, or physicalexamination: __Yes___No
18yearsof ageorolder:___ Yes__ No Any evidenceof:Suicideattempt? __ Yes__ No
Headlnjury? __ Yes__ No
PatientOrientedto: Person _ Yes__ No Intoxication? ___ Yes__ No
Place _ Yes_ No ChestPain? ___Yes___ No
Time __ Yes_ No Dyspnea?__ Yes__ No
Event _ Yes__ No Syncope?___Yes__ No

If head trauma & taking aspifemticoagulan® __ Yes__ No
ECG monitor or 1dead don _ Yes__ No

Vital Signs: ConsultMedical Commandif: If altered mental statusor diabetic (optionalfor BLS)
Pulse <50bpmor >100bpm Chemstrip/Glucometer: mg/dl <60 mg/dl
SysBP <100mm Hg or > 200mm Hg
Dia BP <50 mm Hg or > 100mm Hg If chestpain, S.O.B.or altered mental status--
Resp <12rpmor > 24rpm Sp02(|f availab|6): % <95%
Risksexplainedto patient:
Patientunderstandslinical situation __Yes_No
Patientverbalizesunderstandingf risks __Yes_No

Patient'planto seekfurthermedicalevaluation;

Medical Command:
Physiciancontacted:; Facility: Time:

Commandspoketo patient:Yes__ No__ Commandhotcontacted _ Why?

Medical Commandorders:;

Patient Outcome:
__ Patientrefusedreatmenttransporto a hospitalagainsttMS advice
__ Patientacceptgransportatiorto hospitalby EMS butrefusesanyor all treatmenbffered
(specifytreatmentsefused: )
__ Patientdoesnotdesiretransporto hospitalby ambulanceEMS believealternativetreatment/transportation
planis reasonable

Este formulario se me ha entregado debido a que me he rehusado a recibir una evaluacién, atencién o
transportacion del personal de EMS (servicios médicos de emergencig para mi o para el paciente al que
represento. Entiendo que los de EMS no son médicosy que no estan capacitadosni autorizados para
diagnosticary que suatenciénno toma el lugar dela deun médico. Reconozcajue pudiera haber de por medio
una grave herida o enfermedadque pudiera agravarsesino serecibe atencionmédicaaunqueyo (o el paciente)
me sienta bien en estosmomentos. Entiendo que podria yo cambiar de ideay llamar al 911 si el cuidado o
asistenciason requeridos mas tarde. Ademas sé que dicha atencion esta disponible en cualquier salén de
emergenciade asistenciapublica las 24 horas del dia. Reconozcajue esteconsejome ha sido explicadopor el
personalde la ambulanciay que heleidoy entendidoesteformulario completamente.

Firma(Pacienteau otro) Fecha EMS, firma
SignaturgPatientor Other) Date EMS ProviderSignature
Si no es el paciente, nombre y parentesco con el paciente (letra de imprenta) Firma del testigo

If other than patient, print nameand relationship to patient Witness Signature
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NON-TRANSPORT OF PATIENTS OR CANCELLATION OF RESPONSE
STATEWIDE BLS PROTOCOL

Criteria:
A. EMS provider cancelled before arriving at the scene of an incident.

B. EMS provider who has been dispatched to respond encounters an individual who denies
injury/iliness and has no apparent injury/illness when assessed by the EMS practitioner.!

C. EMS provider transfers care to another provider.
Exclusion Criteria:

A. This protocol does not apply to an on-scene EMS provider evaluating a patient who is ill or injured
but refuses treatment or transport i see Protocol # 111.

Procedure:
A. Cancellations:

1. After being dispatched to an incident, an EMS provider may cancel response when following
the direction of a PSAP or dispatch center. Reasons for response cancellation by the PSAP
or dispatch center may include the following situations:

a. When the PSAP/ dispatch center diverts the responding provider to an EMS incident of
higher priority, as determined by the PSAP/ dispatch ¢ e n t EMDmtocols and replaces
the initially responding provider with another EMS provider, the initial provider may divert
to the higher priority call.

b. When the PSAP/ dispatch center determines that another EMS agency can handle the
incident more quickly or more appropriately.

c. When EMS providers on scene determine that a patient does not require care beyond the
scope of practice of the on-scene provider, the EMS practitioner may cancel additional
responding EMS providers. This includes cancellation of providers responding to patients
who are obviously dead (see Protocol #322).

d. When law enforcement or fire department personnel on scene indicate that no incident or
patient was found, these other public safety services may cancel responding EMS
providers.

e. When the PSAP/ dispatch center is notified that the patient was transported by privately
owned vehicle or by other means (caller, police, or other authorized personnel on the
scene).

f.  When BLS is transporting a patient that requires ALS/IALS, ALS/iIALS may be cancelled if
it is determined that ALS/IALS cannot rendezvous with the BLS provider in time to provide
ALS care before the BLS ambulance arrives at the hospital.

2. EMS agencies or regions may have policies that require the responding provider to proceed to
the scene non-emergently if the on-scene individual that recommends cancellation is not an
EMS practitioner.

B. Persons involved but not injured or ill:* The following apply if an individual for whom an EMS
provider has been dispatched to respond denies injury/iliness and has no apparent injury/illness
when assessed by the EMS practitioner:

1. Assess mechanism of injury or history of illness, patient symptoms, and assess patient for
corresponding signs of injury or illness

2. Ifindividual declines care, there is no evidence of injury or iliness, and the involved person has
no symptoms or signs of injury/ illness, then the EMS practitioner has no further obligation to
this individual. When assessed by an EMS practitioner, these individuals may refuse to allow
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the EMS provider to obtain vital signs or a complete physical assessment if they appear to have
the capacity to make decisions.

3. Ifit does not hinder treatment or transportation of injured patients, documentation on the EMS
PCR should, at the minimum, include the following for each non-injured patient:

a. Name (if individual willing to provide)
b. History, confirming lack of significant symptoms.
c. Patient assessment, confirming lack of signs or findings consistent with iliness/injury.

4. If serious mechanism of injury, symptoms of injury or illness, or physical exam findings are
consistent with injury or illness, follow Patient Refusal of Treatment Protocol # 111.

C. Release of patients:

1. When patient care is transferred to another EMS practitioner, the initial practitioner must
transfer care to an individual with an equivalent or higher level of training (e.g. EMT to EMT,
ALS to ALS, ground to air medical crew) except in the following situations:

a. Transfer to a lower level provider is permitted by applicable protocol or when ordered by a
medical command physician. (e.g. ALS service releases patient care and/or transport to
BLS service)

b. Patient care needs outnumber EMS provider resources at scene and waiting for an
equivalent or higher level of care practitioner will delay patient treatment or transport.

D. Provider Endangerment:

1. Under no circumstances should a provider be required to endanger his or her life or health to
provide patient care. See Scene Safety protocol #102.

Notes:

1. Pertains to persons who have had EMS summoned on their behalf by a third party but deny being
injured or ill (i.e.: a person in a minor MVA who denies complaints). This is not applicable if the
patient has symptoms.

Performance Parameters:
A. Review cases of cancellation of ALS by BLS/IALS providers for appropriateness

B. Review cases of cancellation of iALS by BLS providers for appropriateness
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EMS VEHICLE OPERATIONS/SAFETY
STATEWIDE BLS PROTOCOL

Criteria:
A. All EMS operations, including incident responses and patient transports. !
System Requirements:

A. EMS agencies may use this protocol to fulfill the a g e n aeguirement for a policy regarding the
management of personnel safety and the safe operation of EMS vehicles as required by EMSS Act
regulation 28 Pa. Code § 1027.3 (p).

Policy:
A. Use of lights and other warning devices:

1. [EMS System Act regulation 28 Pa. Code § 1027.3(i)] EMS vehicle may not use emergency
lights or audible warning devices, unless they do so in accordance with standards imposed by
75 Pa.C.S. (relating to Vehicle Code) and are transporting or responding to a call involving a
patient who presents or is in good faith perceived to present a combination of circumstances
resulting in a need forimmediate medical intervention. When transporting the patient, the need
for immediate medical intervention must be beyond the capabilities of the ambulance crew
using available supplies and equipment.

2. The use of L&S during response or transport should not be confused with whether a patient
had an emergency condition requiring urgent assessment, treatment, or transport by EMS
providers. Many patients that require emergency assessment, treatment, and transport may be
appropriately and safety cared for by EMS personnel without the use of a L&S response or
transport.

B. Responseto incident:

1. The EMSVO is responsible for the mode of response to the scene based upon information
available at dispatch. If the PSAP or dispatch center provides a response category based upon
EMD criteria, EMS vehicles shall respond with L&S only when the dispatch category is
consistent with a L&S response. 2 Response mode may be altered based upon additional
information that is received by the dispatch center while the EMS vehicle is enroute to scene.

2. L & S useis generally NOT appropriate in the following circumstances:

a. fi St arydatdhe scene of any fire department-related incident that does not involve active
interior structural attack, hazardous materials (see below), known injuries to firefighters or
other public safety personnel or the need for immediate deployment of a rehabilitation
sector.

b. Carbon monoxide detector alarm activations without the report of any ill persons at the
scene.

Assist to another public safety agency when there is no immediate danger to life or health.
Response to a hospital for immediate interfacility transport.

Response to a medical alarm system activation.

Response to patients who have apparently expired.

EMS agencies should consider whether L&S should be used when responding to
emergency requests for EMS at facilities where health care personnel are already available
to patients who are not suspected to be in cardiac arrest i for example skilled nursing
facilities and medical offices.

h. EMS agencies should consider whether L&S should be used when responding to MVCs
with unknown injuries.

3. Special circumstances may justify L&S use to an emergency incident scene when the
emergency vehicle is not transporting a crew for the purposes of caring for a patient:

a. Transportation of personnel or materials resources considered critical or essential to the
management of an emergency incident scene. Transportation of human or materials
resources considered critical or essential to the prevention or treatment of acute
illness/injury at a medical facility or other location at which such a circumstance may occur
(i.e. transportation of an amputated limb, organ retrieval, etc).

C. Patient transport:

@ =~ 0o oo
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1. The EMS provider primarily responsible for patient care during transportation will advise the
driver of the appropriate mode of transportation based upon the medical condition of the
patient.

2. In most situations, the use of L&S during patient transport is not indicated: 4

a. Emergent transport should be used in any situation in which the most highly trained EMS
practitioner believes thatthe p a t i eonditibnswill be worsened by a delay equivalent to
the time that can be gained by emergent transport. Medical command may be used to
assist with this decision. The justification for using this criterion should be documented on
the patient care report.

b. Examples of Medical Conditions that May Benefit by L&S Transport
1) Inability to obtain or maintain a patent airway
2) Critically unstable patient with impending cardiac arrest.

c. Thevastmajorityofp a t i wilhnotdasse better medical outcomes by decreasing transport
time by the time saved by L&S transport.

d. The pat i ephysidogic responses to L&S use (increased tachycardia and blood
pressure) may be detrimental to some p a t i eedica conditions.

e. When EMS providers are not restrained, the increased risk of EMS vehicle crash while
using L&S may increase the risk of injury to EMS providers. The extremely poor prognosis
for patients transported with CPR in progress does not justify the use of L&S transport for
most patients in cardiac arrest.

f.  When in doubt, contact with a medical command may provide additional direction related
to whether there is an urgent need to transport with L&S.

3. No emergency warning lights or siren will be used when ALS care is not indicated (for example,
ALS cancelled by BLS or ALS released by medical command). °

4. Mode of transport for interfacility transfers will be based upon the medical protocol and the
directions of the referring physician or medical command physician who provides the orders
for patient care during the transport. Generally, interfacility transport patients have been
stabilized to a point where the minimal time saved by L&S transport is not of importance to
patient outcome.

5. Exceptions to these policies can be made under extraordinary circumstances (e.g., disaster
conditions or a back log of high priority calls where the demand for EMS vehicles exceeds
available resources). These exceptions should be documented.

6. Systems with field supervisors may consider a policy requiring notification of the supervisor
before any L&S transport.

D. Other operational safety considerations:

1. The following procedures should be followed for safe EMS vehicle operations:

a. Operational Issues:

1) Daytime running lights or low-beam headlights will always be on (functioning as
daytime running lights) while operating EMS vehicles during L&S and non-L&S driving.

2) L&S should both be used when exercising any moving privilege (examples include,
proceeding through a red light or stop sign after coming to a complete stop or opposing
traffic in an opposing land or one-way street) granted to EMS vehicles that are
responding or transporting in an emergency mode.

3) When traveling in an opposing traffic lane, the maximum speed generally should not
exceed 20 m.p.h.

b. PSAP and Dispatch Centers: EMS systems are encouraged to cooperate with the dispatch
centers in developing procedures to i d o w n g thardspahise of incoming units to Non-
L&S when initial on-scene units determine that there is no immediate threat to life.

c. Documentation: The dispatch category (e.g., i ¢ 0@, A LeSme r ¢ e etc) that justifies
L&S response should be documented on the patient care report. The justification for using
L&S during transport should also be documented on the patient care report (e.g.,iguns hot
woundtotheabd omés § s BB « 9 éad),

d. Seat Belt and Restraint Use: Seat belts or restraints will be securely fastened to the
following individuals when the vehicle is in motion:

1) All EMS vehicle operators

2) All patients on stretcher, following ma n u f a ¢ teeomreendaton for straps.
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3) Allnon-EMS passengers (cab and patient compartment)
4) All EMS practitioners (when patient care allows)
5) Allinfants and children - See Safe Transportation of Children in Ground Ambulances
Guideline #124.
e. Avoid Distracted EMSVOs

1) Distracted driving is responsible for many MVCs, and EMS agencies should assure
that policies reduce the risk of a distracted driving accident.
a) EMSVOs should not view pagers, cell phone screens, text messages, or mobile
data terminals or enter data into GPS devices while an EMS vehicle is in motion.

(1) These functions should be the responsibility of another EMS provider when
another provider is in the vehicle.

(2) When another EMS vehicle provider is not available, the EMSVO should stop
the vehicle before using a cell phone or viewing a pager.

(3) EMS agencies should work with PSAPs and dispatch centers to create policies
that reduce distracted driving. For example, radio communication should be
used instead of a pager message when communicating a message to an EMS
vehicle that is known to be travelling.

f.  Sterile Cockpit Operations

1) When responding or transporting with L&S, there should be no communication with the
EMSVO that is not specific to the mission or function of driving the vehicle.

Notes:

These guidelines are secondary to and do not supersede the Pennsylvania Motor Vehicle Code.

Dispatch centers/PSAPs and EMS regions are encouraged to have medically approved EMD
protocols that differentiate which emergency situations or conditions are appropriate for L&S
responses (for example, fi E ¢ hfiocoo,31 & ,r eedtoc, o a lesser level of response (for example,
AAl pihBircaivOC®g éi,Y el le 6 w&aped upon medical questions asked by the dispatcher.
The dispatch category classification, or determinant that justifies L&S use should be documented
on the PCR.

Firefighters cross trained as EMS providers who respond in an EMS vehicle to a fire station or fire
incident in order to complete a fire apparatus crew are considered an exception to this policy.

In most cases (more than 95% - 99% of EMS incidents), EMS providers can perform the initial care
required to stabilize the p a t i eomditidbnsto a point where the small amount of time gained by
L&S transport will not affectthe p a t i enedicad cndition or outcome. In previous studies and in
most situations, L&S transport generally only decreases transport time by a couple of minutes or
less.

L &S may be indicated in some situations where ALS is indicated, but not available or cancelled,
because the ALS crew cannot rendezvous with the BLS crew prior to transport to the closest
appropriate medical facility.

Performance Parameters:

A.

B.

Review for correlation between dispatch classification/category and documented mode of response
to scene.

Monitor percentage of i 9 1chlid using L&S during response to EMS calls. Routine or scheduled
transports should be excluded. [Potential benchmark <50% of responses with L&S].

Review for documentation of reason for L&S transport when patient does not meet criteria listed in
section C.2.b.(1 & 2).

Monitor percentage of urgent/emergent ( fi 9 1call@ using L&S during transport. [Potential
benchmark <1%% of patients transported with L&S]

Treat every L&S patient transport as a sentinel event for QI and medical director review.
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SAFE TRANSPORTATION OF CHILDREN IN GROUND AMBULANCES
STATEWIDE BLS GUIDELINE

Is Child Ill or Injured?

Using a properly sized/installed
restraint system:

Does child require
monitoring or

Transport in a non-ambulance vehicle interventions?
or
In an ambulance using the rear-facing
EMS provider seat
Yes No
Transport in size
appropriate restraint
system secured to:
The litter/cot
or
rear-facing EMS
provider seat
Transport in size If spinal motion When transporting multiple
appropriate restriction is needed: children:
restraint Secure to an Transport each as single
system secured to appropriate sized long patient, if possible, according
the cot: spine board with a tether to guidelines above.
If assessment or (if possible) on the foot- For mother and newborn,
Intervention requires end to prevent forward transport newborn in
removal of restraint movement or an adult appropriate sized restraint in
strap(s), re-secure long spine board the rear facing
as soon as possible. with padding. EMS provider seat.

Use of Car Seats:

When possible, and with the exception of

a minor vehicle crash (i.e. fender-bender),
avoid transporting children in their own
safety seats if the seat was involved in a
motor vehicle crash. Use ofthec h i | d
own seat can be considered if no other
restraint systems are available and the
seat shows no visible damage.

Effective 09/01/19
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Transport of a child in any of the following ways is
NEVER appropriate if:

Unrestrained

Onpar ent / g lamorleelid i théirsarms

Using only the horizontal cot straps, if the childd o e s n
fit accordingtothe ma n u f a c s$pecifiGatiods s

On the bench seat or a seat perpendicular to the

v e hi ebtiendi®. seated sideways, even in a child
safety seat
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SAFE TRANSPORTATION OF CHILDREN IN GROUND AMBULANCES
STATEWIDE BLS GUIDELINE

Criteria:

A.

C.

These guidelines apply to every EMS response resulting in the need to transport pediatric
patients who are of an age/weight that require the use of a child safety seat from the scene of an
emergency. Pediatric patients that do not require a child safety seat should be transported
following the same procedure as adult patients.

These guidelines offer recommendations, as published by NHTSA, for the transportation of
children in five (5) different possible situations:
a. The transport of a child who is not injured or ill.
b. The transport of a child who is ill and/or injured and whose condition does not require
continuous and/or intensive medical monitoring or intervention.
c. The transport of an ill or injured child who does require continuous and/or intensive
monitoring or intervention.
d. The transport of a child whose condition requires spinal motion restriction and/or lying
flat.
e. The transport of a child or children who require transport as part of a multiple patient
transport (newborn with mother, multiple children, etc.).

These guidelines do not offer recommendations on specific child restraint systems or products.
Contact the EMS for Children Program (www.paemsc.org) for child restraint information.

System Requirements:

A.

Policy:

C.

D.

These guidelines provide general information related to the safe transportation of children in
ground ambulances from emergency scenes. These guidelines are designed to work in
conjunction with an a g e n @dlides and procedures on this topic and are dependent on the
availability of specialized equipment suggested in these guidelines.

These guidelines do not comprehensively cover all possible situations and EMS provider
judgment should be used if a situation is presented that is not addressed below.

Thec h i bhgd ansl weight shall be considered when determining an appropriate restraint
system. Child seat models offer a wide range of age/weight limits, so each individual device must
be evaluated to determine the appropriateness of use.

When possible, and with the exception of a minor vehicle crash (e.g. i f e nbdeenrd eavoi ) ,
transporting children in their own safety seats if the seat was involved in a motor vehicle crash.
Use of the ¢ h i bwh&eat can be considered if no other restraint systems are available and the
seat shows no visible damage/defect.

Transportation of a child in any of the following ways is NEVER appropriate:
a. Unrestrained;
b. On a parent/guardian/other caregiver dap or held in their arms;
c. Using only horizontal stretcher straps, if the child does not fit according to cot
ma n u f a c spacifi@tios$or proper restraint of patients;
d. On the multi-occupant bench seat or any seat perpendicular to the forward motion of the
vehicle, even if the child is in a child safety seat.

Situation Guidelines:

(*Ideal transport method is in bold, with acceptable alternatives listed if ideal is not achievable)

1. Transport of an uninjured/not ill child
a. Transport child in a vehicle other than a ground ambulance using a properly-
installed, size-appropriate child restraint system.
b. Transport in a size-appropriate child seat properly installed on the rear-facing EMS
provistar 0s
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c. Consider delaying the transport of the child (ensuring appropriate adult supervision)
until additional vehicles are available without compromising other patients on the
scene. Consult medical command if necessary.

2. Transport of an ill/injured child not requiring continuous intensive medical monitoring or
interventions
a. Transport child in a size-appropriate child restraint system secured
appropriately on the cot.
b. Transport child inthe EMS p r o v i sgat in & sSze-appropriate restraint system.
c. Transport child on the cot using three horizontal straps (chest, waist, knees) and one
vertical restraint across each shoulder.

3. Transport of an ill/injured child whose condition requires continuous intensive monitoring or
intervention.

a. Transport child in a size-appropriate child restraint system secured
appropriately to the cot.

b. Withthec h i hehdasthe top of the cot, secure the child to the cot with three
horizontal straps and one vertical strap across each shoulder. If
assessment/intervention requires the removing of restraint strap(s), restraints should
be re-secured as quickly as possible.

4. Transport of an ill/injured child who requires spinal motion restriction or lying flat.

a. Secure the child to a size-appropriate spine board (when appropriate) and
secure the spine board to the cot, head first, with a tether at the foot (if
possible) to prevent forward movement, and with three horizontal restraints
(chest, waist, and knees) and a vertical restraint across each shoulder.

b. Secure the child to a standard spine board with padding added as needed and
secure using the strap configuration listed above.

5. Transport of a child or children requiring transport as part of a multiple patient transport
(newborn with mother, multiple children, etc.).

a. If possible, for multiple patients, transport each as a single patient according to
the guidance provided for situations 1 through 4. For mother and newborn,
transport the newborn in an approved size-appropriate restraint system in the
rear-facing EMS provider seat with a belt-path that prevents both lateral and
forward movement, leaving the cot for the mother.

b. Consider the use of additional units to accomplish safe transport, remembering that
non-patient children should be transported in non-EMS vehicles, if possible.

c. When available resources prevent meeting the criteria for situations 1 through 4 for
all child patients, transport using space available in a non-emergency mode,
exercising extreme caution and driving at a reduced speed.

d. Note: Even with childbirth in the field, it is NEVER appropriate to transport a child
heldinthepar ent / guar diaans éromarpeagiewmer/ @suar dilap.n/ car egi

E. Reference: Working Group Best-Practice Recommendations for the Safe Transportation of
Children in Emergency Ground Ambulances. National Highway Traffic Safety Administration
(NHTSA), September 2012, available at www.ems.gov
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REHABILITATION AT FIRE/ INCIDENT SCENE
STATEWIDE BLS GUIDELINE
Criteria:

A. The intent of rehabilitation (Rehab) is to provide a structured, consistent method for the evaluation
and remediation of common ailments associated with the activities at fire / hazardous materials and
incident scenes; including but not limited to: overexertion, dehydration, metabolic disturbances, and
exposure to temperature extremes.

