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Guideline for the use of the
Southeast Michigan Regional Treatment Protocols

The Decision to Reqgioliae

The members of the regional area involved in the development of these protocols recognized that each
Medical Control Authority (MCA) had similar, if not identical, treatments for a variety of patient
conditions. In an effort to standardize the catemts receive, the attached treatment protocols were
developed utilizingreatment protocols from seven) @ifferent MCAs.

Members of the Region

The Southeast Michigan Regional Treatment Protocols have been adopted in the following Medical
Control Autlorities:

DetroitEast

Genesee

HEMS

Lapeer

Macomb

Oakland

Washtenaw/Livingston

= =4 =4 -8 -9 _-9_-9

Difference Between Regional Protocols and Regional Drug Box
All the Medical Control Authorities listed above EXCEPT Macomb, utilize the Regional Drug Box.

DifferenceBetve en A Tr eat ment 6 and #AOperational 6 Protoc

Only the TREATMENT protocols have been regionalized. These are protocols that relate directly to

the treatment of the patient. OPERATIONAL protocols have not been standardized. These protocols,
including,bunot | i mited to ADead on Sceneodo, ATranspor
AHel i copter Useodo, remain different for each Me:q
protocols for the specific Medical Control Authority(s) you operate in. FRarms are considered
Afoperational 6 and the use of these forms are s|

Using the Southeast Michigan Regional Treatment Protocols

The purpose of the standard operating procedur ¢
in the pe-hospital treatment of persons in the care of the EMS system. Specific realms of treatment
were purposefully omitted; the MCAOGs consider e
training and not necessary to repeat in the protocols.

State Approved: May 7, 2001 General Protocol 100
Implementation Date: October 1, 2001

Before attempting the following procedures, implement
appropriate bloodborne/airborne pathogen protective procedurg
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Based orclinical assessment ajudgmentthe EMS personnel may proceed with treatments listed
underRadreo prior to communicating with- medical
Radi oo are designed to serve asorders. tf apradoeol doese f o1

not hawRadiPostreat ments |isted, it does NOT im
established with medical control. It simply means that all of the treatment listed may be done prior to
communication contact. Inadd i on, some protocols specifically

does NOT imply that you should not contact medical control on the other protéodiisw your
Local Medical Control Communications protocol/procedure.

Treatmentisted under eithrepre or post radio are further divided into different levels based on
licensure. For example, the treatments listed under MFR/EMT/SPECIALIST/PARAMEDIC may be
performed by any of these levels. Another example would be that treatments listed under
SPECIAUST/PARAMEDIC mayonly be performed by those two levels.

Exceptions

There are some MCAG6s in this region that are p:
example, PARAMEDIC/(GENESEEAPEER SPECIALIST). This indicates that only Genesee or

Lapeer Specialists may perform these treatments in accordance with their study guidelines. These
treatments are approved only for the specialist level in those specific counties under special studies.

In addition, a couple of protocols will specify that @afic county is excluded from a protocol. For
example, Macomb chose not to adopt the surgical cricothyrotomy protocol, therefore, at the bottom of
that protocol you will see fANote: Macomb Count

Communications Failure

If there is a communication failure that prevents contact (radio or other MCA approved
communication) with an ehine medical control physician, EMS personnel, within their scope of
training, may proceed with appropriate treatment protocols as if theystes@ding orders unless the
protocol specifically prohibits the treatment without contact. Communications failures should be
documented on the run form and on any paperwork required from the local Medical Control Authority.

State Approved: May 7, 2001 General Protocol 101
Implementation Date: October 1, 2001

Before attempting the following procedures, implement
appropriate bloodborne/airborne pathogen protective procedurg
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General Airway Protocol

Pre-Radio
MFR/EMT/SPECIALIST/PARAMEDIC
1. Supplemental Oxygen
When indicated, administer oxygen at the highest flow tolerated by the patient.
2. Oropharyngeal and Nasopharyngeal Airways
1 When indicated, oral and nasal airways are to be used to assist iainiagna patent airway.
1 Use of one of these devices should be considered when ventilatory support by bag valve
mask is provided.
3. Artificial Ventilation (BVM)
1 Using a bag valve mask (BVM) is the recommended means of providing ventilatory
assistance. Thease of positive pressure ventilation (demand valvadisllowed.

EMT/SPECIALIST/PARAMEDIC
4, Intubation (Oral and Nasal)
1 Intubation may be attempted two (2) times prior to utilizing a Supraglottic Airway Device,
unless otherwise indicated in the for@ol.
1 Nasal intubation may be performed Jeglio.
5. Supraglottic Airway Device (SAD) as approved by local MCA protocol:
1 A SAD is the accepted secondary airway device for Specialist and Paramedic.
1 BLS agencies may use these devices if they have metitbea and been approved by the
appropriate Medical Control Authority.
1 If ALS care becomes available at the scene where a BLS unit has placed a SAD, the ALS
unit will take over care of the patient.
1 In cardiac arrest patients, a SAD should be considendy ia patients whom oral
intubation is perceived to be technically difficult.

PARAMEDIC
6. Medications via the Endotracheal Tube:

ALTHOUGH SOME MEDICATIONS MAY BE GIVEN VIA THE ENDOTRACHEAL TUBE, IV OR 10
ROUTES OF ADMINISTRATION ARE PREFERRED.

The fdlowing medications may be given via the endotracheal tube:
Atropine, Epinephrine
Adults:  Dosages given via this route need to be 2 to 2.5 times that of the IV dosage.
Children: Dosages given via this route need to be 2 to 3 times that of the IV dédladesages for
pediatric epinephrine administered ET are 1:1000 concentration.

7. Cricothyrotomy
Cricothyrotomy may be performed, as indicated, utilizing protocols for pediatric needle
cricothyrotomy or adult surgical cricothyrotomy.

State Approved: December 28, 2006 General Protocol 102
Implementation Date: April 1, 2007

Before attempting the following procedures, implement
appropriate bloodborne/airborne pathogen protective procedurg
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General IV/IO Protocol

In situations where rapid transport is indicated]®v/attempts should be done enroute.

Solutions Used
NS (Normal Saline, 0.9% Sodium Chloride)

Sites
1 The following sites may be used for establishing a peripheral IV (not necessarily in th)s orde
Forearm Ankle
Hand Foot
Anticubital Fossa  External Jugular
Scalp Vein

1 Large veins should be used in priority 1 patients, or patients that are unstable.
1 [If IV is placed in the vicinity of a joint, the joint should be immobilized.