1. This guideline may be used by EMS agencies when requested to operate within an established
rehabilitation area/sector at the scene of a working fire / hazardous materials, other
comprehensive emergency incident, or extended training exercise.

2. If aRehab area has not been established at an incident scene, this guideline may still be used
when providing medical monitoring to fire or other emergency personnel at an incident scene.

Procedure:
A. Primary EMS responsibilities

1. The primary responsibility of EMS personnel during Rehab is to provide medical monitoring,
remediation of hypothermia/hyperthermia and emergency medical care.

2. Based on local practice/policy, EMS personnel may be involved in the other aspects of Rehab
outside of their primary responsibility or other duties as assigned by the Incident Command
(IC) or EMS Operations, but not to the extent which they interfere with medical monitoring
and/or emergency medical care.

B. Emergency medical care

1. At any point in their Rehab period, personnel with any significant complaints (e.g. chest pain,
respiratory distress, altered mental status, or trauma) should be treated using the applicable
Statewide EMS protocol.

2. Medical treatment provided during Rehab must be in accordance with applicable Statewide
EMS Protocol(s).

3. Appropriate notification should be made, following the Incident Command System (ICS)
structure, regarding any personnel transported from the incident, refusing to cooperate with the
Rehab process, returning to duty without meeting criteria for medical clearance, or who have
successfully completed rehab but will not return to duty at the incident.

4. If any personnel refuse a medical assessment, treatment and/or medical advice as offered in
Rehab, advise the appropriate line officer (IC, Safety Officer, etc), and follow Statewide BLS
Protocol #111: Refusal of Treatment/Transport.

C. Equipment

1. Rehab should have the necessary EMS equipment/supplies to accommodate the nature/size
of the operation. Suggested minimum equipment available should include:

a. Standard BLS equipment, including; stethoscope, sphygmomanometer, thermometer
(electronic, digital, non-tympanic), hot/cold packs, oxygen, bandages, dressings, AED,
pulse oximeter (if available), and CO measuring device (co-oximeter or breath meter) (if
available).

b. Clipboards, personnel accountability/log in sheets, tags, or other appropriate accountability
and/or documentation forms.

c. If indicated by risk of incident, at least one ambulance (with staff) available to transport
patients from the Rehab area.
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D. Medical monitoring

1.

Upon arrival at the scene, EMS providers should report to the IC, Rehab Officer, or other
appropriate entity as designated by the ICS and confirm the EMS expectations based on the
nature/scope of the incident.

EMS providers may be tasked with providing personnel accountability (via their documentation)
within the Rehab area.

All personnel entering Rehab should have their initial vital signs assessed after a brief
relaxation period (approximately 5 min.) (including pulse, respirations, blood pressure, and oral
temperature). [See i Vi SigaslP a r a me takderbalodv for range of vital signs considered to
be normal for return to duty.JEMS providers should carefully monitor personnel for signs of heat
stress (e.g. altered level of consciousness, abnormal vital signs, elevated temperature) and
significant medical complaints (i.e. chest pain, dyspnea).

At any point during their Rehab period, personnel with i a b n o witalasignd should receive
additional monitoring in Rehab, and should not be released for further activity until their vital
signs are within i n o r peaameéters. Personnel with continued abnormal vital signs after 20
minutes in Rehab should be treated per applicable protocol which may include transport to the
Emergency Department.

At the conclusion of their Rehab period (generally lasting at least 20 minutes in duration),
personnel with i n o r mitallsigns and no serious signs or symptoms may be permitted to
return to normal activity.

All vital signs and Rehab assessments should be documented. EMS services may choose to
use a log, tag, or other means of appropriate documentation [See Emergency Scene
Rehabilitation Tag in Appendix R-5]. An EMS PCR must be completed as required (e.g. for
every patient transported by ambulance and every patient refusing treatment or transport).
Suggested Vital Signs Parameters

Oxygen

Pulse

Respiration

Blood Pressure

Oral
Temperature

Saturation®
(Sp02%)
(Optional)

Carbon Monoxide
Saturation” (CO%)
(Optional)

Normal

>600rO1 O (

>12 or <20

Systolic: < 160

Diastolic: < 90

< 99.5°F
<37.5°C

095%

Non-smoker: < 5%

Smoker: < 10%

Abnormal

>100

<12 or> 20

Systolic: <90 or >160

Diastolic: >90

099.5°F
037.5

< 95%

012%
(w/assoc. signs &
symptoms of CO

poisoning)

Effective 11/01/21

1502 of 4




Pennsylvania Department of Health Opemtions 150° BLS1 Adult/Peds
Appendix A: Supporting Information - Rehab Plan Development

A. Pre-Event Planning

1. The development a comprehensive Rehab plan should be a collaborative effort between the
affected emergency services agencies (i.e. law enforcement, fire/rescue, hazardous materials
response teams and emergency medical services) using established national standards,
including National Fire Protection Association (NFPA) Standard 1584, or Emergency Incident
Rehabilitation i Federal Emergency Management Agency.

2. When possible, EMS agencies should consider assisting responder agencies in recording
baseline resting vital sign measurements on active crew members that they may routinely
encounter while providing Rehab. This process could assist in the overall health well-
being/prevention goals of the participating agencies, and strengthen inter-agency relations.

3. Responder health information may be stored in a secure manner on an ambulance or other
emergency vehicle, in a manner which ensures confidentiality, until accessed for Rehab
purposes.

4. Access to baseline vital signs would assist EMS practitioners involved in Rehab in determining
abnormal deviations from patient specific i n o r wahiéso

B. Incident Command System (ICS)

1. When circumstances/conditions warrant, the Incident Commander (IC) is responsible to ensure
that a Rehab Area (Sector/Group/Unit) is established, including adequate EMS resources.

2. An individual with appropriate knowledge and experience should assume the role of Rehab
Officer (position titles may vary) and follow the chain of command established by the IC. Rehab
generally falls under the Logistics Section but may operate under the Operations Section in a
limited ICS structure.

C. Rehab Area Logistics
1. When possible, the Rehab Area should be located in an area:

a. Away from hazardous conditions including; smoke, run-off, and vehicle exhaust (uphill and
upwind), media, and spectators.

b. Large enough to accommodate the expected number of personnel.

c. That provides adequate shelter from adverse environmental conditions (i.e. warmth in
winter and shade in summer).

d. Inclose proximity to both the self-contained breathing apparatus (SCBA) exchange station
and the ambulance staging area.

e. With access to or in close proximity to potable water (either running or bottled) and rest
rooms if possible.

2. The Rehab Area should be established with a consideration for the optimal flow of personnel.
D. Rehab Operations

1. Rehab should provide a means for responder accountability during the Rehab period; all
personnel entering should be logged in/out (i.e. firefighters may surrender their accountability tag
on entry).

2. Personnel entering Rehab should remove excess outer clothing to extent possible to allow for
passive cooling (i.e. removal of helmet, hood, turnout coat). Limit level of undress when operating
in extreme cold conditions.

3. EMS personnel providing Rehab may facilitate the following:

a. Crew rest; all personnel should remain in Rehab for at least 20 minutes. Ideally, Rehab
should contain adequate seating so personnel can rest comfortably.
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b.

Rehydration; water and/or electrolytes replacement solution (i.e. sports drink) should be
available to ensure at least sixteen (16) ounces per person, per visit. Carbonated and
caffeinated beverages should be avoided.

Nourishment; calorie replacement should be provided for prolonged incidents (i.e. more
than 2 hours activity).

E. Rehab Specific Equipment

1. Additional Rehab specific equipment/supplies that may be of benefit may include, but is not

limited to:

a. Tarp/tent/awning or other protection from the elements, chairs/adequate seating, towels.

b. Means for cooling in hot conditions (e.g. air-conditioned vehicle or building, misting fans,
forearm immersion chair, etc.); means for warming in cold conditions (heated vehicle or
building, blankets, auxiliary heater).

c. Potable water, electrolyte replacement solutions.

d. Calorie/carbohydrate replacement snacks.

e. Broth, soup, or other more significant nourishment for prolonged incidents.

Means for washing hands and face; either antibacterial soap and water or pre-moistened
towelettes.
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PATIENT DESTINATION i GROUND TRANSPORT
STATEWIDE BLS PROTOCOL

Purpose:

A. This protocol shall ensure that when a ground ambulance service transports a patient in the
prehospital setting the patient is transported to the most appropriate receiving facility, while
consideringthe p at i prefdrehce.

Criteria:

A. All patients, in the prehospital setting, who require ground ambulance transport to a receiving
facility.

Exclusion Criteria:
A. Interfacility transport i Patients who are being transported from one acute care hospital to another.

B. Patients with traumatic injuries and who meet criteria for transport to a trauma center i Follow
Trauma Patient Destination Protocol #180.

Policy:
A. Patients transported from prehospital scenes

1 Transport to closest hospital.! Unless specifically permitted by this protocol, patients transported
by ground ambulance shall be transported to the closest receiving facility. For the purpose of this
protocol, a reference to i ¢ | o reaeisirtg facilityd shall be construed to mean the licensed acute
care hospital that is closest to the scene in terms of estimated drive time.

2 Patient choice exception.® There may be many reasons why a patient may choose one facility
over another, these may include but are not limited to, preexisting relationship with a physician, a
receiving facility, a medical service (e.g. a dialysis service), or a health insurance plan. Transport
by ground ambulance to a facility other than the closest receiving facility is permitted if the patient
or other person with legal authority to act for the patient (hereafter il egapr eseft ati veo
expresses a preference for transport to a different facility. In the case of veterans, it is acceptable
to transport a patienttoav e t e rhaspitél that has an emergency department if the facility meets
other requirements of this patient choice exception. This is subject to the following:

a. The ground EMS crew may advise the patient or the p at i éegat répsesentative that
he/she has a choice in destination, but the ground EMS crew may not suggest to a patient
that a more distant facility would be better for the patient, except for the conditions covered
by specific exceptions in this protocol. The exact level and capacity of any given licensed
acute care facility may change due to circumstances unknown to the EMS provider,
therefore it is not appropriate for the EMS provider or the EMS agency to exert their
preference into the patient destination decision.

b. The pat i ehvitebnsust be reasonable. EMS agencies are not required to transport
patients to more distant facilities to accommodate a p at i ehvoicedisthe additional
transport distance is not reasonable. EMS agencies should have a policy that defines which
receiving facilities are within a reasonable transport distance from their usual 911 response
area. Such a policy should balance the p at i eghtttdchoose a facility that is not the
closest with excessive transport times that substantially decrease the ability of the EMS
agency to provide 911 coverage for their usual response area.

3 Multiple/mass casualty incidents (MCI). This does not imply that all patients in an MCI must be
transported to the closest hospital. At a mass casualty incident, individuals within the incident
command structure (e.g. transport officer) should communicate with receiving facilities to determine
the capacity for patients at each center and should distribute seriously ill patients as appropriate.

4 Weather conditions exception. Severe weather conditions, as determined by the EMS vehicle
operator and crew or by the EMS agency management, may make it hazardous to transport the
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patient to some of the a g e n auguél seceiving facilities. In this case, agencies may choose to
restrict transportation to the closest receiving facility that can be reached safely.

5 Category | or Category Il Trauma Patient exception.® Follow the Trauma Patient Destination
Protocol (#180) for a patient that meets the Trauma Patient Destination Criteria for transport to an
accredited trauma center.

a. Contact medical command if the patient or a person with legal authority to act for the patient
refuses transport to the closest appropriate trauma center per Trauma Patient Destination
Protocol #180.

6 Burn exception. A ground ambulance may transport a patient with a burn to the closest verified
burn center if the patient has a serious burn as defined in the Statewide Burn Protocols (#671/
#6071), the patient is believed to be stable for the anticipated transport time, and the difference in
transport time is reasonable. If transport to a trauma center is indicated by the Trauma Destination
Criteria in protocol #180, transport to an appropriate trauma center takes priority over a burn center.

7 STEMI exception.® A ground ambulance may transport a patient with ECG evidence of an ST-
elevation myocardial infarction to the closest receiving center capable of providing emergency
primary percutaneous coronary intervention (PPCI).

a. Follow Chest Pain/Suspected Acute Coronary Syndrome protocol # 501/5001.
b. Appropriate emergency PPCI centers include facilities with one of the following:

1) Facilities, licensed by the Department, that provide either a) open heart surgery
or b) percutaneous coronary intervention (PCI) with an exemption of requirement
for open heart surgery. Facilities that provide emergency PCI are expected to
provide these services 24 hours per day. NOTE i Facilities licensed to provide
only diagnostic cardiac catheterization are NOT appropriate destinations for
EMS patients with STEMI.

2} Facilities certified as a Primary Heart Attack Center by The Joint
Commission/American Heart Association or certified as a Chest Pain Center with
PPCI by the American College of Cardiology-

c. ltisreasonable to bypass a closer facility and transport directly to a center with emergency
PPCI capabilities if the ground transport time is < 45 minutes.

d. If facility capabilities are not known or if the EMS provider believes that the patient may not
be stable for the extended travel time to the closest center with PPCI capability, the EMS
provider should contact a medical command physician to assist with destination decision.

e. Contact medical command if the patient or a person with legal authority to act for the patient
refuses transport to the closest appropriate center with PPCI capabilities.

8 Stroke exception. 3 A ground ambulance may transport a patient with suspected acute stroke to
an acute stroke ready hospital, primary stroke center, thrombectomy-capable stroke center, or
comprehensive stroke center.

a. Follow Suspected Stroke protocol #706/7006.

b. The Department of Health maintains a listing of recognized stroke centers. Found at
https://www.health.pa.gov/topics/[EMS/Pages/Recognized-Stroke-Centers.aspx

c. lItisreasonable to bypass a closer facility and transport directly to the closest primary stroke
center, thrombectomy-capable stroke center, or comprehensive stroke center if the ground
transport time is < 45 minutes. Otherwise transport to an acute stroke ready hospital, if that
facility can be reached within 45 minutes.

d. If facility capabilities are not known or if the EMS provider believes that the patient may not
be stable for the extended travel time to the closest acute stroke ready hospital, primary
stroke center, thrombectomy-capable stroke center, or comprehensive stroke center, the
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9

10

11

12

13

EMS provider should contact a medical command physician to assist with destination
decision.

e. Contact medical command if the patient or a person with legal authority to act for the patient
refuses transport to the closest appropriate stroke center.

Pediatric exception.® A ground ambulance may transport a pediatric patient (14 years of age or
younger) to the closest receiving center with inpatient pediatric capabilities if the patient is believed
to be stable for the anticipated transport time and if the difference in transport time is reasonable.

Pregnancy exception. A ground ambulance may transport a patient with any pregnancy-related
complaint who is at or beyond 20 weeks gestational age to the closest receiving facility with a
licensed obstetrical care unit if the patient is believed to be stable for the anticipated transport time.

a. Follow Emergency Childbirth Protocol #781.

b. Itis reasonable to bypass a closer facility and transport directly to the closest facility with
a licensed obstetrical care unit if the ground transport time is <45 minutes. Otherwise
transport to a closer appropriate facility.

c. If the patient appears to be in active labor or there are complicated delivery conditions,
contact medical command as soon as possible. Contact medical command prior to leaving
scene, if possible, to assist with destination decision if needed.

d. If the patient refuses transport to the closest facility with a licensed obstetrical care unit,
contact medical command.

Closest receiving facility on fi d i v e r exteption.® A ground ambulance may transport a
patient to the next closest receiving facility if the closest centerisonfi d i vTde groand ambulance
service may not consider a receiving facility to be on divert unless that facility has notified the
ground ambulance service of the divert condition through local or regional EMS councils, county or
|l ocal PSAP, or the state Healthcar.e I ncident

Medical command exception. Transport by ground ambulance to a facility other than the facility
suggested by this protocol if directed by a medical command physician because the medical
command physician is presented with medical circumstances that lead the medical command
physician to reasonably perceive that a departure from the prior provisions in this protocol is in the
p at i besttinferest. This may occur in the following situations:

a. The medical command physician determines, in conjunction with the closest receiving
facility, that anticipated specialty care is not available at the closest receiving facility (e.g.
hyperbaric oxygen, critical care, post-cardiac arrest care, burn care, specialty pediatric
care,et c é)

b. The medical command physician determines that the patient has a condition that should
be treated at the closest receiving facility.

Medical command assistance. If the crew of a ground ambulance has any question regarding the

facility to which a patient is to be transported or whether the patient is stable enough for

transportation to a further facility that has been requested by the patient or his/her legal

representative, the crew shall contact a medical command facility for assistance. Ideally, this

medical command facility will be either the medical command facility at the closest receiving facility

or at the closest facility with special capabilities for the patient or the EMS a g e n cugudls
centralized medical command facility.

a. The ground EMS provider communicates the request to a medical command physician
and, if the medical command physician has a reasonable cause to believe that the
difference in estimated transport time could adversely affect the p at i eanditidrs or
recovery, the air medical crew or medical command physician provides that information to
the patient or legal representative.
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b. The medical command physician determines that the patient or the pat i degal 6 s
representative is alert and oriented and communicates an understanding of the potential
adverse consequences to the patient if the request is followed.

B. Contact with receiving facility. Communicate with the receiving facility as soon as possible to
provide patient information and an estimated time of arrival. The Medical Command Contact
protocol #901/9001 will differentiate whether an EMS notification or medical command contact
should be used to communicate patient information to the receiving facility. Provide this information
to the receiving facility as soon as possible, since the information may affect the mobilization of
various resources within the facility in preparation for the arrival of the patient. The mobilization of
these resources may vary among facilities.

NOTES:

1. fReceiving facilityorefers to a hospital that is currently licensed in this Commonwealth and similarly
recognized facilities in adjacent states.

2. These exceptions are not applicable if the patient does not have an adequate airway and cannot
be adequately ventilated, has rapidly worsening vital signs, or has absence of vital signs. Under
these circumstances, the patient shall be transported by the fastest possible means to the receiving
facility.

3. The ambulance crew need only have a good faith belief that the person has legal authority to make
the decision for the patient, provided the crew is without knowledge of facts negating that authority.

Performance Parameters:

A. Review PCRs for patients not transported to closest facility for specific documentation of patient
choice or other appropriate reason for not transporting to closest facility.

Authority:

A. This protocol applies to all persons regulated under the EMSS Act when they are involved with the
transport of a patient by ground ambulance.

B. This protocol is not meant to restrict EMS agencies from using appropriate destinations that are
alternatives to hospitals when part of a mobile integrated healthcare/ community paramedic
program that is consistent with care delivered under the EMS System Act of 2009.
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TRAUMA PATIENT DESTINATION CRITERIA

Assess patient for any one of the following

v

Physiologic Criteria:
9 Patient does not follow commands (GCS Motor O5) CATEGORY | TRAUMA
1 Hypotension, even a single episode (SBP < 90 mmHg) A Requires immediate transport to
i Respiratory rate <10 or >29 breaths/minute or need for atrauma center (Level 1 or 2), if
ventilator support (<20 in age < 1 year) within 45 minutes
Anatomic Criteria: A Otherwise, transport to a Level 3
I Penetrating injury to head, neck, torso and extremities E;%rr?tfgrrrfd;?;r%tezzlfa:rrauemaatl the
proximal to elbow or knee (unless obviously superficial) —YES ' patl veatt
: » i : Level 3 or Level 4 center within
I Chest wall instability or deformity (for example, flail chest) 45 minutes or before an air
I Two or more proximal long-bone (humerus or femur) ambulance can arrive to the
fractures pat i dacatiérs
I Crushed/degloved/mangled or pulseless extremity A Notify Trauma Center ASAP
9 Amputation proximal to wrist or ankle (including category and ETA)
{| Pelvic fractures
I Paralysis (spinal cord injury)
[
P
Mechanism of Injury: CATEGORY 2 TRAUMA
T Falls -_—
 Adult: > 20 feet (one story = 10 feet) EITHER:
ﬂ_ Ch_lldren: > 10 feet or 2-3 x height of child {1 Contact Medical Command at
I High Risk Auto Crash - _ closest Trauma Center (Level
I Passenger compartment intrusion, including roof: > 12 1,2,0r 3) for authorization for
in. occupant site or > 18 in. into compartment any site air medical transport if
9 Ejection (partial or complete) from automobile needed.
I Death in same passenger compartment VES OR
9 Auto vs. pedestrian/ bicyclist thrown, run over, or significant ||
(>20 mph) impact i Transport by ground to
1 Motorcycle crash > 20 mph closest Trauma Center (Level
Other factors combined with traumatic injuries: 1,2, or 3) (if within 45
I Older Adults: SBP<110 may indicate shock after age 65 minutes)
9 Anticoagulants or bleeding disorder { Otherwise, transport to
f Burns with trauma mechanism closest Level 4 Trauma
9 Pregnancy (>20 weeks) Center (if within 45 minutes).
I Finger amputation

CATEGORY 3 TRAUMA
TRANSPORT TO CLOSEST APPROPRIATE RECEIVING FACILITY:

1 Frequently reassess for Category 1 or 2 criteria

1 Contact medical command, if doubt about appropriate
destination
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TRAUMA PATIENT DESTINATION
STATEWIDE BLS PROTOCOL
CRITERIA:

A. All patients, in the prehospital setting, with acute traumatic injuries.
EXCLUSION CRITERIA:
A. Patients who are being transported from one acute care hospital to another.

B. Patients who do not have acute traumatic injuries or patients with a medical problem that is more
serious than any associated minor acute traumatic injuries.

C. Patients transported by air ambulance. Air ambulance personnel will use the Statewide Air Medical
Transport Trauma Patient Destination Protocol #190.

POLICY:
A. Extremely critical patients that are rapidly worsening:

1. Patients with the following conditions should be transported as rapidly as possible to the closest
receiving hospital: 2

a. Patients without an adequate airway, including patients with obstructed or nearly
obstructed airways and patients with inhalation injuries and signs of airway burns).

b. Patients that cannot be adequately ventilated.

c. Patients exsanguinating from uncontrollable external bleeding with rapidly worsening vital
signs (for example, a patient with severe hypotension and rapid bleeding, from a neck or
extremity laceration, that cannot be controlled.).

d. Other patients, as determined by a medical command physician, whose lives would be
jeopardized by transportation to any but the closest receiving hospital.

2. The receiving facility should be contacted immediately to allow maximum time to prepare for
the arrival of the patient.