Attempts
Three (3)attempts to cannulate the vein may be made. If the IV attempts are unsuccessful or are

determined, to be technically difficult, proceed to 1O infusion

Catheter Size

1 Adult trauma patients/patients needing fluid administratidnpossible, use at leasin 18 gauge
catheter.

9 Other adult patientt if possible, use at least a 20 gauge catheter for all other IV administrations.

i Pediatric patientsuse t he most appropriate size cathete

Flow Rate
Unless otherwise indated in the protocol, the flow rate for IV/IO will be Keep Vein Open (KVO).

Saline Lock (ALS only)
For adult patients in which the need for IV fluid is not anticipated, but for which medications might be
needed, start an IV saline lock. A saline lock barsubstituted for an IV of Normal Saline, KVO.

State Approved: April 24, 2009 General Protocol 10¢S
Implementation Date: October 1, 2009

Before attempting the following procedures, implement
appropriate bloodbosfairborne pathogen protective procedures
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Intraosseous Infusion

Indications
1 Venous access via peripheral veins should be attempted prior to attempting intraosseous placement.
1 Adult and pediatric life threatening situations where venousss using peripheral veins has been
unsuccessful. Situations are:
Cardiac Arrest Severe burn injury with shock
Shock Severe multiple trauma with shock
Status epilepticus

Contact medical control for other situations without gielg transport.

Contraindications

1 Osteogenesis imperfecta

1 Osteoporosis

1 Fracture of the bone

1 If possible, placement at or near sites of infection or burns should be avoided.

Site
1 Proximal Tibia
1 Proximal Humerus (If approved by device manufacture)

Insation
Foll ow the manuf act ur mediosn with the abovenipdicatiens.i ons f or

Notes
1 In the Regional Medical Treatment Protocols, where it is listed that a drug is administeredl 1V, it
may be administered 10 instead if an 10 is indicatedlfzas been established.

91 Drugs administered 10 should be followed by a NS flush of 5 ml.
1 Fluids must be administered under pressure or with manual injection using a syringe.
State Approved: April 24, 2009 General Protocol 104

Implementation Date: October 1, 2009

Before attempting the following procedures, implement
appropriate bloodbosfairborne pathogen protective procedures
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General PreHospital Care

In most cases, the stabilization of patienesspnting with medical conditions should be carried out at

the patientdos side prior to patient movement oIl
implement appropriate bloodborne and/or airborne pathogen protective procedures. Contatt medica
control according to local protocol.

Pre-Radio

MFR/EMT/SPECIALIST/PARAMEDIC

1. Assure ABCs while maintainingspine precautions where indicated.

2. Do airway intervention using appropriate airway adjuncts when necessary:.

MFR EMT Specialist Paramedic

Oropharyngeal X X X X
Nasopharyngeal X X X X
BVM X X X X
Supraglottic Airway X X X
Device

Oral/Nasal Intubation X X
Needle/Surgical X
Cricothyrotomy

3. Administer oxygen with highest flow tolerated by the patient and assist ventilations when
necessary.

4. Obtain a history and physical exam using the following as a guideline:
a. Age and sex
b. Present complaint
c. Pertinent medical history
d. Pertinent medications patient is taking
e. Medication allergies
5. Obtain vital signs approximately every 15 minutes, or as frequasthgcessary to monitor the
patientds condition:

a. Blood pressure e. Pupil reactions
b. Pulse rate f.  Skin condition and color
c. Respiratory rate g. Level of consciousness

d. Lung sounds
6. Follow specific protocol for patient condition.

SPECIALIST/PARAMEDIC
7. Start an IV in accordance with a specific protocol.

PARAMEDIC

8. Apply cardiac monitor and treat rhythm according to appropriate protocol. If available and
applicable, apply I-Pead cardiac monitor. A copy of the rhythm strip should be attached to the
Run Form Copies of significant dysrhythmias should be left at the receiving facility.

9. For medical treatment of pediatric patients, use Broselow tape.

State Approved: February 20, 2009 General Protocol 10t
Implementation Date: October 1, 2009

Before attempting the following procedures, implement
appropriate bloodborne/airborne pathogen protective procedurg
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Pain Management
Adult/Pediatric

The goal is to reduce the level of pain for patients in thénpspital settig. All noncardiac pain should be
assessed and scored according to the fAWong Pain Scez¢
medication onset of action, changes in patient condition, patient positioning and other treatments.

Pre-Radio

MFR/EMT/SHECIALIST/PARAMEDIC

1. Follow General Prélospital Care Protocol.

2. For trauma patients follow the General Trauma Protocol.
3. Place the patient in the position of most comfort.

SPECIALIST/PARAMEDIC
1. Start an IV NS KVO. If the patient has a systolic blood pressuess than 100 mm Hg, then
administer a bolus of 20 ml/kg

PARAMEDIC

If indicated, administer pain medication as described below. Systolic BP should be maintained at:
Adult > 100 mm Hg
Pediatric 80 + (2 x age) mm Hg

1. Fentanyl 1 mcg/kg increments IM.pain persists after two minutes repeat dose up to a maximum dose
of 3 mcg/kg. For pediatric patients, administer 1 mcg/kg increments IV up to a maximum of 2 mcg/kg.
2. As an alternative to Fentanyl, administer Morphine Sulfate in 2 mg increments [Vaupa®imum of
10 mg. For pediatric patients administer Morphine Sulfate 0.1 mg/kg IV.
3. If the number of IV attempts allowed by local protocol fail to gain access, then the medication should be

administered IM.

PostRadio
1. For adults with a systolic BP leshan 100 mm Hg, contact medical control.
Wong Pain Scale: PaiAssessment Scale
Choose a number from 1 to 10 that best describes your pain
No pain Distressing pain Unbearable pain
0 1 2 3 4 5 6 7 8 9 10
s [eo) 6 ) /a®™ o
@ g [ o -~ V-
./ S — — R /\
0 2 4 6 8 10
NO HURT  HURTS HURTS HURTS HURTS HURTS
LITTLEBIT  LITTLE MORE EVEN MORE WHOLE LOT  WORST
State Approved: August 20, 2009 General Protocol 10€

Implementation Date: October 1, 2009

Before attempting the following procedures, implement
appopriate bloodborne/airborne pathogen protective procedure|
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Indications for pain management include the following:
Shat term pain relief for significantly painful conditions, including:
T Burns, isolated extremity trauma
T Back pain
T Flank pain
T Significant abdominal pain
T Severe headaches with migraine history
T Severe headache without altered mental status
T Significant pan in alert multiple trauma patient

Relative amntraindications include (use with care):
-Elderly
-Respiratory depressed
-Pregnancy not a contraindication to pain treatment unless at term or in labor
-Altered mental status
-Severe respiratory disorders
-Nursing mother$ relative, still treat pain
-Impaired hepatic or renal functiGndecreased metabolism
-Ingestion of benzodiazapines (ie: Valiumincreased respiratory depression

For conditions in which longer acting pain management is desired arapapf®, i.e. burns, isolated
extremity trauma, Morphine may be used preferentially to Fentanyl.

State Approved: August 20, 2009 General Protocol 107
Implementation Date: October 1, 2009

Before attempting the following procedures, implement
appopriate bloodborne/airborne pathogen protective procedure|
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Pleural Decompression
Needle Thoracostomy

Indication
1 Tension pneumothorgi unsure that a tension pneumothorax is present, contact medical
control).

Equipment
1 Antiseptic solution
1 14 or 16 gauge IV catheter
1 Dressing and tape

Pre-Radio
PARAMEDIC
1. Establish a patent airway using appropriate airway adjuncts and high flow oxygen.
2. If intubated, verify endotracheal tube placement.
3. Identify landmarks:
1 Mid-clavicular line
1 The second intercostal space is between thari 3 ribs. The rib can be felt just inferior
to the clavicle. The™rib is adjacent to the angle of Louis (prominence at the sternal edge
approximately 2 cm below the sternal notch)
9 ONLY if 2" intercostal location is not accessible, then use the superior margin &¥ribeas
the mid axillary line.
4. Prep the area with antiseptic.
5. On the side of diminished breath sounds, insert the IV catheter over the top Bfitherdil the
pleural space is entered. A rush of air from the open needle confirms placement and a diagnosis of
tension pneumothorax.

6. Remove needle, leaving catheter in place.

7. Reassess breath sounds and patientds conditio
8. Sewre catheter with tape.

State Approved May 7, 2001 General Protocol 10¢€

Implementation Date: October 1, 2001

Before attempting the following procedures, implement appropriate
bloodborne/airborne pathogen protective procedures.
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Spinal Injury Assessment and Immobilization

The initial field assessment of potential spine injury begins with an assessment of the mechanism of
injury. For the purpose of initial field management, a patient with a cleaggitve mechanism does

not need a spine injury clinical assessmenRatients with anechanism of injury with the potential

for causing spine injury shall have &PINE INJURY CLINICAL ASSESSMENT performed

Clinical criteria are used as the basis for assessthamty of the clinical criteria are present or if

the assessment cannot be completed, the patient has a positive spine injury assessment.

A negative mechanismmeans that given the impact and forces involved, there is no reasonable
possibility that the spie might be involved. Examples include: a rock dropped onto a foot, twisted
ankle without a fall, a gunshot wound limited to an extremity.

A mechanism of injury with the potential for causing spine injugfers to violent impact forces
that are clearlgapable of damaging the bony spinal column. Examples include: a high velocity
vehicle crash, fall from 15 feet, or a gunshot wound to the neck or torso. It also includes
mechanisms where there is uncertainty regarding the impact and forces involvedledgxamp
include: trip and falls, falls-3 feet in a child, a lovepeed "fender bender" MVA, or a moderate
speed MVA when the patient initially is ambulatory without obvious injury.

If a mechanism of injury with the potential for causing spine injury exisésfollowing clinical
criteria are assessed:

A) Altered Mental Status

B) Use of Intoxicants

C) Suspected Extremity Fracture

D) Motor and/or Sensory Deficit

E) Spine Pain and/or Tenderness

If any of the clinical criteria are present the patient hasa positive spine injury assessment. If
none of the clinical criteria are present the patient has a negative spine injury assessment.

Patients over the age of 65 with a mechanism of injury with the potential for causing spine injury
will have a rigid extrication collar applied even if the spinal injury clinical assessment is negative.

SPINE INJURY CLINICAL ASSESSMENT PROCEDURE
A. Prevent spinal movement bylime manual stabilization.
B. Assure adequate management of ABC's
1. Any unstable patient or patit with inadequate ABC's should be treated as a positive spine
injury
C. Assess for the presence of Clinical CriteAgositive assessment for any of the clinical criteria
indicates a positive spine injury assessment
1. Assess foAltered Mental Status
a. Ask patient to identify name, place and date.
b. Assess for any history of confusion
c. Assess for memory deficits

State Approved: September 9, 2005 General Protocol 10¢
Implementation Date: October 1, 2005

Before attempting the following proceds, implement appropriate
bloodborne/airborne pathogen protective procedures.

a
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2. Assess foEvidence of Intoxication
a. Ask if intoxicants have been used. Assume intoxication if yes in any amount.
b. Assess for smebf intoxicants
c. Behavior may indicate intoxication
3. Assess foExtremity Fracture above the hand or foot
a. Suspected extremity fracture, including those to the wrist or ankle, may make a clinical
assessment for spine pain and/or tenderness ureeliab
4. Assess foMotor and/or Sensory Deficit
a. Ask the patient to move all extremities (the lower extremities alone are not enough, some
spinal cord injuries cause more upper extremity than lower extremity weakness).
b. Ask for any history of numbness shooting pains.
c. Assess for loss of sensation in upper and lower extremities.
5. Assess foSpine Pain and/or Tenderness
a. Ask the patient if there is any pain along the neck or back
b. Feel the neck and ask if there is tenderness
c. If there is no spme pain or neck tenderness the patient may be log rolled (if supine) to feel
for thoracic and lumbar spine tenderness.