B. All other patients with acute traumatic injuries: Use accompanying flow chart to determine
p at i waurhaftriage category, and transport accordingly: 2

1. Category 1 trauma patient destination [These anatomic or physiologic criteria are strongly
correlated with severe injury and the need for immediate care at a trauma center, when
possible]:

a. Transport patient to the closest trauma center (Level 1 or 2) #° by the method that will
deliver the patient in the least amount of time if patient can arrive at the closest Level 1 or
2 trauma center in O 45 minutes. These patients should only be taken to a level 3
(preferably) or level 4 trauma center when the patient can arrive at a level 3 or 4 trauma
center by ground in less time than it will take for an air ambulance to arrive atthep at i ent 6 s
location. It is generally best for these patients to be taken to a trauma center, but if they
cannot reach any trauma center in a reasonable time (e.g. 45 minutes by ground), they
should be transported to the closest ED. Consider contacting medical command to assist
with this decision.

b. Transport patient by ground if driving time to a Level 1 or 2 trauma center is O45 minutes.
Consider air transport if either:

1) Air transport will deliver the patient to the Level 1 or 2 trauma center sooner than
ground transport, or

2) Patient has a GCS 08, and air ambulance crew will arrive at patient in less time than
the time to transport to closest trauma center.

c. Communicate patient report and ETA to receiving trauma center as soon as possible,
because this permits mobilization of the trauma team priortothep at i arrval.d s

2. Category 2 trauma patient destination [These patients may benefit from evaluation and
treatment at a trauma center, but mechanism of injury alone is not strongly related to serious
patient injuries. If ground transport to a trauma center (Level 1, 2, or 3) can be accomplished
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in 045 minutes, air transport is generally not necessary for these patients who do not meet
anatomic or physiologic trauma triage criteria.]

a. If air ambulance transport is thought to be needed, contact medical command (if
communication capability permits) at closest trauma center. If communication with medical
command at closest trauma center is not possible, contact medical command at closest
non-trauma center if possible.

b. Reassessp at i eonditiéngrequently for worsening to Category 1 trauma criteria.

c. Transport patient to the closest Level 1, 2, or 3 trauma center,*® if patient can arrive at this
center in O 45 minutes. If a Level 1, 2, or 3 trauma center ¢ a nb@ reached within 45
minutes, then preference should be given to transport to a Level IV trauma center over
other community hospitals. It is generally best for these patients to be taken to a trauma
center, but if they cannot reach any trauma center in a reasonable time (e.g. 45 minutes
by ground), they should be transported to the closest ED. Consider contacting medical
command to assist with this decision or to authorize air transport.

d. Communicate patient report and ETA to receiving trauma center as soon as possible,
because some trauma centers may mobilize a trauma team for Category 2 trauma patients.

Category 3 trauma patients [Transportation of these patients to the closest receiving facility
is generally acceptable.]

a. Transport to appropriate local receiving hospital

b. Reassess patient frequently for worsening to Category 1 or 2 criteria.

C. Air medical transport considerations:

1.

When choosing transport by air, in addition to the actual transport time, which is clearly faster
by air, EMS providers should consider the amount of time required for arrival of an air
ambulance, patient preparation by the air medical crew, and patient loading.

When air ambulance transport is indicated, EMS providers must request an air ambulance
through the local PSAP without requesting a specific air ambulance service. The incident
command system, when in place, should be used to accomplish this request. The PSAP should
initially contact the air ambulance service that is based closest to the scene.

The air ambulance may bring equipment and personnel with resources that are not available
on the ground ambulances. These may be useful in the following situations:

a. Patients with GCS O8 may benefit from advanced airway techniques that the air medical
crew can perform.

b. Air ambulance services may transport specialized medical teams for the treatment of
unusual situations (for example, severe entrapment with the possibility of field amputation).

Prolonged delays at scene while awaiting air medical transport should be avoided.

a. If an air ambulance is not available due to weather or other circumstances, transport the
patient by ground using policy section B to determine destination.

b. If patient is not entrapped, transport to an established helipad (for example a ground
helipad at the closest receiving hospital 7, an FAA helipad at an airport, or other
predetermined landing zone) if the ETA to the helipad is less than the ETA of the air
ambulance to the scene.

Air ambulances will transport patients with acute traumatic injuries to destinations consistent
with the Air Ambulance Trauma Patient Destination Protocol #190, and these patients will
generally be transported only to a Level 1 or 2 center.

D. Considerations related to contact with medical command:

1.

When medical command is required for a Category 1 or 2 trauma patient, contact a medical
command facility accessible to the EMS provider using the following order of preference:

a. The receiving trauma center if the destination is known and that center is also a medical
command facility.

b. The closest trauma center with a medical command facility.

c. The closest medical command facility.
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2. If the patient will be transported by air ambulance, the air ambulance crew will determine the
destination based upon the Statewide Air Medical Trauma Patient Destination Protocol.

3. Transport by ambulance to a facility other than the closest appropriate trauma center is
permitted if directed by a medical command physician if the medical command physician is
presented with medical circumstances that lead the medical command physician to reasonably
perceive that a departure from the prior provisions in this protocol is inthe pat i dast 6 s
interest. This may occur in special situations including the following:

a. Specialty care is required that is not available at the closest trauma center (e.g. pediatric
trauma center resources or burn center resources).

b. The closest appropriate trauma centerison i d i v e based aporoinformation from that
center.

c. The patient or other person with legal authority to act for the patient refuses transport to
the closest appropriate trauma center.

Notes:

1. Patients in cardiac arrest who have penetrating trauma or are in third trimester (>24 weeks) of
pregnancy should be taken to the closest trauma center if time to arrival at the closest trauma
center is 15 minutes or less. Otherwise, patient should be transported to the closest hospital.

2. Transport should generally not be delayed while awaiting the arrival of ALS service or an air
ambulance unless the ALS service or air ambulance has a confirmed ETA to the scene that is less
than the ETA to the closest hospital.

3. Although these categories may be useful in identifying patients who should be transported to a
trauma center during a mass casualty incident, patient transport prioritization should follow the
system identified in the regional/ local mass casualty incident plan.

4. ATr aCmwa t referdto a Level 1, 2, 3, or 4 Trauma Center that is currently accredited in this
commonwealth and similarly qualified trauma centers in adjacent states. The most current
Department lists of these resources should be used for reference. This definition of trauma center
applies throughout this protocol.

5. Pediatric patient considerations: Patients that are 14 years of age or younger should be
transported to the closest pediatric trauma center (Level 1 or 2 Pediatric Trauma Center) if the
p at i eonditi@ngs not extremely critical (see policy section B.1. above) and the transport time to
the pediatric trauma center is no more than 45 minutes.

6. If the patient is not entrapped, EMS providers should generally not wait on scene for an air
ambulance if the ETA of the air ambulance is longer than the ground transport time to the closest
h o s p i helipdd.6 Bstablished helipads are generally safer than scene landing zones, and the
resources of the adjacent hospital are available if the air ambulance is delayed or has to abort the
flight. When using a helipad that can be accessed without entering a hospital, the pat i ent 6s
transport should not be delayed by stopping for evaluation within the hospital. If there is a significant
delay in the arrival of the air ambulance, the patient should be taken to the h o s p i EDafdr 6 s
stabilization. Contact with medical command may be used if doubt exists about whether the patient
should be evaluatedintheh o s piEDal 6 s

7. This does not apply to hospital rooftop helipads that require access through the hospital. If a patient
must be taken through a hospital to access their helipad, EMTALA requirements may cause a delay
while the patient stops for an evaluation in the ED. EMS providers should avoid accessing these
receiving facilities for the use of their helipad unless the patient meets the criteria of extremely
critical patients who are worsening rapidly as defined in Policy section B.1. above.

Performance Parameters:

A. Review all cases where patient meets criteria for Category 1 or 2 Trauma for appropriate
destination and appropriate use of air transport.

B. Review on-scene time of all patients meeting Category 1 or Category 2 criteria. Consider possible
benchmark of <10 minute on-scene time at in at least 90% of non-entrapped cases. Review all
cases where on-scene time is > 10 minutes for appropriateness of care and documentation of
reason for prolonged on-scene time.
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AIR MEDICAL TRANSPORT FOR NON-TRAUMA PATIENTS
STATEWIDE BLS PROTOCOL
Criteria:
A. Patient with ST-elevation myocardial infarction (STEMI) for whom air transport is considered.
B. Patient with acute stroke symptoms for whom air transport is considered.

C. Patient with any medical emergency for which direct air medical transport from the scene is being
considered.

Exclusion Criteria:

A. Patient requiring air medical transport for traumatic injury i See Trauma Patient Destination
Protocol #180

Possible Medical Command Orders:
A. Authorization of Air Ambulance transport for the patient

B. Transport by ground to appropriate facility (local hospital or more distant hospital for specialized
care).

Policy:
A. Medical considerations when requesting air ambulance transport:
1. Extremely critical patients that are rapidly worsening:

a. Patients with the following conditions should be transported as rapidly as possible to the
closest receiving hospital:

1) Patients without an adequate airway.
2) Patients that cannot be adequately ventilated

3) Other patients, as determined by a medical command physician, whose lives would be
jeopardized by transportation to any but the closest receiving hospital.

b. Transport should generally not be delayed while awaiting the arrival of ALS service or air
ambulance unless the ALS service or air ambulance has a confirmed ETA to the scene
that is less than the ETA to the closest hospital.

c. STEMI patients:

1) A 12-lead ECG should be obtained before contact with medical command to request
air transport for a patient with suspected STEMI. Also follow Suspected Acute
Coronary Syndrome protocol #5001. For the best patient care, it is ideal that this ECG
be transmitted to the medical command facility and (eventually) to the receiving facility
once determined.

2) Transport the patient by ground if driving time to the specialty center capable of
providing emergency primary percutaneous coronary intervention (PPCI) is less than
30-45 minutes.

d. Acute stroke patients:

1) Consider air medical transport if ground transport to the nearest certified stroke center
is > 45 minutes AND patient was last seen well within the last 3 hours. Contact with
medical command should be used to determine whether patients with stroke symptoms
should be transported by air and which stroke level of stroke center is the most
appropriate destination. Also follow Stroke protocol #706/7006.

2) The time urgency for acute stroke patients applies to patients who are candidates for
thrombolytic therapy. Patients with contraindications to thrombolytic therapy should not
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be transported by air solely for the purpose of reducing transport time to a stroke
center.

3) Transport the patient by ground if driving time to the certified primary, thrombectomy-
capable, or comprehensive stroke center is less than 45 minutes.

e. Other patients requiring specialty care not available at closest hospital

1) Transport the patient by ground if driving time to the specialty center (burn center, etc.)
is less than 36-45 minutes.

B. Air medical transport considerations:

1. When considering transport by air, in addition to the actual transport time, which is clearly faster
by air, EMS providers should consider the amount of time required for arrival of an air
ambulance, patient preparation by the air medical crew, and patient loading.

2. When air ambulance transport is indicated, EMS providers must request an air ambulance
through the local Public Safety Answering Point (PSAP) without requesting a specific air
ambulance service. The PSAP should initially contact the air ambulance service that is based
closest to the scene.

3. The air ambulance may bring equipment and personnel with resources that are not available
on the ground ambulances. These may be useful in the following situations:

a. Patients with GCS O8 may benefit from advanced airway techniques that the air medical
crew can perform.

b. Air ambulances may transport specialized medical teams for the treatment of unusual
situations (for example, neonatal teams). Although gathering a specialized team may
dramatically lengthen the time to arrival of the air ambulance to the scene.

4. Prolonged delays at scene while awaiting air medical transport should be avoided.
C. Considerations related to contact with medical command:

1. Medical command must be contacted, when possible, for approval for air medical
transport for any non-trauma patient that the EMS practitioner believes would benefit by
air medical transport.

2. The EMS provider should contact a medical command facility accessible to the EMS provider
using the following order of preference:

a. The closest specialty facility (based upon the p at i enadicdl sondition) that is also a
medical command facility. For example, the closest center capable of emergency PCI for
patient with STEMI. Regional protocol may establish a list of emergency STEMI centers or
stroke centers.

b. The closest medical command facility. In regions where the EMS practitioner is not aware
of the location of the closest facility capable of handling the p at i @eaedsbtle closest
medical command facility should be contacted. If the closest medical command facility
orders air transport to a further away specialty center, then the EMS practitioner should
also contact the specialty receiving center, preferably via their medical command facility,
as soon as possible to provide patient information.

3. If the patient will be transported by air ambulance, the air ambulance crew will determine the
destination, and they will transport the patient to the closest facility that can provide the
specialized care.

Performance Parameters:

A. 100% audit of all cases for appropriate use of air medical evacuation and appropriate use of other
applicable protocols (e.g. Chest pain, CVA)
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TRAUMA PATIENT DESTINATION i AIR TRANSPORT
STATEWIDE BLS PROTOCOL

Purpose:

A. This protocol shall ensure that when an air ambulance service has been contacted to transport a
patient in the prehospital setting, and that patient has sustained an acute traumatic injury, the
patient is transported to the most appropriate receiving facility.

Criteria:

A. All patients, in the prehospital setting, with acute traumatic injuries for which air ambulance
transport has been requested.

Exclusion Criteria:
A. Patients who are being transported from one acute care hospital to another.

B. Patients who do not have acute traumatic injuries, or patients with a medical problem that is more
serious than any associated minor acute traumatic injuries.

Policy:
B. Trauma patients transported from prehospital scenes

1. Transport to closest Level 1 or Level 2.! Unless specifically permitted by this protocol,
trauma patients transported by air ambulance shall be transported to the closest Level 1 or 2
trauma center without distinguishing between Level 1 and Level 2 centers. For the purpose of
this protocol, areferenceto i ¢ | otsaensmat e n tskal ke construed to mean the Level 1 or
2 trauma center that is closest to the patient in terms of air transport distance.?

2. Multiple/mass casualty incidents (MCI). This does not imply that all patients in an MCI must
be transported to the closest Level 1 or 2 trauma center. At a mass casualty incident, individuals
within the incident command structure (e.g. transport officer) should communicate with
receiving trauma centers to determine the capacity for patients at each center and should
distribute seriously ill patients as appropriate. If all patients transported by air will not be
accommodated at the closest Level 1 or 2 center, then consideration should be given to
transporting patients who are related to each other to the same trauma center, if the center can
accommodate these patients.

3. Weather conditions exception. Transport by air ambulance to a trauma center other than
the closest Level 1 or 2 center is permitted if the pilot determines that weather conditions
prohibit air travel to the closest trauma center.

a. In this case, transport shall proceed to the closest trauma center (Level 1 or 2 preferred)
permitted by weather conditions.

b. If air transport to the closest trauma center accessible due to weather will take longer than
ground transport to the closest trauma center, the patient shall be transported by ground
ambulance.

4. Ten-mile exception.®>*® Transport by air ambulance to a Level 1 or 2 trauma center other
than the closest center is permitted if the difference between the air transport distance to the
other center and air transport distance to the closest center is ten nautical miles or less.

5. Pediatric exception.>**5 An air ambulance may transport a pediatric patient (14 years of age
or younger) to the closest pediatric trauma center if the difference between the air transport
distance to the pediatric center and the air transport distance to the closest Level 1 or 2 trauma
center is 30 nautical miles or less.

6. Burn patient exception.>*® An air ambulance may transport a patient with serious burns® to
the closest burn center if the difference between the air transport distance to the burn center
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and the air transport distance to the closest trauma center is 30 nautical miles or less.
Additionally,

a. If there is no burn center within the additional 30 nautical miles of air transport distance
and the air medical crew determines that the p a t i eomditidnsis stable, the crew shall
contact a medical command facility for direction as to whether it should transport to a more
distant burn center.

b. Ifthe burn is associated with other acute traumatic injury, the burn center destination must
also be a trauma center.

c. If the patient is 14 years of age or younger, the burn center must be capable of treating
pediatric burn patients.

d. If a burn patient has a suspected inhalation injury, the patient must be transported to the
closest trauma center unless the p at i a@irwhybhas been protected by endotracheal
intubation prior to transport.

7. Traumacenteronfidi v e r exceptiom.® An air ambulance may transport a patient to the
next closest Level 1 or 2 trauma center if the closest centeris on i d i vf@ trauma patients.
[In some situations, necessary resources may not be available at the closest trauma center
(e.g. the center is on diversion for trauma patients because the ¢ e nt eesofirses are
committed to other trauma patients).]

a. The air ambulance service may not consider a trauma center to be on divert for trauma
patients unless that center has notified the air ambulance service of the divert condition.
This notification from the trauma center may be through the air ambulance s er vi ce 6 s
communication center or by direct communication with the air ambulance. This notification
may occur by any type of communication, including web-based diversion notification.

b. Inthe case of a mass casualty incident, the air ambulance crew shall follow the direction
of the designated EMS Transport Officer, or his/her designee, related to transport to an
alternate trauma center if the closest trauma center does not have the resources to accept
the patient based upon communication that occurs between the trauma center(s) and the
EMS Transport Officer or other designated official.

8. Medical command exception. Transport by air ambulance to a facility other than the closest
trauma center, or transport by ground ambulance to a facility instead of air transport to the
closest trauma center, is permitted if directed by a medical command physician because the
medical command physician is presented with medical circumstances that lead the medical
command physician to reasonably perceive that a departure from the prior provisions in this
protocolisinthep at i besttinferest. This may occur in the following situations:

a. The medical command physician determines, in conjunction with the closest trauma center,
that anticipated specialty care is not available at the closest trauma center (e.g. hyperbaric
oxygen, extracorporeal rewarming, burn care, specialty pediatric care,e t ¢ é )

b. The medical command physician determines that the patient has a condition that should
be treated at the closest receiving facility or would be most appropriately treated by ground
ambulance transport.

9. Patient choice exception.® Transport by air ambulance to a facility other than the closest
Level 1 or 2 trauma center or other facility that meets the criteria in sections 1-7 is permitted if
the patient or other person with legal authority to act for the patient (hereafter Al e g a |
r epr es e hmakes anursaidited request for transport to a different facility. This is subject

to the following:

a. The air medical crew does not discuss possible destinations other than destinations that
meet the criteria in sections 1-7 of this protocol, unless such discussion is initiated by the
patientorthep at i Egaktrépesentative.
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b. The air medical crew communicates the request to a medical command physician and, if
the medical command physician has a reasonable cause to believe that the difference in
estimated transport time could adversely affect the p a t i eomditiénsor recovery, the air
medical crew or medical command physician provides that information to the patient or
legal representative.

c. The medical command physician determines that the patient or the pat i degal 6 s
representative is alert and oriented and communicates an understanding of the potential
adverse consequences to the patient if the request is followed.

d. The request is not unreasonable. Circumstances in which the request may be considered
to be unreasonable include, but are not limited to, weather conditions as determined by the
pilot make the transport to the trauma center hazardous, and the travel time to the trauma
center is excessive.

10. Medical command assistance. If the crew of an air ambulance has any question regarding
the facility to which a patient is to be transported or whether the transport should be made by
ground or air ambulance, the crew shall contact a medical command facility for assistance.
Ideally, this medical command facility will be either the medical command facility at the
institution affiliated with the air ambulance service or at the closest trauma center.

C. Contact with receiving trauma/burn center

1. Communicate with the receiving center as soon as possible to provide patient information and
an estimated time of arrival. The air ambulance crew should do this, if feasible, since it is the
best source of patient information. Provide this information to the receiving facility as soon as
possible, since the information may affect the mobilization of various resources within the
facility in preparation for the arrival of the patient. The mobilization of these resources may vary
among centers. In carrying out this responsibility the following apply to the air ambulance crew:

a. Give precedence to contact with the receiving center over contact with the air ambulance
medical command when orders beyond standing treatment protocols are not needed or
anticipated.

b. Do not delay transporting the patient while waiting to establish communication with the
receiving facility.

c. Contact the receiving center by the method preferred by the center (within the air
ambulance's communication capabilities).

d. Follow medical direction given by the receiving ¢ e n t madidas command facility. Note:
The air ambulance service may require that medical command orders received from a
receiving facility's medical command be verified or adjusted by the airambulances er vi ce 6 s
primary medical command but this should be a rare exception.

D. Resources to assist air medical services. When available, the most current Department records
of the following resources shall be used to assist an air medical service when using this protocol,
unless the air ambulance service has more recent information:

1. Centers Designated to Receive Patients with Trauma

a. Trauma Centers including a designation of centers specially qualified to receive pediatric
trauma patients.

b. Burn Centers, including a designation of centers specially qualified to receive pediatric burn
patients.

c. Centers capable of providing hyperbaric oxygen therapy
d. Centers capable of extracorporeal rewarming (cardiac bypass)

2. Designated method of contacting each trauma center, including preferred radio frequency or
Phone number.
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NOTES:

1. ATr amar t eferd to a Level 1 or 2 trauma center that is currently accredited in this
Commonwealth and similarly qualified trauma centers in adjacent states (See section D.1.a.). This
definition of trauma center applies throughout this protocol.

2. f Afransportd i st arefersethe distance from the landing zone at the scene to the landing
zone at the trauma center as measured in nautical miles.

3. This ten-mile exception, pediatric exception, burn patient exception, or patient choice exception is
not applicable if:

a. During air transport the patient does not have an adequate airway and cannot be adequately
ventilated, has rapidly worsening vital signs, or has absence of vital signs. Under these
circumstances, the patient shall be transported by the fastest possible means to the closest
trauma center, or based upon crew judgment may be transported to the closest receiving
facility.

b. When the patient has not yet been loaded into an air ambulance, if the patient does not have
an adequate airway and cannot be adequately ventilated or is exsanguinating externally with
rapidly worsening vital signs. Under these circumstances, the air medical personnel shall
strongly consider transport by ground ambulance if the estimated transport time to the closest
receiving facility (whether or not this facility is a trauma center) by ground ambulance is shorter
than the estimated transport time by air to that facility or any other receiving facility.

4. When this exception is applicable, the air ambulance crew may offer the patientorthepat i ent 6 s
legal representative discretion to choose transport to any facility permitted by the exception.

5. This exception shall not be used in conjunction with or cumulative to any other exception.

6. Serious burns are defined as burns that meet the American Burn Association or American College
of Surgeons burn unit referral criteria.

7. The ambulance crew need only have a good faith belief that the person has legal authority to make
the decision for the patient, provided the crew is without knowledge of facts negating that authority.

Performance Parameters:

A. Review of documentation for adherence to protocol for all acute trauma patients in the prehospital
setting who are not transported to the closest trauma center.

Authority:

A. This protocol applies to all persons regulated under the EMSS Act when they are involved with the
transport of a trauma patient by an air ambulance or involved in the process of determining whether
an air ambulance should be used to transport a trauma patient.

B. This protocol is issued pursuant to section 88105(c) of the EMSS Act, 35 Pa.C.S. §8105(c), which
gives the Department of Health authority to establish protocols for the transport and transfer of
acutely ill and injured patients to the most appropriate facility.
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AIR AMBULANCE SAFETY CONSIDERATIONS
STATEWIDE BLS PROTOCOL

Criteria:
A. Landing zone operations associated with use of an air ambulance.
Exclusion Criteria:

A. These guidelines provide general information related to safety when interacting with air
ambulances. This general information may augment information that is provided by local air
ambulance services, but since specific recommendations may differ by aircraft type or other factors
it is not meant to such information.

Procedure:
A. Landing Zone (LZ) Recommendations :
1. Location:
a. Global Positioning Satellite (GPS) systems may assist providing precise location of LZ.
2. Size:
a. Depends on size of aircraft, mostuse 1 0 &H 0 0 6 .

b. A larger LZ is recommended when higher surroundings and obstacles are present or
multiple aircraft are responding.

3. Slope:
a. Must be relatively level.
4. Ground cover:

a. Dust can cause i b r oomntwbere dust generated by rotor wash obscures pi | ot 6s
visualization.

b. Snowcancausefi who tie 0.

c. Both can be planned for and overcome by pilotd be prepared for lots of blowing debris.

d. Graveld rotor wash throws graveld broken windows, paint damage, eye injuries can occur.

e. Otherd be aware of anything in and around LZ such as twigs, tents, charts, linen,

mattresses, rope, scene tape, garbage cans, turnout gear, rescue and medical equipment.