Procedure for management dPasitive Spine Injury Assessment
Only approved immobilization devices will be used. Assess for mottioaeensory deficit before and
after spine immobilization
Prevent spinal movement by in line manual stabilization.
Apply rigid extrication collar.
Place patient onto and/or into the extrication device while maintainisgre stability.
Secue the patient's body to the extrication device while maintainisgi@e stability.
Secure patient's head with appropriate device to prevent anterior or lateral movement. Maintain
patient's airway.
Approved Devices:
A. Standard long backboard (nometalic recommended).
B. Standard short backboard (noretallic recommended).
C. Commercially prepared extrication devices (Zee, KED, Disposable boards).
D
E

moowz

. Head secured with rolled blankets and tape or commercial head immobilizer.
. Rigid extrication collars

Procedure for management oagative Spine Injury Assessment
A. Treat injuries per appropriate protocol
B. Transport for emergency department evaluation.

Negative injury classification does not exclude the possibility of other nonspine or intgunaisi.
This policy should never be used to determine if patients can be released at the scene.

Patients over the age of 65 with a mechanism of injury with the potential for causing spine injury
will have a rigid extrication collar applied even if the spne injury clinical assessment is negative.

State Approved: September 9, 2005 General Protocol 11C
Implementation Date: October 1, 2005

Before attempting the following proceds, implement appropriate
bloodborne/airborne pathogen protective procedures.

a
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Procedure for Spinal Management in a Tactical Environment

A. In the event of a possible spinal injury during a tactical scene, it may be necessary in the interest of
preserving life to move an injured patigmior to spinal immobilization.

B. When moving a patient with possible spinal injury prior to spinal immobilization, the patient,
whenever possible, should be moved in a spirhhanfashion head first or feet first.

C. The patient may be extricated tsafe zone via:

1.
2.
3.
4.

5.

In line drag from vest drag handle

Two man in line carry

In line drag from clothing

In line drag with patient supported under both arms
Utilization of a Drag Litter

D. As soon as the patient is extricated to an area whereitheo danger from the tactical threat, a
full spine injury clinical assessment as described above will be completed.

State Approved: September 9, 2005 General Protocol 111

Implementation Date: October 1, 2005

Before attempting the following proceds, implement appropriate
bloodborne/airborne pathogen protective procedures.
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Surgical Cricothyrotomy for Adults

The cricothyroid membrane is located subcutaneously between the thyroid cartilage and cricoid
cartilage. There are two methods of performing a cricothyrofioswgical and needle. The
needle cricothyrotomy is used on children less than age 8, (see pediatric protocols).

Indicati ons for surgical cricothyrotomy are: total airway obstruction not relieved by other
methods, airway compromise from injuries that make oral or nasal intubation impractical
and/or inability to ventilate and inability to intubate.

Pre-radio

PARAMEDIC

1. Follow General Prélospital Care Protocol.

2. Identify cricothyroid membrane.

3. Prep site with antiseptic solution.

4 While stabilizing the larynx with one hand, use a sterile scapel to mélarg/ertical

incision through the skin in the midline over the cricothyroid membrane.

5. After identification of the cricothyroid membrane, use fitapel to make a 1 cm
horizontal puncture through the cricothyroid membrane midline.

6. Enlarge the hole and place an endotracheal tube (5 or 6 cuffed) into the airway, inflate the
balloon.

7. Verify correct placement of the tube using the usual techniquasding an end tidal

CO2 detector on patients with pulses.

Note: Macomb County is excluded from this protocol.

State Approved: May 1, 2001 General Protocol 11z
Impl ementation Date: October 1, 2001

Before attempting the following procedures, implement
appropriate bloodborne/airborne pathogen protective procedurg
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12-lead ECG Program (Optional)

Prehospital 12ead ECG acquisition (with relay of results to the receiving hospital) improves
time to tratment for acute myocardial infarction. The purpose of this policy is to insure that
prehospital 12ead recordings are performed in a responsible manner, coordinated with
prehospital ALS providers and medical control, and monitored by quality improveament
evaluation procedures.

1. Agency Requirements
A. The agency shall obtain approval from their medical director prior to submission.
B. All 12-lead providers shall follow the procedures and protocols as stated in the
policy.

2. Equipment
A. Manufactwer and model must be approved by the Federal Drug Administration

and must meet State guidelines.

3. 12-lead Training RequiremenitsMust be a MCAapproved program
A. Program Faculty
1. Responsible for medical supervision of all aspects déaé progran.
2. Supervise and assure that education and proficiency requirements are met.
B. Course Instructor(s)provides initial and refresher training.
C. Student Qualifications
1. Licensed paramedic by MDCH, with current ACLS.
D. Initial Training Course Conte
1. Review of cardiovascular anatomy and electrophysiology, pathophysiology of
ischemic cardiac events and the signs and symptoms indicating such events and
the patient care that is indicated for various cardiac events as outlined in the
Department off ransportation Paramedic National Standard Curriculum
Chapter 82.
2 Demonstration of use with practical training including situational simulations.
3. Successful completion of testing which includes written and practical
Examination.
4. Refresher to showroficiency of knowledge and skills every 2 years.

4. Prehospital 12ead ECG Reporting
A. Application of 12lead ECG clearly documented on EMS run sheet

5. 12-lead Procedure
A. Follow General Préospital Care Protocol.
B. If patient is preseing with chest pain, anginal equivalent, unexplained weakness,
etc., acquire 1-kead ECG.
C. Report if acute MI is suspected, as indicated by 12 lead device.
State Approved: February 20, 2009 Cardiac Protocol 201

Implementation Date: October 1, 2009

Before attempting the following procedures, implement
appropriate bloodborne/airborne pathogeotective procedures.
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D. Relay 12lead findings to the receiving facility (Optional).
Hospitals with 12ead ECG préhospital receiving stations should have the relay
done electronically immediately upon completion of the ECG in the following
conditions:
1. STO6 el @wnmmini2 contiguous leads
2. Chest pain patient with left bundle branch block
3. EMS personnel request assistance by hospital for interpretation of ECG
4. Hospital requests ECG be sent.
E. Maintain copy of 12dead ECG with patient

State Approved: February 20, 2009 Cardiac Protocol 20z
Implementation Date: October 1, 2009
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General Cardiac Arrest Protocol

This protocol should be followed for all cardiac arrests. Once arrest is confirmed emphasis should
be on avoiding interruptions in CPR. When an ALS unit is present follow this general cardiac
arrest protocol until a rhythm is determined. Origs is done, see the appropriate rhythm specific
protocol.

Note: Primary cardiac arrest in the pediatric patient is rare. Most arrests are secondary to
respiratory failure. When transport time is short the airway may be maintainedasithairway
mana@ment techniquedntubation attempts should be performed in such a manner as to keep
CPR interruptions to a minimumniMedications given during arrest are best given IV or 10. Avoid
endotracheal administration unless IV or IO are unavaildReéfer to Peditric Drug Dosage
Chart and Equipment Chart.

Pre-Radio

MFR/EMT/SPECIALIST

1. If unwitnessed arrest perform 2 minutes of CPR or,

2. If witnessed, apply AED if available and, if indicated, follow AED protocol.

PARAMEDIC
3. If unwitnessed arrest perform 2 minut#<CPR.
4. Apply cardiac monitor and treat rhythm according to appropriate protocol.

MFR/EMT/SPECIALIST/PARAMEDIC

5. Confirm Arrest: if pulseless continue CPR.

6. Establish a patient airway, maintainingSpine precaution if indicated, using appropriate
airway adyncts and high flow oxygen.

7. Reassess ABCbs as indicated by rhythm or pat
no more than 10 seconds.

SPECIALIST/PARAMEDIC

8. Intubate the patienAvoid significant interruptions in CPR.

9. Start an IV NS KVO at the ost proximal location, with the largest appropriate size IV
catheter. If IV is unsuccessful (after a maximum of three attempts) start an 10 line in both
adult and pediatric patients. Endotracheal administration of medication should be avoided
unless otheoptions do not exist.

PostRadio
PARAMEDIC
10. Consider termination of resuscitation per local MCA protocol.
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Asystole/PEA

During CPR, consider reversible causes of Asystole/PEA and treat as indicated. Causes and
efforts to correct them include:

a Hypovolema i fluid bolus

b. Hypoxiai reassess airway and ventilate with high flow oxygen
C. Tension pneumothoréxpleural decompression
d Hypothermiai warming
e Hyperkalemia

Pre-Radio

PARAMEDIC

6. Follow the General Cardiac Arrest Protocol.

7. Administer Epinephrine 1 mg 1: D0 IV/IO (10 ml), repeat every3 minutes.

8. Administer Atropine Sulfate 1 mg IV/IO for asystole and PEi# a HR less than 60
bpm, repeat every-8 minutes to a total dose of 3 mg.

9. If renal failure is suspected, administer Sodium Bicarbonate 1 mEg/Kg &d Calcium
Chloride 1gm IV/10.

10.  Continue CPR for 2 minutes and reassess rhythm.

State Approved: December 28, 2006 Cardiac Protocol 204
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Ventricular Fibrillation or Pulseless Ventricular Tachycardia

If AED is applied prior to ALS arrival, perform CPR and reassess the rhythm as indAi¢ed.
each ntervention resume CPR immediately and reassess the rhythm after 2 minutes.

Al defibrillations wil!/ be at the devicebds
Pre-Radio

PARAMEDIC

1. Follow the General Cardiac Arrest Protocol.

2. Defibrillate
Continue CPR for 2 minutes and reassgsythm.

3. Intubate the patient. Avoid significant interruptions of CPR.

4. Defibrillate
Continue CPR for 2 minutes and reassess rhythm.

5. Start an IV NS KVO at the most proximal locatid¢hlV is unsuccessful start an IO line.
Endotracheal administration ofedication should be avoided unless other options do not
exist.

6. Once an IV line is established, administer Epinephrine 1 mg 1:10,000 1V/1O, (10 ml).
Repeat every-5 minutes. May be administered before or after defibrillations.

7. Defibrillate
Continue ®R for 2 minutes and reassess rhythm.

8. Administer Amiodarone 300 mg IV/IQday be administered before or after
defibrillations.
9. Administer Magnesium Sulfate 2 gm IV/10O for torsades de pointes.

10.  Defibrillate
Continue CPR for 2 minutes and reassess rhythm.

11.  Administer Amiodarone 150 mg IV/IOMay be administered before or after
defibrillations.

12.  Defibrillate
Continue CPR for 2 minutes and reassess rhythm. Repeat defibrillation as indicated.

State Approved: December 28, 2006 Cardiac Protocol 20E
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Automated External Defibrillators

The Automated External Defillator (AED) shall be applied only to patients found in
cardiopulmonary arrest. Interruptions to CPR should be kept to a minimum. The AED should not
be used on patients found lying on conductive surfaces or patients in moving vehicles. There are
no age o weight limits for AED use. In pediatric patients, attenuated pads should be used, if
available. If adult pads are used in pediatric patients, place in an anterior/posterior configuration.

Pre-Radio

MFR/EMT/SPECIALIST

1. Follow the General Cardiac Arrgstotocol.

2. Stop CPR to analyze patient and shock once, if needed.

3. Continue CPR immediately after the shock, or immediately if no shock is indicated and
continue for 2 minutes (5 cycles).

4. If no pulse, analyze the patient and repeat one shookeded.

5. If patient converts to a neshockable rhythm at any time, continue CPR until AED
prompts to check the patient.

6. Should a patient who is successfully defibrillated arrest again, analyze the patient. If the
AED indicates shockable rhythm thergbeshocks.

7. If ALS is not available and the patient is either in a-sbackable rhythm or the patient

has received two cycles of CPR and shocks, the patient should be transported to the
nearest appropriate facilityith continued CPR.

PARAMEDIC

8. If ALS arrives andhe AEDallows for manual shockg, may remain in place. If not,
complete any shock you are administering, and then disconnect the AED. ALS should
attach their ECG monitor and continue treating the patient per protocol. ALS does not
needto repeat any of the AED shocks.

Note: Fol | ow manufacturerdéds instructions exfpept

State Approved: December 28, 2006 Cardiac Protocol 20€
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Acute CHF/Pulmonary Edema

This protocol is to be followed for patients in acute situations, not chronic. These patients are
priority 1 patients.

Pre-Radio

MFR/EMT/SPECIALIST/PARAMEDIC

1. Follow General Prédospital Care Protocol.

2. Position patient upright with legs dangling if possible.

SPECIALIST/PARAMEDIC

3. If indicated, ntubate the patient to maintain an adequate airway.
4. Start an IV NS KVO.

PARAMEDIC

5. Apply cardiac monitor and treat rhythm according to appropriate protocol.

6. Obtain 12lead ECG if availableand bllow local MCA transport protocol

7. Inquire of all patients (male and female) if they have taken Viagra (sildenafil cibrate)

similar medication in the last 48 hours. If yes, DO NOT ADMINISTER
NITROGLYCERINE.