—h

Mudd aircraft can sink resulting in structural damage and difficulty taking off.
g. Brush--should not be more than 1-2 ft deep, may need to be cut or tramped down.
5. Obstacles:

a. Antennas, buildings, towers, wires, poles, hills, etc up to a mile from the LZ should be
reported to the pilot. Do not assume that they see them.

b. Other obstacles in the immediate vicinity of the LZ must be identified and relayed to the
aircraft by the LZ Officer--Wires, poles, signs, antennas, trees, fences, geography, ground
depressions, livestock, bystanders, apparatus and other vehicles, buildings, grave
markers, etc.

6. Using roadways as LZ:
a. NO vehicular traffic through LZ, including police, fire, and EMS vehicles.
b. NO pedestrian traffic.
c. PSP and local police maintain authority in decision to close roadways and thoroughfares.
B. Marking the LZ:

1. Mark 4 corners of desired landing spot with a 5" marker on side wind is coming from, so that
the pilot can determine wind direction for landing

2. DO NOTPOINT WHITE LIGHTS AT THE AIRCRAFT AT ANY TIME!!! (Blinds pilot, ruins night
vision.)

3. Flares
a. Good at night can be seen from a great distance.
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b. Limited use during the day, hard to see from the air.

c. Be aware of fire potential caused by rotor wash.

d. Be sure to collect after use.

Traffic cones

a. Easy to see in daylight.

b. Blown over easily unless weighted.

c. Not useful at night unless internally illuminated by very bright light.
Strobes are not useful.

Vehicles are not recommended, as they become obstacles.
Personnel are not recommended as markers.

Rotating red, yellow, or blue lights

a. Easy to see at night from miles away.

b. Pilot may ask for them to be turned off after LZ is identified depending on overall
illumination

Miscellaneous:

a. Control bystanders to prevent their approach to aircraft and LZ.
b. Pilot always has the final say in LZ acceptance.

c. Many variables occur even if LZ has been used in the past.

C. Rotor craft safety:

1.
2.

© ©® N o

11.
12.
13.
14.

All personnel should be outside LZ during landing and take-off.

Never approach the aircraft unless requested or accompanied by air ambulance crewmember
from the air ambulance.

Never open doors or operate aircraft mechanisms under routine conditions.

Never approach aircraft from front or backd only from the side and only when requested by a
crewmember.

Tail rotor spins at high rate making it difficult to see and avoid, some are close to the ground
(within striking distance to humans).

Main rotor systems vary widelyd some types come within 4-5 ft of ground.
No running near aircraft.

No smoking within 100 ft (jet fuel and oxygen present).

No vehicles inside LZ.

. Never approach or depart from an aircraft on a side where the ground is higher than the ground

the aircraft is sitting on.

All loose objects must be secured before aircraft lands and departs.

Close all vehicle doors during landing and takeoff.

An engine company at LZ is not necessary unless required by local protocol.
Hot Loading:

Follow air ambulance crew direction carefully.

Wear turnout gear if available including eye, head, and ear protection.
Remove all baseball caps and hats and store safely.

Approach Aircraft only when accompanied by air ambulance crew.

After loading the patient, depart aircraft and LZ by the exact path used to enter.

-~ 0 20 T ®

Never carry anything that is higher than the level of your head (including IV bags.)
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Criteria:
A. All patients.

Exclusion Criteria:
A. None

Procedure:

INITIAL PATIENT CONTACT
STATEWIDE BLS PROTOCOL

A. Scene Size-Up:

1.

4,

Evaluate scene safety i see Protocol # 102.

a. If scene is unsafe and cannot be made safe, do not enter.

Utilize appropriate Body Substance Isolation / Universal Precautions i see Protocol # 103.
Determine Mechanism of injury (MOI) or nature of illness and number of patients.

a. Initiate local or regional mass casualty plan if the number of surviving patients exceeds the
threshold for initiating such plan (in accordance with applicable regional protocol). Call for
additional BLS/ ALS ambulances if needed.

Summon ALS or air ambulance service, if indicated and available.

B. All Patients:

1.
2.

8.
9.

If trauma MOI, stabilize cervical spine during assessment.

Perform initial assessment. (Form a general impression of the patient; determine the chief
complaint and/or life-threatening problems; determine responsiveness; assess airway and
breathing; assess circulation.) !

Assure open airway; proceed with obstructed airway treatment if needed.
If pulseless, proceed to appropriate protocol:

a. DOA protocol # 322 or OOH-DNR protocol # 324 if indicated, or

b. Cardiac Arrest (General) protocol #331, or

c. Cardiac Arrest (Traumatic) protocol # 332 if a traumatic injury is clearly responsible for
pat i eandiadasrest.

If breathing is inadequate, ventilate patient as needed.
Control any serious or uncontrolled bleeding i see Protocol #601

Obtain history (SAMPLE & OPQRST) and perform focused physical exam.
Treat and transport per applicable protocol(s).

10. Nausea may be improved by allowing patient to smell or sniff an open alcohol prep/wipe.

Notes:

If assessment of patient justifies ALS or air medical care, summon ALS or air ambulance service if
available and not already dispatched. See Indications for ALS Use protocol #210 and Trauma
Patient Destination protocol # 180.
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OXYGEN ADMINISTRATION
STATEWIDE BLS PROTOCOL

Criteria:

A. Patient presenting with one of the following conditions:

1. Shock
2. Shortness of breath or respiratory distress

3. Inhalation injury/ toxicity (including carbon monoxide exposure, smoke inhalation, chemical
inhalation,e t c é)

Suspected or known stroke or seizure

Chest pain

Suspected or known major trauma

Acute change in level of consciousness

Patient whose condition seems serious during initial assessment

Patient with priority condition on Initial Patient Contact (protocol #201)
10. Patients who normally receive oxygen as part of their usual medical care

Exclusion Criteria:

© ©® N v A

A. Patient without any of the criteria listed above

System Requirements:

A. Pulse oximetry must be carried by BLS ambulance and squad vehicles for use bytheagency 6 s
EMTs.

B. Pulse oximetry is not within the scope of practice of an EMR, and references to pulse oximetry
within the Statewide BLS Protocols are not applicable to EMRs.

Procedure:
A. All patients:
1. Apply oxygen:

a. Administer high concentration oxygen if-the-patient-has—a-priority-condition{as-defined-in
Initial-Patient Contact Protocol#201)-or as directed by specific treatment protocol for the

pat i eonditiéns

1) Patients with ischemic conditions may be harmed by high plasma oxygen
concentrations. Avoid routine use of NRB oxygen in these patients. Unless indicated
by other complications, apply oxygen only if room air SpO2 is <95% and titrate oxygen
to attain SpO2 in range of 95-99%:

a) ST-elevation Ml
b) Suspected stroke
c) Post-cardiac arrest with ROSC

2) Patients who require high concentration oxygen per specific protocols should receive
oxygen via non-rebreather mask?, except:

a) If patient will not tolerate oxygen mask, use a nasal cannula at 4-6 liters per minute
(Ipm).
b. Administer oxygen by nasal cannula if high concentration oxygen is not required.

1) Administer oxygen by nasal cannula if needed to attain SpO:2 in range of 95-99%. Note-
this does not apply to patients with suspected carbon monoxide or cyanide exposure.
These patients should receive 100% Oz via NRB mask.

2. Be prepared to assist ventilations as necessary. If ventilation is required, high concentration
oxygen should be given through the Bag-Valve device.

3. Patients who normally receive oxygen as part of their usual medical care should be kept on
their prescribed rate, unless presenting with one of the criteria listed above.
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B. Pediatric patients:

1. Use appropriate size facemask or nasal cannula for pediatric patients.

a. Ifthe pediatric patient will not tolerate the mask or cannula, use blow-by oxygen via oxygen
extension tubing.

Notes:

1. Respiratory efforts may be suppressed by high concentration oxygen in patients with obstructive
lung diseases (e.g. COPD), but if the patient has a condition requiring high concentration oxygen,
it is more important to maximize oxygenation. Practitioners should reassess the patient for signs
of respiratory depression and should be prepared to assist ventilations if needed.
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Criteria:

ABUSE & NEGLECT (CHILD & ELDER)
STATEWIDE BLS PROTOCOL

A. Any victim of suspected child abuse: *

1.

The following situations may be associated with child abuse:

Poor nutrition and/or care including unsanitary or dangerous environment
Delay in seeking treatment for obviously significant medical problem

Patient, parent, or caregiver give significantly differing histories of injury or iliness
History of minor trauma in a child with extensive physical injuries

Caregiver ascribes blame for serious injuries to a younger sibling or playmate
P055|ble physical exam findings associated with such abuse or neglect may include:
Injured child less than two years old, especially hot water burns and fractures
Facial, mouth or genital injuries

Multiplanar injuries (front and back, right and left)

Injuries of different ages (old and new)

Comatose child with no clear cause

Critically ill or injured child with no clear cause

g. Child in cardiac or respiratory arrest with no clear cause

® oo o

-0 o0 o

B. Any victim of suspected elder abuse:

1.

The following situations may be associated with elder abuse:
a. Implausible explanation of physical findings
b. Delay in seeking care for illness or injury

c. fi Do csthoop p freguent émergency department visits or frequent use of EMS (NOTE:
This statement must not be mistaken for those persons who have serious illness and
legitimate reasons for utilization of acute care medical services)

d. Fear or distancing self from caregiver

e. Car e g irefusat té Isave elder alone

Possible physical exam findings associated with such abuse or neglect may include:
Bruises in unusual areas (inner arm, torso, buttocks, scalp0>
Patterned or multicolored bruises of different ages, abrasions or burns
Clothing soiled or inappropriate for season

Inadequate care of nails, teeth or skin

Pressure sores (decubitus ulcers)

Bruised and/or bleeding genitalia, perineum or anal area

Dehydration, malnutrition or unexpected weight loss

Unsafe or unhygienic living environment

se o o0 T

Exclusion Crltena

A. None
Procedure:
A. All patients:
1. Treat any injuries/iliness according to standard protocol.
2. When time permits, perform a visual inspection of the p a t i surrduddigs looking for injury
or abuse risk factors that may be associated withthe p a t i eomplainss.
3. EMS Practitioner i patient/family interaction:
a. DO NOT question or accuse the caretaker in cases of possible abuse or neglect.
b. DO NOT discuss possible abuse or neglect issues with the patient in the presence of the
abuser or other family members.
4. Transport, if possible. Protect the individual from additional harm by encouraging transport to

receiving facility, even if injuries appear to be minor.

a. If transported to receiving facility, report concerns to staff at receiving facility and to
appropriate agencies as required. (See section A.5.)
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b. If patient, parent or guardian refuses transport, see Refusal of Treatment/Transport

protocol #111.

1) Contact medical command.

2) If the medical command physician agrees, contact the law enforcement authority
having jurisdiction or the appropriate county protective services agency.

3) DO NOT endanger yourself or the EMS crew by inciting a confrontation with family
members, relatives or caregivers. If you feel threatened, leave the scene for a safe
refuge and immediately contact law enforcement agency having jurisdiction.

5. Report suspicion of abuse or neglect to appropriate authorities as required whether or not the
patient was transported.
a. Suspected Child Abuse (minors under 18 years of age): 1?2

1) If an EMS practitioner has reasonable cause to suspect that a child (minor) has been
abused or neglected, the practitioner must report the suspected abuse in one of the
two following ways:

a) Verbally by immediately calling the PA ChildLine at 800-932-0313, AND by
completing a CY-47 form, which must be submitted to the appropriate county
Children and Youth agency within 48 hours.
b) Electronically, by making a report online at
https://www.compass.state.pa.us/CWIS
b. Suspected Elder Abuse (individuals 60 years of age or older): 2

1) If an EMS practitioner has reasonable cause to suspect that an individual 60 years of
age or older needs protective services, the practitioner may report that information.
[ A Pr otseecrtvi iateeastivities, resources and supports to detect, prevent or
eliminate abuse, neglect, exploitation, and abandonment.]

a) The suspected abuse, neglect or needs may be reported immediately in verbal
form to the PA Elder Abuse Hotline at 800-490-8505.
b) The suspected abuse or concerns may be reported to the local provider of
protective services.
6. Document 3

Notes:
1. Pennsylvania law requires mandatory reporting by health care practitioners, including EMS
practitioners, of any child in whom there is reasonable cause to suspect abuse.
2. Reporting mechanisms:

a. In addition to the required reporting to the abuse hotline or protective service agency, always
report suspicion of child or elder abuse or neglected to the receiving physician.

b. Some hospital social service departments may assist EMS practitioners in making the required
contacts and reports, but in cases where reporting of suspected abuse is required, it remains
the EMSpr act i tespongilglity b sissure that these reports have been made.

c. The local law enforcement agency must be contacted if the EMS provider believes that the
patient is in imminent danger of death or serious injury. They should also be contacted when
there is evidence of physical or sexual abuse, since these two forms of abuse constitute
assault.

d. Knowing whether or not abuse has occurred is sometimes difficult. The Department of Human
Resources haotline call-takers will provide assistance.

3. Documentation considerations:

a. The documentation for an EMS contact with a potential victim of abuse or neglect must be
comprehensive and objective in nature.

b. Document history of present illness/injury in detail but avoid takingthe p a t i eomplainss out
of context. Note pertinent positives and negatives only as the patient or caregiver answered
them, not as the EMS practitioner believes they may exist.

c. Document physical findings exactly as they appear, but avoid making statements that cannot
be attested to in a court of law (exact age of contusions, exact cause of injury, etc.)

d. Document environmental and household findings exactly as they appear but avoid making
generalizations and editorial comments (i.e. i n u me owverfilled trash ¢ a n satherthanfit h e
housewasame s s o) .

e. Document which authorities were contacted and when
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HUMAN TRAFFICKING
STATEWIDE BLS GUIDELINE

Purpose:

A. Human trafficking is a serious human rights problem. Traffickers control their victims through
physical, sexual, financial, and emotional manipulation. Trafficking is often associated with
physical and psychological violence. By having access to a scene, EMS providers have a unique
opportunity to observe the p a t i sogidl éngironment and identify individuals who may be
victims of human trafficking. The purpose of this guideline is provide information to assist EMS
providers in identifying and treating a potential victim of human trafficking.

B. Definition: Human trafficking is the use of force, fraud, or coercion to exploit someone for labor or
commercial sex. Any individual <18 years old exploited for commercial sex is a victim of human
trafficking. Mandatory reporting applies to any suspected victim of human trafficking who is under
the age of 187 See Child Abuse & Neglect Protocol #204.

Criteria:
A. Any victim of suspected human trafficking:

1. The following situations may be associated with human trafficking:

a. Isthe patient accompanied by another person who seems controlling? A person
accompanying your patient is reluctant or unwilling to leave the patient with the care
team. Traffickers may present themselves as a partner, family member, friend, or
advocate. Traffickers may also actually be a partner or family member.

Does the person accompanying the patient insist on giving information/talking?
Does the patient have trouble communicating due to language/cultural barrier?

Arethep at i &entifiason documents (e.g. passport, drivers license) being held or
controlled by someone else?

Does the patient appear submissive or fearful?

Is the patient inadequately dressed for the situation/ work they do?

Are there security measures designed to keep the patient on the premises?
Does the patient live in a degraded, unsuitable place/share sleeping quarters?

The patient has a vague or inconsistent history of present illness or injury, or the history
is inconsistent with the complaint or injury.

j-  Atrafficked patient may have an unexpected demeanor; he or she may be irritable or
anxious, have a flat affect, or offer poor eye contact.

k. A trafficked patient may become apprehensive or hostile when law enforcement is
referenced.

I. A trafficked patient may not know his or her home address.

m. A trafficked patient may not be in possession of his or her identification card(s) or may
have unexpectedly few personal items.

2. Victims of human trafficking may look like many of the people you help. Classical
presentations found in trafficking victims include:

a. Bruises in various stages of healing caused by physical abuse
b. Scars, mutilations, or infections due to improper medical care

c. Urinary difficulties, pelvic pain, preghancy, or rectal trauma caused from working in sex
industry

d. Chronic back, hearing, cardiovascular, or respiratory problems as a result of forced
manual labor in unsafe conditions

e. Malnourishment and/or serious dental problems

f.  Disorientation, confusion, phobias, or panic attacks caused by daily mental abuse,
torture, and culture shock

2aoo
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Procedure:
A. All patients:
1. Treat any injuries/illness according to standard protocol.
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2. When time permits, perform a visual inspection of the p a t i sunrdauddsgs looking for injury
or risk factors that may be associated with trafficking.

3. EMS Provider i patient/family interaction:
a. Interviewing Tips:

1) If it can be done safely, separate the potential victim from accompanying persons

2) Foster trust and build rapport with patient

3) Maintain eye contact

4) Meet immediate physical needs

5) Ask specific questions about safety

6) Avoid terms like Aicoer dlis@anodr,k @&t 6 af ¥ i ¢ kil arali, Irfileds,c orr t 0,
Api mpo.

b. DO NOT be afraid to ask:

1) Where do you live?

2) Who takes care of you?

3) Do you feel trapped in your situation?

4) Is anyone forcing you to do things you do not want to do?

5) Has anyone threatened your family?

6) Tell me about your tattoo.

7) Has anyone at home or work ever physically harmed you?

8) Have you ever been denied food, water, sleep, or medical care?

4. Transport, if possible. Protect the individual from additional harm by encouraging transport to
receiving facility, even if injuries appear to be minor.
a. If transported to receiving facility, report concerns of possible trafficking to the receiving
physician at the receiving facility.
b. If patient, parent or guardian refuses transport, see Refusal of Treatment/Transport

protocol #111.

1) Contact medical command.

2) If the medical command physician agrees, contact local law enforcement to report a
suspicion of human trafficking.

3) DO NOT endanger yourself or the EMS crew by inciting a confrontation with other
persons involved. If you feel threatened, leave the scene for a safe refuge and
immediately contact law enforcement agency having jurisdiction.

5. Ifan EMS provider has reasonable cause to suspect that a person is a potential victim of human
trafficking, report the concern:

1) Report suspicious activity to local law enforcement or call 1-866-347-2423

2) Call the National Human Trafficking Resource Center Hotline at 1-888-373-7888 (24
hours). The NHTRC call takers are trained to assist by discussing a case in a HIPAA
compliant manner.

6. Document?

Notes:
1. Documentation considerations:
a Document history i state only medically relevant facts. Keeping the history simple may prevent
insignificant points from becoming a disputed fact in a legal case.
b Document physical findings exactly as they appear, but avoid making statements that cannot
be attested to in a court of law (exact age of contusions, exact cause of injury, etc.)
¢ Document environmental and household findings exactly as they appear but avoid making
generalizations and editorial comments (i.e. i n u me owerfilled trash c a n sathérthanfit h e
housewasame s s 0) .
d Document which authorities were contacted and when
Reference i Shandro J, Chisolm-Straker M, Duber HC, et. al. Human trafficking: a guide to identification
and approach for the emergency physician. Ann Emerg Med. 2016;68:501-508.

Resource i Department of Homeland Security at www.dhs.gov/humantrafficking [Blue Campaign
(https://www.dhs.gov/bluecampaign )]
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INDICATIONS FOR ALS USE
STATEWIDE BLS PROTOCOL
Criteria:
A. All patients.

Exclusion Criteria:
A. None.

Procedure:
A. All patients: !

1. A BLSI/IALS service provider may request an ALS squad/ambulance when he/she thinks that
apat i eeeds@&xseed their capabilities. These conditions may include but are not limited
to:

a. Altered level of consciousness.

b. Allergic reaction to medication or bites with difficulty breathing or swallowing, altered level
of consciousness, or known previous reaction; hives within 5 minutes of exposure.

Cardiac symptoms.

Cardiac arrest.

Diabetic problem (not alert and/or abnormal breathing).

Multi-system trauma or severe single system trauma.

OB/Gyn (2 or 3" trimester bleeding or miscarriage).

Overdose/poisoning (associated with any other categories on this list).

Respiratory distress.

Respiratory arrest.

Seizures/convulsions.

Entrapment with injuries (unless obviously minor injuries).
. Severe blood loss.

Shock (Hypoperfusion).

Stroke/CVA symptoms.

Syncope (fainting).

Unconsciousness.

Severe pain anywhere.

Agitated delirium 1 fighting against restraints without being aware of actions

A patient with vital signs outside of the normal range:

1) Patient does not follow commands (motor GCS <5).

2) Systolic BP < 90.

3) Pulse: <60 or >120 or irregular.

4) Respirations: < 10 or >35 a minute or irregular.

S@ ™o oo
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2. Iftransport by BLS ambulance to an appropriate receiving facility can be accomplished before
ALS can initiate care, then the BLS service should transport as soon as possible and should
not request or should cancel ALS. For patients in cardiac arrest, protocols 331A and 331P
should guide the appropriate time to initiate transport.

3. BLS ambulances should not delay patient care and transport while waiting for ALS providers.
If ALS arrival at scene is not anticipated before initiation of transport, arrangements should be
made to rendezvous with the ALS service. 2
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Notes:

1. BLS providers should initiate patient care and transport to the level of their ability following
applicable BLS protocol(s).

2. Inthe case of a long BLS/IALS transport time with a nearby ALS service coming from the opposite
direction, it may be appropriate to delay transport for a short period of time while awaiting the arrival
of ALS if this delay will significantly decrease the time to ALS care for the patient. When BLS/IALS
transport time to a receiving facility is relatively short, this delay is not appropriate.

Performance Parameters:

A. Review outcome and care of patients with above conditions who were treated / transported by
BLS only. Note that ALS care is not mandatory for these conditions in all cases.
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VENTILATION VIA ENDOTRACHEAL TUBE OR ALTERNATIVE/RESCUE AIRWAY
ASSISTING WITH ALS PROCEDURES i STATEWIDE BLS PROTOCOL
Criteria:

A. This protocol will be used to guide ventilation via endotracheal tube (ETT) or Extraglottic Advanced
Airway by BLS/AEMT providers.

Exclusion Criteria:
A. None
System Requirements:

A. EMR/EMT should receive training before performing this skill.

B. Ventilation via ETT or Extraglottic Advanced Airway must occur only when in direct presence of a
responsible ALS/IALS practitioner who is on-scene functioning with an ALS/IALS service.
Ventilation by EMR/EMT via Extraglottic Advanced Airway must occur only in direct presence of an
EMS provider at or above the level of AEMT.

Procedure:
A. All Patients: !
1. Connectthe bag-valve device to the ETT or to the proper port of the Alternative/ Rescue Airway
and begin to ventilate:
a. Ventilate at adequate rate. AVOID OVERZEALOUS HYPERVENTILATION!
1) Generally appropriate rates for ventilation when patient is not in cardiac arrest are: 2

a) Adults ( O Y/b) 10 breaths / minute
b) Children (1-14 y/0) 20 breaths / minute (every 3-5 seconds)
c) Infants <1ylo 25 breaths / minute

d) An electronic rate timer should be used to attain proper ventilation rate.
2} With guidance from ALS practitioner, alter these recommended ventilation rate with

goal of ma|nta|n|ng ETC02 around 40 (range 35 45) Gen#eﬂed—hypewenmatlen—ls

b. Ventilate with adequate vqume Provide steady squeeze of bag vaIve deV|ce untll chest
rise is noted.

c. When available and appropriate for age, a carbon dioxide monitor should always be placed
in-line between the tube and the ventilating device during patient ventilation.