8. If BP above 100 mm Hg, administer Nitroglycerine 0.4 mg SL. Repeat every 5 minutes if
BP above 100 mm Hg. Nitroglycerine may be administered prior to IV placement if the
BP is above 120 mm Hg

9. Consider CPAP, if available.

PostRadio

PARAMEDIC

10.  Administer Furosemide (Lasix) 40 mg IV.

11.  If systolic BP remains above 100 mm Hg, administer Morphine Sulfate /.
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Symptomatic Bradycardia

This is a protocol for patients with serious symptomiatadlycardia. Serious symptomatic bradycardia
may be defined as patients with heart rate less than 60 and any of the following symptoms: chest pain
shortness of breath, decreased level of consciousness, hypotension, shock, or pulmonary edema. Titr
treaments to a heart rate above 60 bpm. If patient remains hypotensive, refer to Cardiogenic Shock
Protocol.

Pre-Radio

PARAMEDIC

1. Follow the General PtElospital Care Protocol.

2. Start an IV NS KVO.

3. Transcutaneous pacing (TCP), when available, may be idifmier to establishment of IV
access and/or before Atropine begins to take effect. Pacing may be the treatment of choice for
high degree AV block. Follow the External Pacing Protocol.

4, Administer Atropine Sulfate 0.5 mg IV repeating evety Biinutes ¢ a total dose of 3 mg, until
a heart rate of 60 bpm is reached.

PostRadio

PARAMEDIC

5. Administer Dopamine Drip-20 mcg/kg/min. Mix drip by putting 400 mg in 250 ml NS.

6. Administer Epinephrine Drip-20 mcg/min. Mix drip by putting 1 mg of 1:1,000260 m|
NS.

State Approved: December 28, 2006 Cardiac Protocol 20¢
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Cardiogenic Shock

Pre-Radio

MFR/EMT/SPECIALIST/PARAMEDIC

1. Follow General Prélospital Care Protocol.

2. Remove any transdermal nitroglycerine patches using gloves.

SPECIALIST/PARAMEDIC

3. Intubate the patient if necessary to maintain an adequaiayai
4. Start IV NS KVO.
5. Hypotensive patients should receive a fluid bolus, as indicated, by hemodynamic state in

250 ml increments and reassess.

PARAMEDIC
6. Apply cardiac monitor and treat rhythm according to appropriate protocol.
7. Obtain 12lead ECG if avéable, and follow local MCA transport protocol.

PostRadio

PARAMEDIC

8. Administer Dopamine Drip 220 mcg/kg/min. Mix drip by putting 400 mg in 250 ml NBtrate
to a systolic BP above 90 mmHg.

State Approved: December 28, 2006 Cardiac Protocol 20¢
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Chest Pain/Suspected Acute Myocardial Infarction

The goalis to reduce cardiac workload and to maximize myocardial oxygen delivery by reducing
anxiety, appropriately oxygenating and relieving pain.

Pre-Radio

MFR/EMT/SPECIALIST/PARAMEDIC

1. Follow General Prédospital Care Protocol.

2. Inquire of all patients (male drfemale) if they have taken Viagra (sildenafil citrate) or
similar medicatios in the last 48 hours. If yesDPO NOT ADMINISTER
NITROGLYCERIN .

3. Assist patient in the use of their own Nitroglycerin sublingual tabs or spray, (check
expiration date) if availdbe and i f the patientos fosayst ol i
maximum of 3 doses

4. Assist patient in the use of their own aspirin, up to 325 mg.

EMT/SPECIALIST/PARAMEDIC
5. Do not delay transport.

SPECIALIST/PARAMEDIC
6. Start an IV NS KVO. If the patient hassystolic BP of less than 100 mmHg, administer a
NS fluid bolus in 250 ml increments and reassess.

PARAMEDIC

7. Obtain 12lead ECG if availableand bllow local MCA transport protocol. Convey the
results to the receiving facility ASAP.

8. Administer ntroglycerin 0.4 mg sublingual if systolic BP is above 100 mmHg. Dose may
be repeated at fiveninute intervals if chest pain persists and systolic BP remains above
100 mmHg or to a maximum of 3 doses. This may be done prior to IV placement if
systolic BP $ 120 mm Hg or above.

0. Administer aspirin 32 mg (chew and swallow).

10. If pain persistsadminister Morphine Sulfaté mg 1V, followed by 2 mg increments every
5 minutesup to 10 mg as long as systolic BP remains above 100 mmHg.

State Approved: December 28, 2006 Cardiac Protocol 21C
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External Pacing
(If Available)

External pacing is indicated for patients experiencing symptomatic bradycardia.

Pre-Radio

PARAMEDIC

1. Follow the General PtElospital Care Protocol.

2. Start an IV NS KVO.

3. If time and condition allow, administer Fentanyl 1 mcg/kg IV praocardioversion.

4 Place pacing electrodes in the anterior/posterior position with the negative lead on the

anterior side. If this is not possible then anterior/anterior placement is acceptable.
Set pacing rate at 60 bpm and begin pacing.
Increase by increamts of 5 mA until capture is obtained.

oo

Electrical capture is evidenced by a wide QRS complex immediately following the pacer
spike. After capture check for palpable carotid pulse.

7. If capture is evident but symptoms continue, consider increasing @debjom. This may
be done prior to medical control contact.
8. If pacer is unable to capture at maximum output. Turn off pacer and return to appropriate

protocol and contact medical control.

State Approved: December 28, 2006 Cardiac Protocol 211
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Impedance Threshold Device (ITD) (Optional)

I. ITD Circulatory Enha ncer:

A. Conventional CPR provides 15% of normal blood flow to the heart and blood flow to the
brain is 25% of normal. Current survival rates average 5%.

B. ThelTD is an impedance threshold device that prevents unnecessary air from entering the
chest during theecompression phase of CPR. When air is prevented from rushing into
the lungs as the chest wall recoils, the vacuum (negative pressure) in the thorax pulls more
blood back to the heart, resulting in a:
1. Doubling of blood flow to the heart.
2. 50% increase iblood flow to the brain.
3. Doubling of systolic blood pressure.