2. Assure that the bag-valve device is connected to supplemental oxygen.
3. Assist the ALS practitioner in securing the tube to prevent movement.

a. This may be accomplished with the use of a commercial tube-holder, twill tape, or with the
use of adhesive tape.

b. The ALS practitioner may request immobilization with a spine board and CID to minimize
tube dislodgement from neck motion.

4. Notify the ALS practitioner immediately if:

a. The tube position is changed for any reason such as patient movement or movement of
the ambulance.

b. There is any change in the ease of patient ventilation.
c. There is a reduction in carbon dioxide production if CO2 detector is used.?
d. The patient begins to breathe spontaneously.

5. If patient has a pulse, place pulse oximeter on patient and notify ALS practitioner immediately
if SpO2 decreases.

6. If available, monitor ventilatory rate on CO2 monitor to assist with appropriate ventilation rate.

Notes:

1. Although an EMR/EMT/AEMT may assist with ventilation via an ETT or an EMR/EMT may assist
with ventilation via Extraglottic Advanced Airway, continuous assurance of tube position and
adequate ventilation is the responsibility of a higher-level ALS practitioner.

2. When available, a carbon dioxide (CO_) detector must be attached between tube and bag-valve
assembly. The EMT/AEMT should immediately notify the ALS practitioner if CO, detector shows a
decrease or absence of expired CO,. Electronic CO, monitors are also helpful to assist in
regulating rate of ventilation.

Effective11/01/21 222-10f 2



Pennsylvania Department of Health Assessments & Procedures 22271 BLST Adult/Peds

Performance Parameters:

A. If available, capnograph report should be used to evaluate appropriate rate of ventilation (generally
8-12 breaths per minute for adults).

B. Review all cases with inadvertent extubation or tube misplacement after initial intubation.
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PULSE OXIMETRY
STATEWIDE BLS PROTOCOL

Criteria:
A. Patient with shortness of breath or respiratory distress
B. Patient with chronic lung disease (COPD, emphysema) who are receiving oxygen therapy !

C. Any patient requiring oxygen therapy as determined by other appropriate Statewide BLS medical
treatment protocols

Exclusion Criteria:

A. Patient with suspected carbon monoxide poisoning. These patients should all receive high-flow
100% oxygen without regard to pulse oximeter reading. 2

System Requirements:
A. [Optional] BLS QRS vehicles may carry a pulse oximeter for use by appropriately trained EMTSs.

B. A pulse oximeter must be carried on every BLS, IALS, and ALS ambulance and squad vehicle and
used by EMS providers at the level of EMT and above. EMS agencies and their medical directors
must ensure that EMTs who have not been previously educated to use pulse oximeters are
appropriately educated to the use of these devices.

C. Pulse oximetry is not in the scope of practice of EMR level providers. References to pulse oximetry
within these Statewide BLS Protocols do not apply to EMRs.

Procedure:
A. All patients requiring oxygen therapy
1. |Initial Patient Contact i see Protocol #201.
2. Administer oxygen as determined by appropriate medical treatment protocol.

a. Providing oxygen therapy, patient extrication, and on-scene time should never be delayed
while obtaining an Oz saturation reading.

3. Monitor Oz saturation (SpO32) with pulse oximeter

a. Assure that reading is accurate. P at i @uise ghauld correlate with waves or pulsations
on pulse oximeter.

b. Possible causes of inability to obtain as accurate SpO: reading include:

1) Peripheral vasoconstriction (cold extremities, smoking, chronic hypoxia, or vascular
obstruction/deficit).

2) Severe anemia (low hemoglobin).

3) Hypovolemia.

4) Dirty Fingers or dark/metallic nail polish.
5) Methemoglobinemia.

6) Carbon monoxide i Do not apply pulse oximeter to patient with suspected carbon
monoxide poisoning. 2

4. Use of SpO:2 reading to alter oxygen dosage:
a. The following patients should receive high-flow oxygen at all times when possible:

1) Patients with symptoms or signs of severe respiratory distress (air hunger, cyanosis,
chest wall/subcostal retractions, etc.)

2) Patients with suspected carbon monoxide poisoning.
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3) Patients with respiratory distress who are being prepared for air medical transport.

b. Other patients (particularly patients with chronic lung disease or patients who do not
tolerate an oxygen mask) may have oxygen mask replaced by nasal cannula or nasal
cannula oxygen dose decreased if:

1) SpO:2 reading remains 095% on lower oxygen dose.
2) Pat i eabotigopod (not cyanotic).
3) Pat i eespirabosy distress does not worsen.

5. Document initial SpO: reading after beginning oxygen therapy, and document SpO: reading
after any changes in oxygen dose or type of delivery system/mask.

Notes:

Low oxygen in the blood (hypoxia) is sometimes needed as a stimulus to breathing in some patients
with chronic lung diseases like COPD or emphysema. Pulse oximetry may be helpful in assuring
that these patients are receiving adequate oxygen without suppressing their drive to breath with
high-flow oxygen. Note: Patients in significant respiratory distress should receive high-flow
oxygen even if they have a history of chronic lung disease.

Pulse oximetry readings can be falsely high in carbon monoxide poisoning, and it would not be
appropriate to decrease oxygen therapy based upon pulse oximetry. For this reason, pulse
oximetry should not be used in these patients.

Performance Parameters:

A.

Monitor records for appropriate use of high-flow oxygen regardless of SpO: readings when
appropriate.

Monitor records for documentation of SpO2 readings ©95% for all patients who receive less than
high-flow 100% oxygen when lower doses are permitted by appropriate protocol.
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CARBON MONOXIDE MONITORING
STATEWIDE BLS PROTOCOL [OPTIONAL]

Criteria:
A. Firefighter screening at fire scene

B. Patient with symptoms consistent with carbon monoxide (CO) poisoning i altered mental status or
headache

Exclusion Criteria:
A. The use of pulse oximetry is covered in the Pulse Oximetry Protocol #226.
System Requirements:

A. [Optional] BLS services may carry a CO monitor (co-oximetry or breath detector) for use by
appropriately trained EMTs.

1. These services must ensure that practitioners have received training and are competent in the
use of the device.

Policy:
A. General noninvasive CO monitoring

1. Noninvasive spectrophotometry can be used to measure the concentration of various
physiologic components of blood. These include oxygen saturation, carbon dioxide,
methemoglobin, and hemoglobin levels.

2. CO levels may also be estimated by devices that measure levels in exhaled breath.

3. The measurements obtained from these devices are similar to those from laboratory tests, but
each measurement has a range of possible error. The measurements obtained from these
devices may raise an EMS providers awareness of a medical condition like carbon
monoxide poisoning, but the measurements from these devices should NOT be used to
change patient care when CO is suspected as the cause ofap at i esyniptoms. Follow
applicable protocols for appropriate treatment of medical conditions.

B. Firefighter, without symptoms, being screened for CO at fire scene

1. A physiologic/clinical CO monitor is a screening device and is not the sole determinant of CO
risk.

2. CO baseline levels are elevated in smokers.

3. CO physiologic/clinical monitors may be useful in screening firefighters for exposure to carbon
monoxide at a fire scene.

4. In this setting, EMS providers shall follow the Fire Ground Rehabilitation Protocol (#150)
C. Patient (civilian or firefighter) with symptoms consistent with CO poisoning

1. CO-oximetry is a screening device and is not the sole determinant of CO risk. Patients with
suspected CO poisoning should be treated using Poisoning/ Toxic Exposure Protocol #831.

2. Monitor level of CO with device.

a. Assure thatreading is accurate. P at i @uise sheuld correlate with waves or pulsations
if CO-oximeter is used.

b. Possible causes of inability to obtain an accurate CO reading include:
1) For CO-oximeters:

a) Peripheral vasoconstriction (cold extremities, smoking, chronic hypoxia, or
vascular obstruction/deficit). Severe anemia (low hemoglobin).

b) Hypovolemia.
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c) Dirty fingers or dark/metallic nail polish.

2) For breath devices: Inadequate exhaled tidal volume

3. CO device reading may assist in confirming CO poisoning in symptomatic patients, but
EMS providers must not alter oxygen administration or disposition based upon COHb
level.

a. Environmental CO detectors carried in fi f i mdabags are more useful than
physiologic/clinical CO meters in alerting EMS providers to an environment with elevated
CO.

b. If patient has risk for CO poisoning and symptoms of CO poisoning, high-flow oxygen
should be administered without regard to CO-oximeter reading.

c. After obtaining an initial CO measurement in a patient, repeated measurements are not
necessary.

d. Diversion of a patient to a center capable of providing hyperbaric oxygen may only be done
after contact with a medical command physician. The level of COHb is not a reason for
diversion to hyperbaric therapy or for air medical transport.

4. Document initial COHb measurement on PCR.

5. Ifin doubt about COHb measurement or medical treatment suggested by appropriate protocols,
then Contact Medical Command.

Performance Parameters:

A. Monitor records for treatment of suspected carbon monoxide poisoning using appropriate protocols
(e.g. Poisoning/ Toxin Exposure Protocol #831.

B. Monitor records for documentation of COHb measurements.
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Criteria:

GLUCOSE MEASUREMENT (GLUCOMETER)
STATEWIDE BLS PROTOCOL [OPTIONAL]

A. Patient with altered mental status

B. Patient with symptoms of stroke

System Requirements:

A. Glucose measurement by glucometer may only be performed by an EMT who has completed the
DOH BLS Glucometer training and has been approved to measure glucose by glucometer by the
EMS agency medical director.

B. [Optional] BLS services may carry glucometer devices for use by appropriately trained and
credentialed EMTs in the agency. NOTE: Although optional for BLS services, IALS and ALS
services must carry glucometers for use by EMS providers at or above the level of AEMT.

1.

Policy:

These services must assure that all EMTs using a glucometer have completed the DOH BLS
Glucometer training and have been approved by the agency medical director.

All medical devices must be used, maintained, and calibrated in accordance with the
recommendations from the manufacturer.

Electronic glucose testing meters may be carried (optional) by approved BLS services, and
these services must have either a CLIA license or certificate of waiver. A BLS service
performing glucose testing with a meter cleared for home use by the FDA must hold a CLIA
certificate of waiver. A CLIA certificate of waiver (CoW) is good for two years. Each agency
is responsible for determining whether a CLIA license or waiver is required.

These services must carry a glucometer that meets any other specifications required by the
DOH.

The EMS agency medical director must oversee the glucose monitor training, use of glucose
monitor, and quality improvement audits.

A. General glucometer use

1.

Assessingap at i blood glusose may be helpful in patients with altered mental status or
stroke symptoms. See BLS Altered Mental Status Protocol #702 and/or BLS Suspected
Stroke Protocol #706 for specific use of glucometers.

Appropriately trained and credentialed EMTs should follow ma n u f a ¢ teecomreendatons
when using, calibrating, maintaining, and storing a glucose meter.

During glucose testing, EMTs must always use gloves and appropriate BSI. EMTs should use
caution to avoid needlestick and exposure to blood.

Document any glucose measurement on PCR.

If in doubt about glucose measurement or medical treatment suggested by appropriate
protocols, then Contact Medical Command.

Performance Parameters:

A. Monitor records for treatment of altered mental status or suspected stroke (e.g. Statewide BLS
Protocol #702 and #706).

B. Monitor records for documentation of glucose measurements.
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12-LEAD ELECTROCARDIOGRAPHY
STATEWIDE BLS PROTOCOL [OPTIONAL]

Criteria:

A.

Patient with chest pain of suspected cardiac origin (See Chest Pain Protocol #501)

System Requirements:

A.

Policy:

Obtaining and transmitting a 12-Lead Electrocardiogram (ECG) may only be performed by an
EMT who has completed the DOH BLS 12-Lead ECG training and has been approved to obtain
and transmit a 12-Lead ECG by the EMS agency medical director.

[Optional] BLS services may carry 12-Lead ECG devices for use by appropriately trained and
credentialed EMTs in the agency. NOTE: Although optional for BLS services, IALS and ALS
services must carry 12-Lead ECG devices for use by EMS providers at or above the level of
AEMT.

1. These services must assure that all EMTs obtaining a 12-Lead ECG have completed the
DOH BLS 12-Lead ECG training and have been approved by the agency medical director.

2. All medical devices must be used, maintained, and calibrated in accordance with the
recommendations from the manufacturer.

3. Al BLS agencies that allow EMTSs to obtain a 12-Lead ECG must also have the capability of
transmitting all 12-Lead ECGs to a receiving facility that can provide an immediate
interpretation of the ECG.

4. These services must carry a 12-Lead ECG that meets any other specifications required by
the DOH.

5. The EMS agency medical director must oversee the 12-Lead ECG training, use and
transmission of 12-Lead ECGs, and quality improvement audits.

General 12-Lead ECG use

1. Obtaining and transmitting a 12-Lead ECG may be helpful in early recognition and
destination selection in patients with an ST-elevation myocardial infarction (STEMI) when the
BLS service responds to areas where ALS response is prolonged and routinely arrives on
scene a significant amount of time before ALS.

2. Appropriately trained and credentialed EMTs should follow ma n u f a ¢ teecommendat®ns
when using, maintaining, and storing a 12-Lead ECG device and its batteries.

3. Document any 12-Lead ECGs obtained onthep at i P@Rtafdsnclude a copy of the 12-
Lead ECG with the PCR stored by the agency.

4. 12-Lead ECGs should only be obtained by EMTs for indications listed in Statewide BLS
Chest Pain Protocol #501.

5. Each 12-Lead ECG obtained must be transmitted as soon as possible after obtaining, and
the receiving center must be contacted as soon as possible to interpret the transmitted ECG.

Performance Parameters:

A.

Monitor records for appropriately obtaining 12-Lead ECGs in patients with chest pain of
suspected cardiac origin.

Monitor records for documentation of obtaining 12-Lead ECG and for attached copies of every
ECG.

Monitor process of ECG transmission to ensure timely transmission and interpretation of the
ECG.
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Criteria:

ECG MONITOR PREPARATION ASSISTING WITH ALS PROCEDURES
STATEWIDE BLS PROTOCOL

A. This protocol will be used to guide ECG monitor preparation by BLS providers when an ALS
practitioner has requested assistance with set-up of ECG monitor.

B. ECG monitor set-up must occur only when in direct presence of responsible ALS practitioner who
is functioning on-scene with an ALS service.

Exclusion Criteria:
A. This protocol does not apply to the application of an AED to a pulseless and unresponsive patient.

B. BLS providers are not permitted to apply AED electrodes or other ECG monitors to non-cardiac
arrest patients for the purpose of ECG monitoring unless in the direct presence of a responsible
ALS practitioner who is functioning on-scene with an ALS service.

System Requirements:

A. EMT should receive training in this skill either as part of their EMT course curriculum or by
successful completion of continuing education.

Procedure:

A. All Patients:?

1.

2
3.
4

Turn monitor power switch flOno .
Connect electrode cable to monitor (may be pre-connected).
Connect an electrode to each snap on electrode cable.

Dry skin, if necessary, (in some cases, it may be necessary to shave a small patch of hair with
a disposable shaver).

Apply electrodes to proper place on limbs or chest as shown below. If obtaining a 12-lead ECG
is anticipated, electrodes should be applied to the limbs. Note that some ALS services may
monitor additional leads or use different electrode lead colors.?

RA = Right Arm
LA = Left Arm

RL = Right Leg RA LA
LL = Left Leg

RL LL

RA - White
LA - Black
RL LL RL - Green
LL - Red
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6. Record strip of ECG for approximately 12 seconds and provide to ALS practitioner for
documentation.

Notes:
1. Although an EMT may assist with ECG monitoring, the ALS practitioner is responsible to assure
that the monitor has been correctly set up and is responsible for all ECG interpretation.
2. |If properly trained and directly supervised by an ALS practitioner who is functioning on-scene with
an ALS service, the BLS providers may connect electrodes to monitor a different lead or to obtain
a 12-lead ECG.

3. The color and position of ground electrodes may vary, but the position of the red and white
electrodes is standard
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SPINAL CARE
STATEWIDE BLS PROTOCOL

Criteria:

A. Excessive motion of the spine may worsen spine fractures or spinal cord injuries (especially in
patients with altered consciousness who ¢ a nrdstrict their own spinal motion), but immobilization
on a long spine board may also cause pain, agitation, respiratory compromise, and pressure ulcers.
Patients with the following symptoms or mechanisms of injury should be assessed to determine
whether restriction of spinal motion is required:

1. Symptoms of:
a. Neck or back pain
b. Extremity (upper or lower) weakness or numbness, even if symptoms have resolved.
OR

2. Mechanism of injury consistent with possible spinal injury, including:

a. Any fall from standing or sitting with evidence of striking head.

b. Any fall from a height (above ground level).

c. Any MVC

d. Any trauma where victim was thrown (e.g. pedestrian accident or explosion).

e. Any lightning or high voltage electrical injury.

f.  Any injury sustained while swimming/ diving or near drowning where diving may have been
involved.

OR

3. Any unknown or possible mechanism of injury when the history from patient or bystanders does
not exclude the possibility of a spine injury. !

B. This protocol also applies to assessment of patients before inter-facility transfer for injuries from a
traumatic mechanism unless a medical command physician agrees that the patient may be
transported without restriction of spinal motion.

Exclusion Criteria:
A. No history or no mechanism of injury that would be consistent with spinal injury.

B. Patients with penetrating trauma to the chest, abdomen, head, neck, or back. These patients
may be harmed by immobilization on a spine board.

Patients with gunshot wounds to the head do not require immobilization on a spine board.

Patients with non-traumatic back or neck pain related to movement, position or heavy lifting.!
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Procedure:

A. All patients:

Initial Patient Contact - Protocol #201
Mechanism or signs of blunt trauma

If altered mental status,
Manually restrict spinal motion?2

|

Spine pain/ tenderness or
anatomic deformity
(neck or back)

[
NO

|

Any altered mental status
Any GCS <15

|
NO
v

Signs of intoxication
with alcohol or drugs

I
NO

v

Patient distracted by
painful injury
(e.g. severe pain from fracture)

[
NO

|

Neurologic deficit after trauma
(signs or symptoms of extremity
numbness or weakness)

T T T T T

I
NO

v

It is NOT necessary to apply
cervical collar or spine board
Proceed to appropriate protocol

N

Assessments & Procedures

YES —>

YES —>

YES —>

YES —>

YES —>

2617 BLS1 Adult/Peds

Restrict Spinal Motion

Apply Rigid Cervical Collar

If ambulatory,

Allow patient to move to stretcher
mattress with minimal spinal
motion3
Transport supine (unless
difficulty breathing)

If nonambulatory,

Use backboard,
scoop/orthopedic stretcher,
vacuum mattress, or other device
to move patient to stretcher with
minimal spinal motion*5

Use CID may be used to further
restrict spinal motion

Transport supine (unless
difficulty breathing) on stretcher
mattress without backboard if
patient ambulatory or if
backboard/scoop/orthopedic
stretcher can be removed with
minimal patient motion.

WARNING: These criteria cannot be assessed on any patient with a lanquage or

communication barrier (including infant/toddler/preschool patients) that prevents

understanding and appropriately responding to the assessment guestions. If there is

any doubt about whether the patient meets any of the clinical criteria listed above,

restrict spinal motion.

Effective 09/01/17
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Notes:

1.

Beware - minimal trauma may lead to spinal fractures in patients with advanced age and ground
level fall and also in patients with history of Rheumatoid Arthritis, severe osteoarthritis, D 0 w n
Syndrome, cancer, or ankylosing spondylitis. If these patients meet the spinal precautions criteria
in this protocol then restrict spinal motion even if their mechanism was relatively minor (e.g. minor
fall).

Maintain patent airway during manual C-spine stabilization. Use jaw-trust if needed. Consider
nasopharyngeal or oropharyngeal airway if decreased LOC and no gag reflex.

There is no evidence forthe i s t a rbdaicrkgb deghmidue of strapping an ambulatory patient to
a backboard while standing. Ambulatory patients should be eased to a seated position on the
stretcher mattress without backboard, then laid back gently while restricting excessive spinal
motion.

Use care with patients that have severe kyphosis or other spine abnormalities. Use appropriate
padding or alternatives to spine board to avoid uncomfortable position for the patient.

If the patient is in a seated position, a short spine board or similar device may be used to immobilize
the spine during transfer to the stretcher.

Performance Parameters:

A.

Review all cases of trauma patients that did not receive spinal motion restriction precautions for
documentation of appropriate assessment of all five clinical criteria listed in the protocol.

Effective 09/01/17 261-30f 3
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DEAD ON ARRIVAL (DOA)
STATEWIDE BLS PROTOCOL
Criteria:

A. Patient presenting with the following
1. Decomposition
Rigor mortis (Caution: do not confuse with stiffness due to cold environment)
Dependent lividity
Decapitation

Unwitnessed cardiac arrest of traumatic cause

o g M w N

Traumatic cardiac arrest in entrapped patient with severe injury that is not compatible with
life.

7. Incineration
8. Submersion greater than 1 hour

B. In cases of mass casualty incidents where the number of seriously injured patients exceeds the
providers and resources to care for them, any patient who is apneic and pulseless may be triaged
as DOA.1

Exclusion Criteria:

A. Obviously pregnant patient with cardiac arrest after trauma, if cardiac arrest was witnessed by
EMS practitioners. These patients should receive resuscitation and immediate transport to the
closest receiving facility. See Trauma Patient Destination Protocol # 180.

B. Hypothermia. These patients may be apneic, pulseless, and stiff. Resuscitation should be
attempted in hypothermia cases unless body temperature is the same as the surrounding
temperature and other signs of death are present (decomposition, lividity, e t ¢ éSee
hypothermia protocol #681.

Treatment:
A. All patients:
1. |Initial Patient Contact i see Protocol # 201.
2. Verify pulseless and apneic.
3. Verify patient meets DOA criteria listed above.

a. If any doubt exists, initiate resuscitation and follow Cardiac Arrest Protocol # 331
and consider medical command contact.

b. If patient meets DOA criteria listed above, ALS should be cancelled.
4. If the scene is a suspected crime scene, see Crime Scene Preservation Guidelines #919.

In all cases where death has been determined, notify the Coroner or Medical Ex a mi ner
office or investigating agency. Follow the direction of the Coroner or Medical Ex a mi n e r
office/investigating agency regarding custody of the body.

Possible Medical Command Orders:

A. If CPR was initiated, but the medical command physician is convinced that the efforts will be
futile, MC physician may order termination of the resuscitation efforts.

Note:

1. Inthe case of multiple patients from lightning strike, reverse triage applies, and available
resources should be committed to treating the patients with no signs of life unless they meet the
other criteria listed above.

Performance Parameters:

A. Review all cases for documentation of DOA criteria listed above.

Effective 09/01/04 322-10of 1
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OUT-OF-HOSPITAL DO NOT RESUSCITATE
STATEWIDE BLS PROTOCOL
Criteria:
A. Patient displaying an Out-of-Hospital Do Not Resuscitate (OOH-DNR) original order, bracelet, or
necklace who is in cardiac or respiratory arrest.!

Exclusion Criteria:

A. Patient does not display, and patient surrogate does not produce, an OOH-DNR original order,
bracelet, or necklace.

B. An OOH-DNR order may be revoked by a patient or their surrogate at any time. If the patient or
surrogate communicates to an EMS practitioner their intent to revoke the order, the EMS
practitioner shall provide CPR if the individual is in cardiac or respiratory arrest.

C. Advance directives, living wills, POLST, and other DNR forms that are not valid Pennsylvania
Department of Health OOH-DNR orders may not be followed by EMS providers unless validated
by a medical command physician. When presented with these documents, including a POLST,
CPR / resuscitation should be initiated, and medical command should be contacted as soon as

possible. 2
D. Patient is not in cardiac or respiratory arrest.
Treatment:

A. All patients in cardiac or respiratory arrest:®
1. Follow Scene Safety protocol #102 and BSI precautions.
2. Verify the presence of a valid PA DOH OOH-DNR original order, bracelet, or necklace.

a. If there is any question of whether the OOH-DNR order is valid, the patient or their
surrogate has revoked the order, or whether the patient is pregnant?, the EMS practitioner
shall:

1) Initiate resuscitation using appropriate protocol(s), and
2) Contact medical command as soon as possible
3. Verify pulselessness or apnea.
4. If a bystander has already initiated CPR:
a. Assist with CPR and contact medical command immediately.
5. If CPR has not been initiated before the arrival of EMS providers:
a. The OOH-DNR shall be honored and CPR shall be withheld or discontinued.
b. Contact the local coroner or medical examiner.
Possible Medical Command Orders:

A. The medical command physician may order termination of resuscitation efforts if CPR was not
initiated by EMS providers.

Note:

1. EMS providers shall follow this protocol and, when appropriate, shall honor an OOH-DNR within a
hospital.

2. The Pennsylvania Orders for Life Sustaining Treatment (POLST) form is a specific type of a more
general POLST (Physician Orders for Life Sustaining Treatment) form that has been standardized
and contains the Pennsylvania Department of Health logo. If presented with a PaDOH version of
the POLST, the standardized form should simplify any discussion related to termination of
resuscitation efforts with a medical command physician.

3. An OOH-DNR order, bracelet or necklace is of no consequence unless the patient is in cardiac or
respiratory arrest, if vital signs are present, the EMS practitioner shall provide medical interventions
necessary and appropriate to provide comfort to the patient and alleviate pain unless otherwise
directed by the patient or a medical command physician. Follow appropriate treatment protocols.

4. For pregnant patients, the EMS provider shall examine the original signed OOH-DNR to ensure
completion of Section 2B A P h y s i foriPeegnant Patients On | pyothe p at i atendihng
physician in order to honor the OOH-DNR and withhold or discontinue CPR.

Performance Parameters:

A. Review all cases for documentation of presence of a PA DOH recognized OOH-DNR order,
bracelet, or necklace.
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331A71 BLS- Adult

GENERAL CARDIAC ARREST i ADULT
STATEWIDE BLS PROTOCOL

Initial Patient Contact - See Protocol # 201
Patient pulseless, may have gasping/agonal breathing

Cardiac arrest witnessed by EMS personnel
OR
Quality CPR in progress on EMS arrival

NO l
v

200 Uninterrupted YES
DURING <----»  Chest Compressions until
UNINTERRUPTED AED ready >3
COMPRESSIONS: ¢
Analyze with AED
Airway Options: 6 Shock (360 joules*®) if indicated |
Naso/oropharyngeal i
Airway Return of
<«----» 200 Uninterrupted » Pulse
Chest Compressions?23
Ventilation Options: © i Assess Vital
No Ventilation Signs
or Analyze with AED
1 ventilation every 10 Shock (360 joules*?) if indicated Provide
compressions (10 i Oxygen and
breaths/min, ideally Ventilate as
aided by rate timer) €« 200 Uninterrupted  _____________ > needed
Chest Compressions?23 (Goal= Sp0O2
If available, use i 95-99%)
metronome, rate
timers, or feedback Analyze with AED Place in
devices to guide Shock (360 joules*d) if indicated Recovery
compression and v Position
ventilation rates <----p 200 Uninterrupted ~ —oooooooooo- >
Chest Compressions!23 Trzgipg”
Oxygen Options: © i
Via NRB Analyze with AED
or Shock (360 joules*d) if indicated
Via BVM
DO NOT INTERRUPT CPR TO
Give Compressions PACKAGE AND
while AED is charging TRANSPORT.
_ CONSIDER AWAITING
NO mechanical CPR Continue ny<|>|'es 0; iOOAED ARRIVAL OF ALS g 8ALS ETA
device during initial 10 cOMpressions 1o owel . y <20 mins.”
minutes analysis/shock™ OR
BVM: 1 ventilation/ 10-15 *—»
compressions

Contact Medical
Command
for possible
field termination
of CPR®

May use mechanical CPR
device (optional)
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GENERAL CARDIAC ARREST i ADULT
STATEWIDE BLS PROTOCOL

Criteria:

A.

Adult patient (>14 years old) with cardiac arrest (may have gasping or agonal breathing).

Exclusion Criteria:

A.

B.

If patient meets criteria for DOA (e.g. decapitation, decomposition, rigor mortis in warm
environment, e t ¢ #thén follow DOA protocol # 322.

Cardiac arrest due to acute traumatic injury T see Cardiac Arrest - Traumatic Protocol #332. AED
use is not indicated in traumatic cardiac arrest, but this protocol should be followed if there is the
possibility of a medical condition causing cardiac arrest prior to a traumatic incident.

Patient displaying an Out-of-Hospital Do Not Resuscitate (OOH-DNR) original order, bracelet, or
necklace - see OOH-DNR Protocol #324.

System Requirements:

A.

Ideally, providers in each EMS agency will use a fi pd rt e approach when using this protocol to
ensure the most effective and efficient cardiac arrest care. Training should include teamwork
simulations integrating QRS, BLS, and ALS crew members who regularly work together. High-
performance systems should practice teamwork using i pd rt e techniques with predefined roles
and crew resource management principles. For example:

1. Rescuer 1 and 2 set up on opposite sides of p at i ehedt and perform continuous chest
compressions, alternating after every 100 compressions to avoid fatigue.

2. Use metronome or CPR feedback device to ensure that compression rate is 100-120/ minute.

3. Chest compressions are only interrupted during rhythm check (AED analysis or manual) and
defibrillation shocks. Continue compressions when AED/ defibrillator is charging.

4. During the first four cycles of compressions/defibrillation (approximatelyl0 minutes) do not
apply or use mechanical CPR device.

5. Use of a CPR checklist to ensure that all best practices are followed during CPR.

For efficient i pd rt e styée care, the EMS agency medical director should establish whether any
ventilation is given during initial compression cycles. If BVM ventilation is used, compressions
should not be interrupted when giving a ventilation every 10 compressions.

The EMS agency, overseen by the agency medical director, must perform a QI review of care and
outcome for every patient that receives CPR.

1. The QI should be coordinated with involved ALS agency and receiving hospital to include
hospital admission, discharge, and condition information. This EMS agency QI can be
accomplished by participation in the Cardiac Arrest Registry for Enhanced Survival (CARES)
program through the ALS agency.

2. The QI should be coordinated with local PSAP/dispatch centers to review opportunities to
assure optimal recognition of possible cardiac arrest cases and provision of dispatch-assisted
CPR (including hands-only CPR when appropriate).

Notes:

Excellent CPR is a priority:

a. Push hard (at least 2 inches deep) and fast (100-120/min) and allow full recoil of chest during
compressions.

b. Change rescuer doing compressions every 1-2 minutes (100-200 compressions) to avoid
fatigue

Effective 11/01/21 331A-20f 4
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c. Restart CPR immediately after any defibrillation attempts.

d. Keep pauses in CPR to a minimum. Immediately after AED recommends shock resume
compressions until AED is fully charged, then immediately after shock, resume compressions
without checking pulse or rhythm. Avoid pauses in CPR during airway management.

e. CPR sequence is CAB (Compressions, Airway, Ventilation) for all ages, except the ABC
sequence should be used in drowning.

f.  For pregnant patients, a rescuer should manually displace the uterustothep a t i Efhduring
CPR.

2. Do not move or package patient for transport at this time. Chest compressions are much less
effective during patient transportation/movement, and any possible interventions by medical
command will be less effective without optimal CPR.

3. Ifthe patient is pregnant at over 20 weeks estimated gestational age (EGA) or if fundus is palpable
abovethep at i mawd, then apply the following additional interventions:

a. During CPR, have an additional rescuer apply leftward lateral displacement of the uterus to
remove uterine pressure on inferior vena cava and to enhance venous return.

b. Use the same defibrillation doses and indications as for any non-pregnant patient.

c. Contact medical command as soon as possible during CPR to in case perimortem Cesarean
Section (PMCS) can be done at a receiving facility. Previous studies show that PMCS is most
successful if done within 5 minutes of maternal cardiac arrest.

4. Shock at maximum output of defibrillator, up to maximum of 360 joules, for initial and subsequent
defibrillation attempts.

5. Patient with severe hypothermia (if available, core temperature < 90° F or 32° C) see Hypothermic
Protocol # 681. For hypothermic patients, no more than 1 shock should be delivered. Further
action will be directed by medical command. Begin transport immediately after initial countershock.
Transport to center with capability of cardiopulmonary bypass surgery if possible.

6. The optimal airway management/ventilation during initial cycles of uninterrupted compressions has
not been established. Agency medical director can set agency policy using the following
approaches:

a. Open airway with manual technique or naso/oropharyngeal airway i with or without passive
oxygen

b. Provide either no active ventilation (passive ventilation from compressions) or bag ventilate
(one ventilation every 10 compressions) without interrupting compressions

c. If BVM ventilation, consider 2-thumbs-up 2-person BVM technique

7. If the AED continues to indicate that shocks are advised, it is best to focus on excellent chest
compressions and use AED to reanalyze every 2 minutes until ALS arrives. Packaging or moving
the patient at this point will decrease the effectiveness of CPR. After three AED messages of fi n
shock a d v i scentadt ,medical command. If unable to contact medical command, transport
patient as soon as possible while continuing CPR.

8. During packaging and transport, minimize interruptions of CPR and reanalyze rhythm about every
10 minutes, and deliver additional shocks if advised.

a. The vehicle and all patient movement should stop before reanalyzing the rhythm.

b. Practitioners must be familiar with the AED used by their agency. AEDs that automatically
analyze every 2 minutes should be temporarily disabled during patient movement and
transport, since the motion of transport may lead to inappropriate shocks. In many machines,
this can be accomplished by disconnecting the electrodes from the machine. Avoid turning the
AED off, since this may reset all of the data collection within the device.
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c. Transport without lights or siren to minimize chance of injury to EMS personnel providing CPR
and patient care, unless unusual circumstances exist.

9. AHA Guidelines suggest that the following are reliable and valid criteria for BLS termination of
resuscitation. Before moving the patient to the ambulance, consider contact with medical command
for orders to terminate CPR in the field if ALL of the following apply:

a. Arrest not witnessed by EMS personnel, AND
b. No return of spontaneous circulation/ pulse (prior to transport), AND

c. No AED shock was delivered (prior to transport).

Performance Parameters:

A. EMS agency should document patient outcome and QI indicators for cardiac arrest, including
ROSC during EMS care, ROSC on arrival to ED, admitted to hospital, discharged from hospital
alive, and neurologic function on discharge.

B. Review of number of cardiac arrest patients that received bystander CPR. [Benchmark may be
set with the goal of increasing community CPR classes to improve this percentage.]

C. System review of time from dispatch to arrival on scene of initial responder with access to AED.
[Possible benchmark of response of 5 minutes or less to 90% of cardiac arrests.

D. Review for cases where patient was inappropriately moved before arrival of ALS. Moving patients
with CPR before ROSC is associated with decreased survival.
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GENERAL CARDIAC ARREST i PEDIATRIC
STATEWIDE BLS PROTOCOL

Initial Patient Contact - See Protocol # 201
Patient pulseless, may have gasping/agonal breathing
Call for ALS if not already dispatched

Assess patient age

}

331Pi BLS - Ped

Infant < 1 year of

_— age

'

Child between 1-14 years old
Cardiac arrest witnessed by EMS personnel
OR
Quality CPR in progress on EMS arrival

CPR 123
15:2 (Infant)

v

TRANSPORT 8

| |
NO YES 2

v

CPR 15:212

“----»

PAUSE FOR
VENTILATIONS,
BUT MINIMIZE
ALL OTHER
INTERRUPTIONS IN
COMPRESSIONS

Give Compressions
while AED is charging

Naso/oropharyngeal
Airway

Supplemental Oxygen
Mechanical CPR

should not be used for
pediatric patients

Effective 11/01/21

10 cycles/ 2 minutes or
until AED ready

v

Analyze with AED34 DI

Shock (360 joules>87) if indicated

{

CPR 15:212
10 cycles or 2 minutes

}

Analyze with AED34
Shock (360 joules>87) if indicated

'

CPR 15:212
10 cycles or 2 minutes

/

Analyze with AED3#
Shock (360 joules>67) if indicated

CPR 15:212
10 cycles or 2 minutes

“----»

“----»

“----»>

Analyze with AED3#
Shock (360 joules>87) if indicated

|

Continue cycles CPR 15:2
followed by AED
analysis/shock every 2 minutes

(Goal= Sp0O2 95-
99%, if available)
Place in Recovery
Position
Transport ASAP
——————— >

ASAP

> Return of Pulse

Assess Vital
Signs

Provide Oxygen
and Ventilate as
needed

<+“—>

DO NOT INTERRUPT CPR TO
PACKAGE AND
TRANSPORT.
CONSIDER AWAITING
ARRIVAL OF ALS if ALS ETA
< 20 mins”8°
OR

Contact Medical
Command
for possible
field termination
of CPR0
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GENERAL CARDIAC ARREST i PEDIATRIC
STATEWIDE BLS PROTOCOL
Criteria:
A. Pediatric patient ( O Yehrs old) with cardiac arrest (may have gasping or agonal breathing).

Exclusion Criteria:
A. If patient meets criteria for DOA (e.g. decapitation, decomposition, rigor mortis in warm
environment, e t ¢ #thén follow DOA protocol # 322.

B. Cardiac arrest due to acute traumatic injury i see Cardiac Arrest - Traumatic Protocol #332. AED
use is not indicated in traumatic cardiac arrest, but this protocol should be followed if there is the
possibility of a medical condition causing cardiac arrest prior to a traumatic incident.

C. Cardiac arrest in newborn i see Newborn / Neonatal Resuscitation Protocol # 333.
D. Patient displaying an Out-of-Hospital Do Not Resuscitate (OOH-DNR) original order, bracelet, or
necklace - see OOH-DNR Protocol #324.

Possible Medical Command Orders:
A. After 4 i nshock advised messages, if ETA to hospital or ETA of ALS are > 15 minutes, medical
command may order termination of resuscitation efforts.

Notes:

1. Ventilations should be given over 1 second. When giving chest compressions:

a. Push hard (at least 1/3 AP chest diameter for children and infants)

Push fast (100-120 compressions/min)

b
c. Release hand pressure completely after each compression.
d

To avoid tiring, rescuer doing chest compressions should be replaced at least every 5
cycles or 2 minutes.

e. ltis essential to minimize interruptions in chest compressions during CPR.

f. CPR sequence is CAB (Compressions, Airway, Ventilation) for all ages, except the ABC
sequence should be used in drowning.

g. Compression to ventilation ratio is 30:2 for all single rescuers, but 15:2 for children and
infants when 2 rescuers are available.

2. Ventilate the patient with appropriate oral/nasopharyngeal airway using high flow oxygen, as soon
as possible, but Do Not delay CPR to connect oxygen. Ideal ventilation includes two-person
technique. Routine cricoid pressure is not recommended during CPR.

a. Before intubation, compression to ventilation ratio is: Child and Infant = 15:2. (NOTE: 1-
rescuer CPR compression to ventilation ratio is 30:2 for all patients except newborns)

b. After intubation/ Alternative/ Rescue Airway, avoid overzealous hyperventilation.

After an advanced airway is in place, chest compressions should be given by one rescuer
at a rate of 100-120 compressions/ minute without pauses while a second rescuer provides
continuous ventilations at a rate of 10 breaths/ minute for all patient ages. Suggest using
an electronic rate timer or provide 1 breath every 10 compressions.

c. Ifunable to ventilate, proceed to Obstructed Airway maneuvers.

3. Pediatric AED Use: If pediatric AED electrodes are immediately available, follow protocol flowchart
for adult patients but use pediatric AED electrodes if patient is < 8 years old. If no pediatric AED
electrodes are available, adult AED/electrodes should be used on patients < 8 year old, including
infants. Check pulse only after the AED gives a fi nshocki n d i craessage.0After each shock
is delivered, start CPR immediately without checking the pulse.

4. If no shock is indicated, check pulse, if pulseless repeat 5 cycles of CPR and then re-analyze (if
applicable). After three sequential i nghocki n d i craessages) repeat i a n a | pgrinceevery
10 minutes. (Note: some AEDs automatically re-analyze for you.)

5. If available, pediatric AED pads used on patients < 8 years of age will provide appropriate lower
shock energy dose.
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6. Patient with severe hypothermia (if available, core temperature < 90° F or 32° C) see Hypothermic
Protocol # 681. For hypothermic patients, no more than 1 shock should be delivered. Further
action will be directed by medical command. Begin transport immediately after initial countershock.
Transport to center with capability of cardiopulmonary bypass surgery if possible.

7. If the AED continues to indicate that shocks are advised, it is best to focus on excellent chest
compressions and use AED to reanalyze every 2 minutes until ALS arrives. Packaging or moving
the patient at this point will decrease the effectiveness of CPR. After three AED messages of i n o
shock a d v i scentadt ,medical command. If unable to contact medical command, transport
patient as soon as possible while continuing CPR.

8. During packaging and transport, minimize interruptions of CPR and reanalyze rhythm about every
10 minutes, and deliver additional shocks if advised.

a. The vehicle and all patient movement should stop before reanalyzing the rhythm.

b. Practitioners must be familiar with the AED used by their agency. AEDs that automatically
analyze every 2 minutes should be temporarily disabled during patient movement and
transport, since the motion of transport may lead to inappropriate shocks. In many
machines, this can be accomplished by disconnecting the electrodes from the machine.
Avoid turning the AED off, since this may reset all of the data collection within the device.

c. Transport without lights or siren to minimize chance of injury to EMS personnel providing
CPR and patient care, unless unusual circumstances exist.

9. Agency medical director may establish policy for immediate transport if local pediatric receiving
center in close proximity has capabilities for extracorporeal membrane oxygenation (ECMO) and
mutually agree on appropriate criteria for rapid transport for immediate ECMO.

10. AHA Guidelines suggest that the following are reliable and valid criteria for BLS termination of
resuscitation. Before moving the patient to the ambulance, consider contact with medical command
for orders to terminate CPR in the field if ALL of the following apply:

a. Arrest not withessed by EMS personnel, AND
b. No return of spontaneous circulation/ pulse (prior to transport), AND

c. No AED shock was delivered (prior to transport).

Performance Parameters:

A. EMS agency should document patient outcome and QI indicators for cardiac arrest, including
ROSC during EMS care, ROSC on arrival to ED, admitted to hospital, discharged from hospital
alive, and neurologic function on discharge.

B. Review of number of cardiac arrest patients that received bystander CPR. [Benchmark may be
set with the goal of increasing community CPR classes to improve this percentage.]

C. System review of time from dispatch to arrival on scene of initial responder with access to AED.
[Possible benchmark of response of 5 minutes or less to 90% of cardiac arrests.]
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CARDIAC ARREST i TRAUMATIC
STATEWIDE BLS PROTOCOL
Criteria:

A. Patient unresponsive, pulseless, and apneic/agonal breaths when acute traumatic injury is the
cause of the cardiac arrest.

Exclusion Criteria:

A. If patient meets criteria for DOA (e.g. decapitation, decomposition, rigor mortis in warm
environment, e t ¢ #hen follow DOA protocol # 322.

B. Patients in cardiac arrest due to overdose, hypothermia, cardiac disease, or other medical
conditions when traumatic injuries are not suspected to be the primary reason for cardiac arrest i
see Cardiac Arrest protocol # 331.

Treatment:
A. Patients in cardiac arrest due to trauma:
1. Initial Patient Contact i see protocol #201.

a. If any doubt exists that the apparent injuries are responsible for the cardiac arrest, follow
Cardiac Arrest Protocol #331, including the use of AED when indicated. Otherwise, AED
use is not indicated in cardiac arrest from severe traumatic injuries.

b. If cardiac arrest is withessed by EMS providers, or there is evidence that the patient had
any signs of life within a few minutes before the arrival of EMS providers, proceed to step
2 below.12 Otherwise, follow DOA protocol # 322.

2. Initiate CPR with cervical spine motion restriction, if indicated.
3. Additional treatments prior to transport should be limited to:
a. Rapid extrication with spinal motion restriction, if indicated.
b. Assure adequate airway and adequate ventilation. 2

4. Transport immediately if patient can arrive at a trauma center (preferred destination) or the
closest hospital in 015 minutes.*

a. Notify the receiving facility ASAP to allow maximum time for preparation to receive the
patient.

b. Contact medical command for possible field termination of resuscitation if the patient
remains in cardiac arrest after initial resuscitation attempt and cannot arrive at the closest
receiving facility within 15 minutes.

c. Air medical transport of patients in traumatic cardiac arrest is generally not indicated.

Notes:

1. If bystanders have initiated resuscitation, EMS providers should continue CPR and contact medical
command to consider terminating resuscitation.

2. To have any chance of survival, victims of traumatic cardiac arrest must arrive at a hospital within
a few minutes.

3. If ALS is immediately available, endotracheal intubation or decompression of a tension
pneumothorax may increase this very short time window for survival, but rapid extrication and
transport should not be delayed if ALS is not on scene.

4. If the patient can arrive at the closest trauma center within 15 minutes, the patient should be taken
to the trauma center even if another hospital is closer.
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NEWBORN RESUSCITATION
STATEWIDE BLS PROTOCOL
Criteria:

A. Newborn infant
Exclusion Criteria:

A. Resuscitation may not be appropriate in rare cases where gestational age (confirmed gestational
age <23 weeks) or fatal birth defects (for example anencephaly or absence of skull bones and brain
hemispheres) are consistent associated with certain early death.

Treatment:
A. All Patients

1. Refer to accompanying flowchart.

Note:

1. The newborn should be evaluated immediately after birth and reevaluated for respiratory effort,
heart rate, and color every 30 seconds during the initial care until it is clear that the newborn is
stable.

2. Transport the stable infant in a warm environment and within an infant car seat (if available) that
has been firmly secured within the ambulance.

3. Examine for central cyanosis at the face, trunk and mucous membranes. Acrocyanosis of hands
and feet only is usually a normal finding if the infant is vigorous, breathing, and heart rate >100.

4. Positive pressure ventilation should use the minimum volume and pressure to achieve chest rise
and /or achieve or maintain HR>100.

5. Two thumb-encircling chest technique is preferred. Compressions and ventilations should occur
in a 3:1 ratio and should be done quickly enough to provide approximately 90 compressions and
30 ventilations per minute.

6. Newborns who required resuscitation are at risk for deterioration and should be transported in the
environment that permits frequent reassessment. Transport under the care of an ALS provider is
ideal if available.