Il. Indications:
A. Cardiopulmonary arrest (medical etiology)

[ll. Contraindications:
A. Cardiopulmonary arrest related to trauma

IV. Procedure:
A. Confirm absence of pulse and begin CPR immediately. Assurehibsitwall recoils
completely after each compression.
B. Using thelTD on a facemask
1. ConnectiTD to the facemask.
2. Connect ventilation source (BVM) to top IdD. If utilizing a mask without a bag,
connect a mouthpiece.
3. Establish and maintain a tight face sedah mask throughout chest compressions. Use
a two-handed technique or head strap.
4. DonotusethéTD6s ti ming |l ights during CPR wutil:i
5. Perform ACLS interventions as appropriate.
6. Prepare for endotracheal intubation.

C. Using helTD on an endotracheal tube $upraglottic Airway DevicéSAD):

1. Endotracheal intubation is the preferred method of managing the airway when using
thelTD.

2. Place endotracheal tube $AD and confirm placement. Secure the tube

3. Move thelTD from the facenask to the advanced airway and turn on timing assist
lights (remove clear tab).

4. Continue CPR with minimal interruptions:
a. Provide continuous (no pauses) chest compressions (approximately 10 per light

flash) and ventilate asynchronously over 1 second wpknflashes (10/min).

5. Perform ACLS interventions as appropriate.
6. If a pulse is obtained, remove tH& and assist ventilations as needed.
State Approved: April 24, 2009 Cardiac Protocol 21z
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V. Special Notes:

Always place ETC@detector between tH&D and ventilation source.

Administer endotracheal mediaatis directly into endotracheal tube.

Do not interrupt CPR unless absolutely necessary.

If a pulse returns, discontinue CPR andI#. If the patient rearrests, resume CPR with
thelTD.

Do not delay compressions if thED is not readily available.

Initial training and ongoing competency skills shall be monitored by the agency.

00>

nm
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Narrow Complex Tachycardia

A guideline for the care of patients with narrow complex tachycardia with a ventricular rate greater
than 150/minute. SYNCHRONIZED CARDIOVERSION PREBES DRUG THERAPY FOR
HEMODYNAMICALLY UNSTABLE PATIENTS. Unstable patients may be defined as those
suffering a narrow complex tachycardia with: chest pain, shortness of breath, decreased level of
consciousness, hypotension, shock, or pulmonary edema. gidens only used for regular rhythm
tachycardia.

Pre-Radio

PARAMEDIC

1. Follow the General PtElospital Care Protocol.

2. If time and condition allow, administer Fentanyl 1 mcg/kg IV prior to cardioversion.

3. If the patient is unstable, or becomes unstableli@aert immediately beginning at 100 J,
increasing to 200 J, 300 J, 360 J. For a biphasic device start at 100J, increasing to 150 J, 200 J

4. Start an IV NS KVO. A large bore antecubital IV should be secured whenever possible.

5. DO NOT USE CAROTID MASSAGE. Harthe patient attempt a valsalva maneuver.

6 If the rhythm is regular, administer Adenosine (Adenocard) 6 mg rapid IV e¥esetonds
through the most proximal injection site. This should be followed immediately with 20 ml NS
flush. Fluids should be admstered at wid@®pen rate during the administration of Adenosine
(Adenocard).

7. If conversion does not occur, administer Adenosine (Adenocard) 12 mg IV using the same
technique as stated above. May repeat 12 mg dose once.

State Approved: December 28, 2006 Cardiac Protocol 214
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Wide Complex Tachycardia
(PresumedVentricular Tachycardia)

A guideline for patients witbBTABLE wide complex tachycardi@YNCHRONIZED

CARDIOVERSION PRECEEDS DRUG THERAPY FOR HEMODYNAMICALLY UNSTABLE
PATIENTS. Unstable patients may be defined as those having a wide complex tachyctrdcest

pain, shortness of breath, decreased level of consciousness, hypotension, shock, or pulmonary edem:

Pre-Radio

PARAMEDIC

1. Follow the General PtElospital Care Protocol.

2. If time and condition allow, administer Fentanyl 1 mcg/kg IV prior to caetigion.

3. If the patient is unstable, or becomes unstable, cardiovert immediately beginning at 100 J,
increasing to 200 J, 300 J, 360 J. For a biphasic device start at 100J, increasing to 150 J, 200 J

4. Start an IV NS KVO.

5. Administer Ambdarone (Cordarond60 mg IV aver 10 minutes.

6 Administer Magnesium Sulfate 2 gm IV/10 for torsades de pointes.

PostRadio

PARAMEDIC

7. Administer additional Amiodarone (Cordarone) 150 mg IV over 10 minutes.

State Approved: December 28, 2006 Cardiac Protocol 21¢
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Chemical Burns

Pre-Radio
MFR/EMT/SPECIALIST/PARAMEDIC

1. Stop burningprocesses ensure your own safety.

2. Remove the contaminant from patient.
A. If on skin:

i. If contaminant is dry powder, brush off before irrigating.

ii. Remove contaminated clothing and flood skin with water for at least 10

minutes.
B. If contaminant is in the eye(s)

Flood eye(s) with lukewarm water continuously for at least 15 minutes.
Have patient blink frequently during irrigation.

3. Follow General Prélospital Care Protocol.

SPECIALIST/PARAMEDIC
4. Start an IV NS KVO.

PARAMEDIC

5.  Apply cardiac monitor and treatythm according to appropriate protocol.
6. For pain refer to the Pain Management protocol.

State Approved: May 3, 2005
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Electrical Burns

Pre-Radio
MFR/EMT/SPECIALIST/PARAMEDIC

1. Eliminate electrical contact; ensure your own safety.

2. Follow General Prélospital Care Protocol
3. Identify entry and exit wounds if possible.

SPECIALIST/PARAMEDIC
4. Startan IV NS KVO.

PARAMEDIC

5.  Apply cardiac monitor and treat rhythm according to appropriate protocol.
6. For pain refer to the Pain Management protocol.

State Approved: May 3, 2005
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Thermal Burns

Pre-Radio

MFR/EMT/SPECIALIST/PARAMEDIC

Stop the burning processnsure your own safety.

Follow the General Prelospital Care Protocol. Use 100% oxygen.

Estimate the area of burn using the rule of
Place in warm environment.