Effective 11/01/21 33320f2
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ALLERGIC REACTION / ANAPHYLAXIS
STATEWIDE BLS PROTOCOL

Criteria:

A. Severe Allergic Reaction: A patient with the following symptoms of severe allergic reaction or
anaphylaxis after suspected exposure to an allergen:

1. Symptoms of severe allergic reaction include:
a. Difficulty breathing and wheezing.
b. Swollen tongue and lips or difficulty swallowing.
c. Hypotension.
2. Common allergens that may lead to allergic reactions include
a. Bee/ Wasp/ Hornet stings
b. Medications (e.g. antibiotics)
c. Foods (e.g. peanuts, seafood)
B. Moderate Allergic Reaction: A patient with a moderate allergic reaction may have:
1. Mild shortness of breath with wheezing
2. Extensive hives and itching
3. Mild tongue/ lip swelling without difficulty swallowing of shortness of breath.
Exclusion Criteria:
A. Mild allergic reaction isolated to minor hives without any of the criteria listed above.!
System Requirements:

A. Only an EMT that has completed the EPINEPHTrine patient-assisted auto-injector module through
the EMT curriculum or continuing education may administer patient-assisted EPINEPHrine by
auto-injector.

B. [Optional] BLS services may carry EPINEPHrine auto-injectors for administration by the
agen EMDss

1. These services must comply with Department of Health EPINEPHTrine auto-injector
requirements for these services and for the training of service providers before the service is
permitted to stock and carry EPINEPHTrine auto-injectors.

2. These services must carry, at a minimum, 1 adult (0.3 mg) and 1 pediatric (0.15 mg) dose
EPINEPHTrine auto-injectors in their primary responding vehicle, stored and maintained in a
manner consistent with Department requirements.

Treatment:

A. All patients treated by BLS services that DO NOT carry EPINEPHrine auto-injectors (i.e.
patient-assisted EPINEPHrine):

1. |Initial Patient Contact i see Protocol # 201.

a. Consider call for ALS if available. See Indications for ALS Use protocol #210.
2. Administer oxygen. (High concentration if difficulty breathing or signs of shock)
3. Determine the severity of thep at i symptdns.

a. For severe symptoms listed above:

1) |If the patient has a prescribed EPINEPHrine auto-injector, assist? with the
administration of single unit dose of EPINEPHrine via auto injector.34567 [EMT
ONLY]

a) Adult dose 0.3 mg (e.g. EpiPen)
b) Pediatric dose 0.15 mg (e.g. EpiPen Junior)
2) Monitor vital signs and reassess patient.
3) Contact medical command.
b. For moderate symptoms listed above:
1) Contact medical command if the patient has a prescribed EPINEPHrine auto-injector.

Effective 11/01/21 411-10f2
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B.

4. Monitor vital signs and reassess patient.
5. Monitor pulse oximetry i See Pulse Oximetry Protocol #226.
6. Transport.

All patients treated by EMTs functioning with BLS services that are approved to carry
EPINEPHrine auto-injectors (i.e. primary administration of EPINEPHrine) [OPTIONAL]:

1. Initial Patient Contacti see Protocol # 201.
a. Consider call for ALS if available. See Indications for ALS Use protocol #210.
2. Administer high concentration oxygen.
3. Determine severityof p at i symptdins
a. For severe symptoms listed above:
1) Administer a single unit dose of EPINEPHrine via auto injector.*57
a) Adult dose 0.3 mg (e.g. EpiPen)
b) Pediatric dose 0.15 mg (e.g. EpiPen Junior)
2) Monitor vital signs and reassess patient
3) Contact Medical Command.

b. For moderate symptoms listed above, Contact Medical Command and follow directions of
medical command physician.

4. Monitor vital signs and reassess patient.

5. Monitor pulse oximetry i See Pulse Oximetry Protocol #226
6. Transport

7. Contact Medical Command if condition worsens

Possible Medical Command Orders:

A. If patient has a second EPINEPHrine auto-injector, medical command physician may order EMT
to assist patient with the administration of a second dose of EPINEPHrine.

B. If BLS service carries EPINEPHrine auto-injector, medical command physician may order
administration of EPINEPHrine.

Notes:

1. Patients with mild allergic reactions should be reassessed for the development of more severe
symptoms. If reaction is a single welt without other symptoms, may apply dab of over-the-counter
sting reducing medication, if available i these commonly contain benzocaine, diphenhydramine,
phenol, and/or camphor.

2. The EMT may need to administer the medication rather than assist if the patient has a decreased
level of consciousness.

3. Assure that the available auto-injector was prescribed for the patient and is not expired.

4. Side effects of EPINEPHrine are rare. They include:

Increased heart rate Vomiting Excitability
Nausea Chest Pain Headache
Dizziness Anxiousness Pallor

5. Use caution in patients over 55 years old. Contact Medical Command if patient does not have
severe symptoms as defined above or if unsure whether this is an allergic reaction.

6. If the patient does not have a prescribed EPINEPHrine auto injector, but there is a bystander
available with an auto injector, contact medical command.

7. Dispose of the injector in a biohazard container.

Performance Parameters:

A.

B.

C.

Review every case of EMT administered or assisted EPINEPHrine auto-injector use for
documentation of symptoms defined in protocol.

Review every case of EMT administered or assisted EPINEPHrine auto-injector for the
appropriate contact with medical command as required by the protocol.

Consider benchmark of on scene time < 10 minutes.
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RESPIRATORY DISTRESS/ RESPIRATORY FAILURE
STATEWIDE BLS PROTOCOL
Criteria:
A. Shortness of breath or difficulty breathing

1. Conditions which produce SOB from bronchoconstriction that may respond to
bronchodilators. These conditions generally are associated with wheezing.

a. COPD (emphysema, chronic bronchitis)

b. Asthma

c. Allergic reaction

d. Respiratory infections (pneumonia, acute bronchitis)

2. Conditions which produce SOB without bronchoconstriction that do not respond to
bronchodilators. These conditions usually are not associated with wheezing.

a. CHF
b. Pulmonary embolism
Exclusion Criteria:
A. None.
System Requirements:

A. Only an EMT that has completed the bronchodilator module through the EMT curriculum or
continuing education may assist the patient with administration of a bronchodilator.

B. CPAP may only be administered by an EMT that has completed the DOH BLS CPAP training and
has been approved to administer CPAP by the EMS agency medical director.

C. [Optional] BLS services may carry CPAP devices for use by thea g e n EMTss

1. These services must assure that all EMTs using CPAP have completed the DOH BLS CPAP
training and have been approved by the agency medical director.

2. These services must carry a CPAP device that has a manometer (or other means to provide
specific CPAP pressure) and meets any other specifications required by the DOH.

3. The EMS agency medical director must oversee the CPAP training, use of CPAP, and quality
improvement audits.

D. [Optional] BLS services may carry albuterol or albuterol/ipratropium solutions and nebulizer
devices for bronchodilator administration by thea g e n EMTss

1. These services must assure that all EMTs using nebulized bronchodilators have completed the
DOH EMT nebulized bronchodilator training and have been approved by the agency medical
director.

2. The EMS agency medical director must oversee the nebulized bronchodilator training, storage
and use of the medications and equipment, and quality improvement audits.

Treatment:
A. All patients:
1. Initial Patient Contacti see Protocol # 201.
a. Consider call for ALS if available. See Indications for ALS Use protocol #210

2. If allergic reaction is suspected and patient meets criteria, proceed with Allergic Reaction /
Anaphylaxis protocol #411.

B. Pediatric patients:

1. NOTE: If child is sitting in a tripod position with excessive drooling this may be epiglottitis,
transport immediately. Do not lay the patient flat and do not attempt to visualize the throat.

C. All patients:

1. Apply high concentration oxygen. If necessary, assist respirations with a bag-valve-mask, but
avoid overzealous hyperventilation.
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2. Monitor pulse oximetry i See Pulse Oximetry Protocol #226

3. Continuous Positive Airway Pressure (CPAP) [OPTIONAL and EMT ONLY]:

a. Apply CPAP to adult patient if patient does not have any contraindication to CPAP * AND
has at least TWO of the following after high concentration oxygen:

1) Pulse oximetry < 90%
2) Respiratory rate > 25 bpm
3) Use of accessory muscles during respiration
b. If CPAP is applied 2
1) Titrate pressure up until either improvement or maximum of 10 cm H,O pressure.

2) Remove CPAP if respiratory status deteriorates and assist with BVM ventilation if
needed.

4. If patient has a history of using a bronchodilator for asthma/ COPD/ emphysema AND has
wheezing with shortness of breath, either:

a. Assist patient with his/ her bronchodilator inhaler [EMT ONLY] for conditions associated
with wheezing 345

1) Mustbeafi s h-ac t irapid @nset, bronchodilator &7

b. Administer bronchodilator with oxygen driven nebulizer [OPTIONAL and EMT ONLY] using
one of the following options:

1) Albuterol 2.5 mg in approx.. 3 mL solution
2) Albuterol (approx.. 3 mg) and ipratropium (500mcg) in nebulizer solution.
Transport and reassess enroute

Contact medical command if EMT is unclear whether the p at i @materdissafi s h-acti ngo
bronchodilator or if EMT has assisted with bronchodilator inhaler administration.”-8

Possible Medical Command Orders:
A. May order additional doses of p a t i bronthddilator or nebulized bronchodilator (if available).

Notes:
1. CPAP is not indicated if patient:
has altered mental status and/or cannot follow commands.
014 ylo, unless appropriately sized pediatric mask is available

a
b
c. has respiratory rate < 10 OR apnea OR is unable to maintain an open airway.
d. has chest trauma or is suspected of having a pneumothorax.
e. has atracheostomy.
f. is actively vomiting or has upper Gl bleeding.
2. If CPAP is used:

a. Oxygen supply may be depleted rapidly, especially if prolonged transport times. Monitor supply
to avoid complete depletion.

b. Assure that ALS has been requested, if available, and advise responding ALS service that
CPAP is being used.

c. Notify hospital of CPAP use ASAP to assure that CPAP device is available on arrival. Transport
patient into hospital on CPAP and do not remove until hospital therapy is ready to be placed
on patient.

d. Watch for gastric distention, which can result in vomiting.
e. CPAP can be used on patient with Do-Not-Resuscitate order.
f.  Vital signs (including pulse oximetry), must be obtained and documented every 5 minutes.

3. An EMT may assist with the medication ONE TIME ONLY prior to contacting Medical Command.
Any subsequent administration requires direction from a medical command physician.
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4. Bronchodilator inhaler must be prescribed for the patient, and EMS must identify and administer

the prescribed dose ( i o aré & wrthadlations) for the specific patient.
If unsure of the appropriate action, contact Medical Command for further direction.

If unable to contact medical command, may repeat previous dose of bronchodilator inhaler 20
minutes after initial dose.

7. The following are commonly prescribed short-acting, rapid-onset, beta-2 agonist inhalants that the
EMT may assist with administration:

Brand Name Generic Name
Combivent Albuterol / Ipratroprium Combination
Maxair Pirbuterol Acetate
Proair Albuterol
Proventil Albuterol
Ventolin, Albuterol
Xopenex Levalbuterol

8. The following are medications that SHOULD NOT be used:

Long-acting, Delayed-Onset Inhalers

Brand Name

Generic Name

Aero-Bid, Aero-Bid M

Flunisolide

Advair Salmeterol / Fluticasone Combination
Alvesco Ciclesonide

Asmanex Mometasone

Atrovent Ipratropium Bromide

Beclovent Beclomethasone Dipropionate
Brovana Arformoterol

Dulera Formoterol / Mometasone Combination
Flovent Fluticasone Propionate

Foradil Formoterol

Intal Cromolyn Sodium

Performomist Formoterol

Pulmicort Budesonide

Qvar Beclomethasone Dipropionate
Serevent Salmeterol Xinafoate

Spireva Tiotropium

Symbacort Formoterol / Budesonide Combination
Vanceril Beclomethasone Dipropionate

Performance Parameters:

A. Review every case of EMT CPAP use or EMT-assisted bronchodilator inhaler or nebulized
bronchodilator administration for documentation for appropriate indication, appropriate medication,
and appropriate contact with medical command.

B. Consider benchmark of on scene time < 15 minutes if ALS not on scene.

Effective 09/01/19
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Criteria:

CHEST PAIN
STATEWIDE BLS PROTOCOL

A. Chest pain of possible cardiac origin. May include:

1.
2
3
4,
5

6.

Retrosternal chest heaviness/pressure/pain

Radiation of pain to neck, arms or jaw

Associated SOB, nausea/vomiting or sweating

Possibly worsened by exertion

Patient over 30 y/o or with known cardiac ischemic disease

Patient with history of recent cocaine use

Exclusion Criteria:

A. Chest pain, probably not cardiac origin.

1.

2.

May include:
a. Pleuritic chest pain- worsens with deep breath or bending/turning.
b. Patient less than 30 y/o

If associated with shortness of breath, follow Shortness of Breath protocol #421

System Requirements:

A. Only an EMT that has completed the nitroglycerin module of the curriculum or continuing education
may assist with NTG administration.

Treatment:

A. All patients:

1.

Initial Patient Contact i see Protocol # 201.
a. Consider call for ALS if available. See Indications for ALS Use protocol #210
Apply oxygen (High concentration if patient also has difficulty breathing or hypoperfusion)

Monitor pulse oximetry i See Pulse Oximetry Protocol #226 7 and titrate oxygen to the lowest
concentration that will maintain SpO2 between 95 and 99%.

[OPTIONAL] If patient has chest pain that may be of cardiac origin, obtain and transmit 12-
lead ECG if BLS service has this capability. See Protocol #250.

If no allergy to aspirin, administer Aspirin, four 81 mg baby aspirins chewed

a. WARNING: Do not give aspirin if patient is allergic to aspirin.

Assist patient with his/her prescribed nitroglycerin based upon the following:*?34 [EMT ONLY]
a. Suspected cardiac origin as outlined above.

b. WARNING: Do not give nitroglycerin if you are aware that a patient has taken Viagra or
similar medications (for example, Levitra, Cialis, Revatio) for erectile dysfunction or
pulmonary hypertension within the last 24-48 hours.®

c. Patient is currently experiencing chest pain or discomfort.
d. Blood pressure is > 100 systolic.
Transport.

Monitor vital signs and reassess.
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9. Contact medical command if EMT has assisted with nitroglycerin.®

Possible Medical Command Orders:

A. Medical command may order additional doses of nitroglycerin.

Notes:

1.

An EMT may assist with the medication ONE TIME ONLY prior to contacting Medical Command.
Any subsequent administration requires direction from a medical command physician.

Nitroglycerin must be prescribed for the patient, and EMS must identify and administer the
prescribed dose (sublingual fi t a bolflestpor ay 0 ) .

Nitroglycerin should not be given to a child.
If unsure of the appropriate action, the EMT should contact Medical Command for further direction.

Nitroglycerin use may lead to severe, and possibly fatal, hypotension when given within 24-48
hours after a patient has used drugs that treat erectile dysfunction (phosphoodiesterase inhibitors)
and pulmonary hypertension. Nitroglycerin should not be given within 24 hours of taking Viagra
/Revatio (sildenafil) or Levitra (vardenafil) or within 48 hours of taking Cialis (tadalafil).

If unable to contact medical command, may repeat nitroglycerin one time 5 minutes after initial
dose as long as systolic blood pressure is > 100 prior to second dose.

Performance Parameters:

A.

For every case of assisting with nitroglycerin, assure documentation of history consistent with
cardiac chest pain, assure documentation of vital signs before and after nitroglycerin, assure
appropriate contact with medical command.

Consider benchmark of on scene time < 15 minutes if ALS not on scene.
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Criteria:

VENTRICULAR ASSIST DEVICE (VAD) MANAGEMENT
STATEWIDE BLS PROTOCOL

A. All patients with a HeartMate Il, HeartMate 3, or HeartWare Ventricular Assist Device

1.

Treatment:

Description of VAD

a.

A VAD is a mechanical heart pump that is surgically implanted in patients with severe heart
failure in order to aid in the circulation of oxygenZich blood to the body.

A VAD can be used as a bridge to heart transplant and/or as destination therapy for patients
who do not qualify for heart transplant. These designations can be fluid; patients who have
a VAD placed as destination therapy can later qualify for transplant.

VADs are designed to support the failing left ventricle (LVAD). Rarely VADs are placed in
the right ventricle to create an RVAD or biZ/AD configuration.

The VAD is implanted inside the thoracic cavity. Cannulation involves attachment of a
tube (inflow cannula) to the left ventricle that diverts cardiac circulation to a small pump.
An outflow conduit takes blood from the pump to the aorta, above the aortic valve. This
alters the normal physiological blood flow pathway, as blood typically does not travel
through the aortic valve, and in most patients the aortic valve remains closed.

The VAD connects to a small computer (system controller) which powers the pump via an
electrical cord referred to as a driveline, that generally exits the body in the abdomen. The
controller is powered via batteries and/or power supply directly from the wall.

Current generation VADs are continuous flow, meaning blood is constantly circulated at a
set rate through the body. This alters normal pulsatile physiology due to the pathway of
blood flow, bypassing of the aortic valve, resulting in notable feature of reduced or absent
pulse pressure. As a result there are implications to clinical exam, inability to palpate
peripheral pulses, inability to capture accurate pulse oximetry, inability to measure blood
pressure utilizing standard automated cuffs.

A. All patients:

1.

Initial assessment of patient with VAD remains the same as other patients. Many patients call
911 for conditions that are not related to the VAD (altered mental status, trauma, infection or
other medical conditions. Initial Patient Contact i see Protocol # 201.

a.

b.

Consider call for ALS if available. See Indications for ALS Use protocol #210
Assess pulse

1) Many VAD patients will not have a palpable pulse. Auscultate the VAD over the area
of the heart to confirm it is still working T a continuous humming sound indicates the
VAD is running.

Manage critically ill patients using usual resuscitation protocols when indicated i For
example see #331A, 3031A, and 3000A 123

1) If patient is pulseless and apneic, CPR should be initiated. Chest compressions are
generally indicated as part of CPR in patients with VADs.

a) Defibrillation can be done on a patient with a VAD. Consider anterior-posterior pad
placement to avoid placing the defibrillation pads directly over the VAD device.

b) Consult the family/ caregiver, VAD information card, and/or VAD coordinator for
further guidance.
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c) Ifdoing CPR, contact Medical command for advice on chest compressions or other
treatments in patients with a VAD.

d. Assess blood pressure

1) Blood pressure can be measured by using a doppler and blood pressure cuff, or
secondarily by automated non-invasive BP (NIBP) measurement.

a) The first sound noted via doppler is the Doppler blood pressure. A Doppler blood
pressure >60 mmHg generally indicates appropriate perfusion in the patient with a
VAD. The Doppler blood pressure should be used in conjunction with other signs
of perfusion (skin color, mental status, and capillary refill.

b) If a doppler is not available, an automated NIBP should be obtained to determine
the mean arterial pressure (MAP).

2. Apply oxygen (High concentration if patient also has difficulty breathing or hypoperfusion)

3. Monitor pulse oximetry i See Pulse Oximetry Protocol #226 i and titrate oxygen to the lowest
concentration that will maintain SpO2 between 95 and 99%.

a. Pulse oximetry may be unreliable due to lack of pulsatile blood flow. Signs of hypoxia, such
as cyanosis and dyspnea, should be used to determine the need for oxygen therapy.

4. Assessthep at i ¥ADtdéviee/ equipment
a. Verify that the driveline exiting the patient is connected to the controller.
b. Verify that the controller is powered by adequate power supply (batteries or wall power).

c. For any VAD alarms or concerns, consultthe p a t i eametgifes. If there is no caregiver,
contact the VAD emergency phone number forthe p a t i dewitedHospitals that implant
VADs are required to provide 24-hour support to VAD patients.

d. Inspectthe area where the driveline exits the abdomen for signs of infection. Do not remove
existing dressing.

e. Inspect the VAD to ensure all cables are connected and power is being supplied to the
device.

1) When changing the batteries on the VAD, be sure to only replace one battery at a time.
You should NEVER remove both batteries simultaneously.

5. The patient/ family/ caregivers are generally trained in the function and use of the VAD,
especially the controller. Seek their assistance early in the patient contact.

a. Consult the patient/ family/ caregiver to determine the type of VAD.

6. Transport with all equipment necessary for function of the VAD, including chargers, extra
batteries, and back-up controller.

7. Monitor vital signs and reassess.

8. Contact medical command if concerned that VAD issue is reason for p a t i dlmess@isfor
advice regarding the VAD.

Possible Medical Command Orders:

A. Medical command may order transport to the facility that placed the VAD or to another facility that
places VADs, if the patient is deemed to be stable enough for the trip.

Performance Parameters:

A. Review for appropriate consultation with medical command to determine destination. Ideally VAD
patients are taken to the facility that placed the VAD or to a closer tertiary care facility that also
places VADs.
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Initial Patient Contact- See Protocol #201
Also follow Multisystem Trauma Protocol #602, if applicable.

l

Serious or Uncontrolled
Bleeding?

YES

|

YES

Extremity Bleeding? |

l

Apply tourniquet %23
(Consider tourniquet as initial
method of bleeding control)
Apply as far proximal as possible
If bleeding continues, apply
second proximal tourniquet)

AND/OR

Pack (stuff) wound with gauze
(consider hemostatic roller
gauze, if available)
Apply direct pressure
Apply pressure bandage

Apply dressing /
NO —> bandage if possible

NO

|

Apply direct pressure

l

NO —

Open abdominal or
chest wound bleeding?

If bleeding continues,
1. Pack (stuff) wound with gauze
(hemostatic impregnated roller gauze
preferred*®, if available),
2. Apply direct pressure,
3. Apply pressure bandage,
4. Once applied, do not remove dressing

Effective 09/01/19
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BLEEDING CONTROL
STATEWIDE BLS PROTOCOL

Criteria:
A. Patients with bleeding or open wounds
Exclusion Criteria:
A. Internal bleeding
B. Vaginal bleeding
System Requirements:
A. Every BLS/ALS ambulance and QRS must carry at least two commercial tourniquets.

B. [Optional] EMS services may carry approved hemostatic agents for use by appropriately trained
EMS providers if the agency complies with the following additional requirements:

1. The agency and agency medical director must assure that all providers that will potentially use
the hemostatic agent are appropriately trained in its use.

2. Hemostatic agents that are impregnated into gauze that can be packed into a wound are
preferred. Otherwise, hemostatic agent must be contained within a packet, and hemostatic
agent in the form of free powder is not approved.

C. If an agency chooses to carry a hemostatic agent (optional), the agency medical director must
select an agent that is approved as defined on the Pennsylvania EMS Vehicle Equipment List.

Notes:

1. Application of a tourniquet may be the best initial option to control severe extremity bleeding.
Especially when a patient has signs of hypovolemic shock, extremity injuries from explosive
devices, in mass casualty situations, or when bleeding is profuse.

2. EMS providers should use commercial (tactical/military-type) tourniquets (preferred) but may use
a cravat or blood pressure cuff as a tourniquet if additional tourniquet is needed. Do not use rope,
wire or other thin strictures that may lead to more damage.

3. When a tourniquet is applied:

a. Apply it as far proximally as possible. If bleeding is not controlled, a second tourniquet may be
applied.

b. In mass casualty situations, write a i Tadd the time of applicationonthep at i ®mheédr
record tourniquet and time on triage tag.

c. Do not release tourniquet pressure in the field unless ordered to by medical command.

4. Hemostatic agents are most likely to be indicated for wounds involving the scalp, face, neck, axilla,
groin, or buttocks.

5. Hemostatic agents are NOT appropriate for minor bleeding, bleeding that can be controlled by
direct pressure, bleeding that can be controlled by application of a tourniquet, or bleeding from
open abdominal or chest wounds.

Performance Parameters:

A. Review all cases where tourniquets or hemostatic agents are applied to patient to assure that
patient met protocol indications.
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MULTISYSTEM TRAUMA OR TRAUMATIC SHOCK
STATEWIDE BLS PROTOCOL

Criteria:

A. Patient that meets Category 1 or Category 2 trauma triage criteria and has evidence of injury.

B. Patient with symptoms of shock/hypoperfusion related to a traumatic injury.
Exclusion Criteria:

A. Cardiac Arrest related to trauma i see Cardiac Arrest i Traumatic Protocol # 332.

B. Hypotension not related to trauma.
Treatment:

A. All patients:

1. |Initial Patient Contact i see Protocol # 201.
a. Restrict C-Spine motion until further assessment.

b. Consider call for ALS if available, but should not delay patient transport. See Indications
for ALS Use protocol #210.

c. Consider request for air ambulance- if applicable per Trauma Destination Protocol #180.
d. Consider rapid extrication.*

Control external bleeding i see Bleeding Control Protocol #601.

Administer oxygen (high concentration if Category 1 trauma criteria).

Restrict spinal motion, if indicatedi See Spine Care Protocol # 261.

a > 0N

Treat specific injuries:

a. Also follow injury specific trauma protocols if applicable for head injury, impaled object,
amputation, or burns.

b. If sucking chest wound, cover wound with occlusive dressing sealed on 3 sides. Release
dressing if worsened shortness of breath.

c. If intestinal evisceration, cover intestines with a sterile dressing moistened with sterile
saline or water; cover the area with an occlusive material (aluminum foil or plastic wrap).
Cover the area with a towel or blanket to keep it warm. DO NOT PUSH VISCERA BACK
INTO ABDOMEN.? Transport with knees slightly flexed if possible.

6. Consider Trendelenberg position (foot of stretcher elevated approximately 6 inches) if:
a. Patient has hypotension, and

b. There are no chest injuries, no head injuries, no shortness of breath, and position does not
cause shortness of breath.

7. Maintain body temperature.?

8. If suspected pelvic fracture and hypotension, apply commercial pelvic binding device (if
available) for splinting.

a. Traction splinting is preferred for isolated femur fractures.

b. Padded board splints or other similar devices are preferred for isolated tibia/fibula fractures.
9. Transport the patient ASAP as per Trauma Destination Protocol i See Protocol # 180.
10. Monitor pulse oximetry i See Pulse Oximetry Protocol #226

11. Monitor vital signs and reassess.
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Notes:

1. Rapid extrication may be appropriate in the following circumstances: danger of explosion (including
potential secondary explosion at a terrorism incident); rapidly rising water; danger of structural
collapse; hostile environments (e.g. riots); patient position prevents access to another patient that
meets criteria for rapid extrication; shock; inability to establish an airway, adequately ventilate a
patient, or control bleeding in entrapped position; or cardiac arrest.

2. Inwilderness / delayed transport situations with prolonged evacuation time (at least several hours),
examine the bowel for visible perforation or fecal odor. If no perforation is suspected, irrigate the
eviscerated intestine with saline and gently try to replace in abdomen.

3. If patient is cold, use blankets and possibly hot packs at armpits and groin to prevent additional
heat loss.

Performance Parameters:
A. Documentation of reason for any on scene time interval over 10 minutes

B. Percentage of calls, without entrapment, with on scene time interval <10 minutes. Possible
benchmark for on scene time for non-entrapped patients = 10 minutes

C. Documentation of applicable trauma triage criteria
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BLAST/ EXPLOSIVE INJURY
STATEWIDE BLS PROTOCOL

Criteria:
A. Injuries sustained in a blast or explosion, including:
1. Industrial explosions
2. Terrorist bombings
3. Any other type of explosion
Exclusion Criteria:
A. None
System Requirements:

A. If elevated threat of terrorist bombing, agencies should consider carrying several commercial
tourniquets.

B. If elevated threat of terrorist bombing, fire/rescue/EMS agencies should consider availability of a
Geiger counter with initial responding units.

C. Personal Protective Equipment:

1. Iftoxic materials are suspected, only appropriately trained and equipped providers should enter
the immediate area.

2. Without suspected toxic hazards, appropriate PPE for explosion scenes include outerwear (like
coveralls and heavy fi t wrurtcoat), heavy gloves, steel-toed shoes, hardhat, eye protection,
dust particle mask.

Treatment:
A. All Patients:
1. Scene Safety i see Protocol # 102

a. Consider risks of secondary explosions at scene, triage area, staging area, or receiving
facilities

1) Be observant for victims, vehicles, packages or containers that seem out of place.
b. Consider risks of radiation contaminated victims of terrorist explosions.

1) Screen scene with Geiger counter, if radiation is suspected and device is available
c. Consider risks of unstable buildings and infrastructure.

2. Initial Patient Contact i see Protocol #201

a. Initiate regional MCI plan if needed

1) Triage patients using regional MCI plan 123

a) During triage, apply tourniquets to severely bleeding extremities.

2) Explosion scenes should be presumed to be crime scenes until cleared by authorities
i see Protocol # 919

b. Explosions/ blasts may cause bilateral ruptured tympanic membranes i consider that
communications with patients may be impaired.

c. If thrown by explosion, restrict spinal motion if indicated i see Protocol # 261
3. If severe bleeding, see Protocol #601

a. Use tourniguets early if severe extremity bleeding.
4. Consider blast-related injuries:

a. Primary blast injuries (from blast pressure wave) 4

1) If Blast Lung suspected due to: SOB, rapid respirations, hypoxia ® (pulse oximetry
<95%), wheezing, cough, or coughing blood.

a) Administer high-flow oxygen
b) Monitor pulse oximetry>i See Pulse Oximetry Protocol #226
c) Observe stable patients for signs of blast lung
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b. Secondary blast injuries (from projectiles) ©
1) If impaled objects, follow Protocol #632

c. Tertiary blast injuries (from patient falling or being thrown by blast or pinned by debris) *
1) Restrict spinal motion, if indicated i see Protocol # 261
2) If multisystem trauma i see Protocol # 602

3) If crush syndrome suspected due to entrapment for >30 minutes under heavy
object/debris i obtain ALS if possible.

d. Quaternary blast injuries (all other injuries/conditions) &
1) Ifburnsi see Protocol # 671
5. Transport
a. Do not delay transport if ALS is unavailable
b. Transport to trauma center if Category | or Il trauma patient i see Protocol # 180
c. Closest ED may not be most appropriate receiving facility °
6. Contact Medical Command, if needed

Notes:
1.

Severe internal injuries caused by blast wave may not be apparent initially. Eardrum (tympanic
membrane 1 TM) rupture is the most common type of blast pressure injury and may be associated
with other more serious blast injuries. When TM rupture is not present, other blast pressure injuries
are less likely.

Projectile injuries (e.g. from nails or other sharp objects) may be overlooked at initial triage.

In MCls with explosions, most patients have minor injuries. Over triage may delay treatment of the
smaller number of patients with salvageable life-threatening injuries.

Primary blast injuries are caused by the pressure wave of the blast. These include eardrum
(tympanic membrane i TM) rupture, eye globe rupture, blast lung, intestinal rupture, and intra-
abdominal bleeding.

Hypoxia may precede other signs of blast lung injury like tachypnea or shortness of breath. Hypoxia
despite high-flow oxygen is an indication for early endotracheal intubation, and highest priority
triage and priority transport are indicated.

Secondary blast injuries are caused by projectiles. These may include debris from structures like
glass or wood or may include debris from improvised explosive devices (IEDs) like nails in a pipe
bomb. Serious injuries from penetrating objects may be overlooked during triage.

Tertiary blast injuries are caused by falling, being thrown or being pinned or entrapped. These
include fractures and other injuries seen in blunt trauma. They also may include crush syndrome
and compartment syndrome in entrapped patients.

Quaternary blast injuries are caused by other trauma/ environment related to explosions or by
preexisting conditions of patient. Examples include burns and respiratory distress due to post-
explosion dust.

Historically, in explosions with a large number of patients, the closest ED becomes overwhelmed
with ambulatory patients before any EMS patients arrive. These overwhelmed facilities may not
be able to appropriately treat more serious patients arriving by EMS. Transport officer should take
this into consideration when dispersing patients to receiving facilities.

Performance Parameters:

A.

Transport Category | and Il trauma patients within 10 minutes of EMS patient contact unless
delayed because patients exceed medical resources available

Additional Resources:

www.emergency.cdc.gov/Blastinjuries Centers for Disease Control
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Criteria:

HEAD INJURY/ TRAUMATIC BRAIN INJURY
STATEWIDE BLS PROTOCOL

A. All patients with traumatic mechanism and suspected traumatic brain injury (TBI), including:

1.
2
3.
4

5.

Head injury and altered mental status (GCS <15).
Patient asking repetitive questions

Witnessed or suspected loss of consciousness (LOC)
Seizure after trauma, whether still seizing or not

Multisystem trauma requiring airway or ventilatory support

Exclusion Criteria:

A. Isolated trauma without any evidence of LOC or alteration in mental status/GCS at any time.

Treatment:

A. All patients:

1.

Initial Patient Contact i see Protocol # 201.

a. Consider call for ALS if available. See Indications for ALS Use protocol #210

b. Consider call for air ambulance. See Trauma Destination protocol #180

Apply cervical collar and restrict spinal motion, if indicated i See Spine Care Protocol #261.1
Assure a patent airway.

PREVENT HYPOXIA 2

a. Administer high concentration oxygen at 15 Ipm via NRB mask to all patients

b. Measure and continuously monitor pulse oximetry - See Pulse Oximetry Protocol #226 i
but all patients should continue to get high-flow oxygen even if SpO2 is adequate

1) If SpO2 <90% (despite NRB) or if patient hypoventilating, insert OP/NP airway and
ventilate with BVM (at rates listed below).

2) 1f SpO2 O 9 0 &had patient breathing adequately, continue NRB mask high-flow
oxygen and continuously monitor oxygen saturation.

Assure adequate ventilation. If SpO2 <90% (despite NRB) or if RR <10, insert OP/NP airway
and ventilate with BVM and high flow supplemental oxygen. DO NOT HYPERVENTILATE.3#

a. Ventilate
1) 10 bpm for an adult ( O Yé&ars-old)
2) 20 bpm for a child (2-14 years-old)
3) 25 bpm for an infant (<12 months-old)

b. Consider using rate timer or ETCO2 monitor (when ALS present) to ensure that
hyperventilation is avoided.

Also follow Multisystem Trauma/ Shock Protocol # 602, if applicable. ®
Place sterile dressing over soft tissue injury sites, but d o ndéldy transport:
a. Do not apply pressure to open or depressed skull fracture.

b. Treat eye injuries appropriately.

Transport according to Trauma Destination protocol # 180.

Monitor pulse oximetry i See Pulse Oximetry Protocol #226 i but all patients with GCS < 15
or possible TBI indications above should continue to receive high concentration oxygen
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10. If GCS<15 or continued confusion, check blood glucose, if available i See Glucose
Monitoring Protocol #228.

11. Monitor vital signs and reassess.

Notes:
1. Avoid any straps or constriction across the neck since this may increase intracranial pressure.

2. CLINICAL AXIOM: A single non-spurious SpO2 of <90% is independently associated with a
doubling of death rate.

3. CLINICAL AXIOM: In intubated patients, hyperventilation is independently associated with at
least a doubling of death rate, and some studies have shown that even moderate hyperventilation
can increase the risk of dying by six times.

4. NO ONE (in or out of the hospital) can manually ventilate at the proper rate without ventilatory
adjuncts. EVERYONE inadvertently hyperventilates unless meticulously attempting to prevent it.
EMS agencies should consider adjuncts to prevent hyperventilation, which include:

a. Ventilation electronic rate timing devices (for example, LED light that flashes 10
times/min or ventilation prompt in airway setting on monitor/defibrillator CPR metronome)

b. Pressure-controlled BVMs and smaller volume adult BVMs that avoid hyperventilation by
limiting ventilation volume

c. ETCO2 monitoring, target ETCO2 = 40 mmHg (range 35-45), when with ALS

5. CLINICAL AXIOM: A single episode of SBP <90 is independently associated with at least a
doubling of death rate. Repeated episodes of hypotension can increase the risk of dying by as
much as eight times.

Performance Parameters:

A. Patients who do not follow commands (motor GCS O 5 gr those with total GCS < 13 should be
transported to a trauma center when possible

B. Review for use of high-flow oxygen in patients with any LOC, GCS<15, asking repeated
guestions, or seizure after head trauma.
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TOOTH AVULSION
STATEWIDE BLS PROTOCOL
Criteria:

A. Patient with avulsed tooth from facial trauma. Avulsed tooth is a complete tooth with root and
crown.

Exclusion Criteria:
A. Fractured teeth that have broken or chipped but do not include the root.
B. Primaryorii b a egthd
Treatment:
A. All patients:
1. |Initial Patient Contact i see Protocol # 201.
2. Follow Multisystem Trauma/ Traumatic Shock protocol #602, if applicable.
3. Attempt to preserve the tooth:
a. Do not scrub, rub or handle the root of the tooth.
b. If available irrigate the tooth with saline or sterile water.
c. Prepare the tooth for transport in one of the following media (in order of preference):

1) Immerse in commercial tooth preservation solution, if available, (i.e. H a n kBalanced
Salt Solution) or in oral rehydration salt solutions (e.g. Gatorade)

2) Wrap in clean clear cling film (i.e. plastic wrap).
3) Immerse in milk in small clean container.
4) Wrap in sterile gauze moistened with saline and place in plastic bag.
d. Contact Medical Command if time to receiving facility is more than 30 minutes.

4. Control oral dental bleeding by asking alert patient to bite down on wad of gauze (consider
gauze with hemostatic agent).

5. Transport.
Possible Medical Command Orders:

A. In wilderness/ delayed transport situations, may order attempt at reinsertion of the avulsed tooth if
associated fractures are not suspected.

Notes:

1. Successful reimplantation of an avulsed tooth is directly dependent on the time to reinsertion.
Proper preparation of the avulsed tooth increases the time that the root is viable for
reimplantation.
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Criteria:

IMPALED OBJECT
STATEWIDE BLS PROTOCOL

A. Patient with an impaled object.

Exclusion Criteria:

A. None.

Treatment:

A. All patients:

1.
2.
3.

6.
7.

Initial Patient Contact i see Protocol # 201.
Follow Multisystem Trauma/ Traumatic Shock protocol #602, if applicable.
Treat special conditions as follows:
a. If the impaled object is in the cheek and bleeding profusely or obstructing the airway:
1) Remove object if this can easily be done.
2) Maintain open airway.
3) Control bleeding and dress wound.
b. If the impaled object is in the eye:
1) Stabilize object with sterile dressing, place cup over eye and secure.
2) Cover unaffected eye.
c. Ifthe impaled object is not in the cheek or eye:
1) Stabilize object with bulk dressing and secure.
2) Do not remove object.
d. If patient is impaled on stationary or fixed object:
1) If possible, carefully sever object.
2) Secure object with bulky dressing.
3) Check for exit wound and treat accordingly.
4) Attempt to transport object with patient.

Do not remove the object unless it occludes or endangers the airway or prohibits the
performance of adequate CPR. If unsure of appropriateness of removing object, contact
Medical Command.?

Control bleeding and place sterile bulky dressings over the wound and around the object to
stabilize it in place. Secure dressings in place width bandages and tape.

Immobilize the injury as appropriate.

Transport.

Possible Medical Command Orders:

A. In some instances, in addition to those permitted above, medical command may order removal of
the impaled object.

Notes:

2. In wilderness/ delayed transport situations, removal of the object may be appropriate to facilitate
transport or wound irrigation.
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AMPUTATION
STATEWIDE BLS PROTOCOL

Criteria:
A. Patient with amputation of a digit or limb
Exclusion Criteria:
A. None
Treatment:
A. All patients:
1. |Initial Patient Contact i see Protocol # 201.

a. Consider call for ALS if signs of hypovolemic shock or if patient is entrapped. See
Indications for ALS Use protocol #210

2. Control bleeding.

3. Also follow Multisystem Trauma/ Traumatic Shock protocol # 602 unless amputation only
involves fingers/ toes.

4. Place sterile dressing over open soft tissue injury sites.

5. Retrieve avulsed or amputated part: !
a. Wrap avulsed part in gauze soaked with sterile saline.
b. Place part in sealed plastic bag.

c. Keep part cool. Place the sealed bag in a second bag containing ice water. Rotate the
part often during transport. Do not place directly on ice.

d. Foramputation of limbs, wrap the part in a clean moistened towel or other like material and
place it in a large plastic bag and keep it cool.

e. Do not place the part directly on ice.
6. Transport to appropriate facility.?3
Possible Medical Command Orders:

A. Medical command physician may order transport to a facility capable of reimplantation surgery or
to a trauma center.

Notes:

1. |If priority condition exists, do not delay transport to search for missing part. Additional emergency
personnel may remain at scene to retrieve part. Ideally EMS providers should prepare any
amputated part, as described above, before transporttop at i ®catiod. s

2. Any patient with an amputation above the wrist or above the ankle should be transported per
Trauma Destination protocol # 180.

3. Patients with finger amputations may benefit by direct transport to a center capable of
reimplantation surgery. Call medical command as needed for guidance.
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BURNS
STATEWIDE BLS PROTOCOL

Criteria:
A. Thermal injury from exposure to intense heat
B. Injury from electrical shock or lightning strike
C. Skin injury from chemical exposure
Exclusion Criteria:
A. None
Treatment:
A. All patients:
1. Initial Patient Contact i see Protocol # 201.

a. When dealing with hazards associated with burns (e.qg. fire, electricity, chemicals)
appropriate PPE must be worn and individuals with appropriate training should deal with
these hazards.

b. When triaging multiple patients with lightning injury, initial resources should be committed
to individuals that have no sign of life (i.,e. i r e v & r B argtherdhan individuals who
have vital signs.

c. Stop the burning process with water or saline. Caution- use care to avoid hypothermia
d. Restrict spinal motion, if indicated 1 See Spine Care Protocol # 261.

e. Consider call for ALS or air medical transport as appropriate. See Indications for ALS
Use protocol #210.

2. Assure open airway and assist ventilations as needed. *

3. Administer high concentration oxygen and monitor pulse oximetry i See Pulse Oximetry
Protocol #2267 if:

a. Coughing or short of breath.
b. Exposure to smoke in a confined space.
c. Facial burns

4. Remove all clothing, jewelry and any debris from involved area. Cut around clothing that is
stuck to wound.

5. Treat special conditions as follows:
a. Semi-solids (tar, etc.):
1) Flush with cool water.
b. Chemical burn:

1) Liquid substance - Irrigate with copious amounts of room temperature water. Do not
contaminate uninjured areas while flushing.

2) Dry substances- With gloves and appropriate PPE, brush remaining powder from
skin and clothing, then irrigate with copious amounts of water.2

c. Electrical:
1) Dress entrance and exit wounds and other injuries.

6. Care of burned skin:
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a. Cover burned areas with dry sterile dressings, sterile commercial burn sheets/ dressings,
or clean sheet.

b. Maintain body temperature.
c. Estimate the extent of the burn using the Rule of Nines (See appendix).
7. Transport to the closest appropriate medical facility, as follows:

a. If unable to maintain airway or unable to ventilate or patient has symptoms of shortness
of breath / cough or inhalation injury suspected (for example burned nasal hairs or
carbonaceous sputum) or if unable to control profuse bleeding, transport to closest
hospital.

b. If patient has associated trauma and meets trauma triage criteria, transport per Trauma
Triage Protocol # 180.

c. Medical Command Physician may assist in decision for direct transport to a burn center.
Consider transport to a burn center if:

1) The burn meets one of the following clinical criteria:
a) Partial thickness burns of >10% body surface area
b) Burns involving the face, hands, feet, genitalia, perineum, or major joints
c) Third degree burns in any age group
d) Electrical burns, including lightning injury
e) Chemical burns
f) Inhalation injury
2) AND, the patient does not meet trauma triage criteria, and

3) And, the difference between estimated transport time to the closest receiving facility
and the burn center is 20 minutes or less.

d. If patient meets none of the above, transport to closest hospital.
e. Contact medical command if unsure of most appropriate destination.

8. Monitor vital signs and reassess

Notes:

1. Caution: patients who have inhaled hot gases or have burns about the face or who have
symptoms of shortness of breath or cough can deteriorate rapidly.

2. Note- some substances, like dry lime will cause a heat-producing reaction when mixed with
water. Copious water should be available before beginning to irrigate.

Performance Parameters:
A. Compliance with trauma triage and burn center destination protocols.

B. Evaluate on scene times for non-entrapped burn victims. Victims that meet criteria for high
concentration of oxygen should be transported rapidly. Possible benchmark for on scene time for
unentrapped victims = 10 minutes.
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Criteria:

A.

B
C.
D

HYPOTHERMIA / COLD INJURY / FROSTBITE
STATEWIDE BLS PROTOCOL

Generalized cooling that significantly reduces the body temperature.

If temperature reading is available, body temperature < 95° F (35° C).

Note that hypothermia is severe if core body temperature is < 90° F (32° C).

Frostbite generally affects feet, hands, ears, and/or face. Skin initially appears reddened, then
mottled, bluish, white and/or gray. This is painful initially then becomes numb.

Exclusion Criteria:

A. DOA, including the following - see DOA protocol # 322.

Treatment:

1.
2.
3.

Submersion for >1 hour.
Body tissue/chest wall frozen solid.

Body temperature same as surrounding temperature and other signs of death (lividity/ rigor)

A. All patients:

1.

2.

Initial Patient Contact i see Protocol # 201.
a. Assess pulse for 45 seconds.!
b. Consider call for ALS if available. See Indications for ALS Use protocol #210.

c. Consider air ambulance if severe hypothermia and transport time to hospital capable of
rapid extracorporeal rewarming is more than 30 minutes.

Apply oxygen (High concentration if altered mental status). 23

B. Systemic Hypothermia:

1.

2
3.
4

Handle patient gently and avoid excessive or rough movement of the patient.

Place the patient in a warm, draft free environment.

Remove wet clothing and cover with warm blankets.

If the patient is unconscious or is not shivering:

a. If respirations and pulse are absent, start CPR. *# It is possible that the patient is still alive.
b. Transport IMMEDIATELY 587, continuing CPR as necessary.

c. Contact Medical Command.

If the patient is conscious and shivering:

a. Rewarm the patient slowly:

1) Place heat packsonthep at i grain, lateral chest or axilla and neck. Do not place
heat packs directly against skin- wrap in towel.

2) If the patient is alert, administer warm non-caffeinated beverages (if available) by
mouth slowly.®

Transport ©

Perform ongoing assessment

C. Frost bite:
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