Cover with dressing soaked in N®fsle water or other commercially prepared moist burn
dressing. For large surface area burns {20%) body surface area, use dry dressing.

6. Monitor the patient to avoid hypothermia and shivering.

agrwnE

SPECIALIST/PARAMEDIC
7. Start an IV NS KVO in notburned site
8. For large surface area burns (32®%) body surface area, administer 250 ml NS fluid bolus.

PARAMEDIC
9. Apply cardiac monitor and treat rhythm according to appropriate protocol.
10. For pain refer to the Pain Management protocol.

PostRadio
PARAMEDIC
11. Administer additional fluid bolus, as indicated.

State Approved: May 3, 2005 Environmental Protocol 30:<
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Rule of Nines
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Implementation Date: October 1, 2001
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Communicable Disease Protocol

The EMS provider must recognize that any patient that presents with one of the following:
a skin rash

open wounds

blood or other body fluids

a respiratory illnesthat produces cough and/or sputum

jaundice

stiff neck

glandular swelling

severe diarrhea

may be potentially infectious, and must take the necessary precautions to avoid exposure. These
precautions include following this protocol.

E R

Exposure Defined

An exposure is determined to be contact with blood or bodily fluids or other potentially infective
material to any breach of the skin by cut, needle stick, absorption or open wound, splash to the
eyes, nose or mouth, inhaled, and any other parenteral route.

Reporting Exposures

Police, Fire or EMS personnel who, in the performance of their duty, sustain a needle stick,
mucous membrane or open wound exposure to blood or other potentially infectious material
(OPIM) may request, under Public Act 368 and 419, tmafatient be tested for HIV/Hepatitis B

and C surface antigen. The exposed individual shall make the request on a Michigan Department
of Community Health Form This form number has been chafly#CH Form This form

number has been changed) The exposedndividual should also report the exposure in
accordance with their employerés policies and

The health facility that receives an exposure request from Police, Fire or EMS personnel shall
accept as fact the description of their exposuretoghe p ent 6 s bl ood or OPI M
care facility has a reasonable cause to believe otherwise. The health care facility shall make the
determination as to whether or not an exposure was a needle stick, mucous membrane or open
wound pursuant to the ighigan Administrative Codes. Determination may occur in person, by
phone or by appropriate personnel according to MIOSHA standards.

Pre-Radio
MFR/EMT/SPECIALIST/PARMEDIC
1. If a patient presents with one of the following symptom complexes, then follow the
remainder of this protocol.
a. Fever >100.5 AND headache or malaise or myaldi2R stiff neck,jaundice
glandular swelling, bleeding from nose and/or mouth, severe diarrheapugh,
shortness of breath or difficulty breathing.

State Approved: December 28, 2006 Environmental Protocol 30t
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b. Pustular, papular or vesiculash distributed over the body in the same stage of
development (trunk, face, arms or legs) preceded by faNéx rash progressing
over days (not weeks or monti#s§)\D patient appears ill.

2. Consider the patient to be both airborne and contact contadgivas: will don the
following PPE:
a. NO95 or higher protective mask/respiratory protection
b. Gloves
c. Goggles or face shield
DO NOT REMOVE protective equipment during patient transport.

3. Follow General Prédospital Care Protocols
(oxygen delivery with nomebreathefacemasks may be used for patient, however,
nebulizers use should be avoided if possible because of increase spread of disease)

4, Positive pressure ventilation should be performed using a resuscitativaliagnask.
If available, one equipped to proeitHEPA or equivalent filtration of expired air
should be used. Al so see the section in

Patientso.
5. Patient should wear a paper surgical mask to reduce droplet production, if tolerated.

6. Notify the receiving facilitypr i or to transport, of the pa
preparation of the facility and institution of appropriate infection control procedures.

7. Hands must be washed or disinfected with a waterless hand sanitizer immediately after
removal of glovesHand hygiene is of primary importance for all personnel working
with patients.

8. Vehicles that have separate driver and patient compartments and can provide separate
ventilation to these areas are preferred for transportation patient. If a vehicletwithou
separate compartments and ventilation must be used, the outside air vents in the driver
compartment should be turned on at the highest setting during transport of patient to
provide relative negative pressure in the patient care compartment.

0. Patients sbuld also be encouraged to use hand sanitizers.

10. Unless critical, do not allow additional passengers to travel with the patient in the
ambulance.

11. All PPE and linens will be placed in an impervious biohazard plastic bag upon arrival at
destination and digised of in accordance with the direction from the hospital
personnel.

State Approved: December 28, 2006 Environmental Protocol 30¢€
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MECHANICALLY VENTILATED PATIENTS

1. Mechanical ventilators for potentially contagious patient transports must provide HEPA
filtration of airflow exhaust.

2. EMS providers should consult theentilator equipment manufacturer to confirm
appropriate filtration capability and the effect of filtration on positive pressure
ventilation.

3. BIPAP, CPAP and nebulizers should be avoided if possible because of increased spread

of disease when used.

CLEANING AND DISINFECTION

Cleaning and Disinfection after transporting a potentially contagious patient must be done
immediately and prior to transporting additional patients. Contaminated norrreusable
equipment should be placed in biohazard bags and disposetlat hospital. Contaminated
reusable patient care equipment should be placed in biohazard bags and labeled for cleaning
and disinfection. Reusable equipment should be cleaned and disinfected according to
manufactureds instruction.

INTERFACILITY TRANS FERS
1. Follow the above preadio precautions for intdacility transfers.

2. Prior to transporting the patient the receiving facility should be notified and given and
ETA for patient arrival allowing them time to prepare to receive this patient.

3. Clarify with receiving facility the appropriate entrance and route inside the hospital to
be used once crew has arrived at the receiving facility.

4. All unnecessary items should be removed from the vehicle to avoid contamination.

5. All transport personnel will wear ¢hfollowing PPE:
a. N-95 (or higher) protective mask/ respiratory protection
b. Gloves
c. Goggles or face shield
d. Gown
e. Shoe Covers
DO NOT REMOVE protective equipment during patient transport.

6. Drape/Cover interior of patient compartment and stretcher (utilizingjptas
disposable sheets with plastic backing)

7. Isolate patient:
a. Place disposable surgical mask on patient
b. Cover patient with linen sheet to reduce chance of contaminating objects in area.

State Approved: December 28, 2006 Environmental Protocol 307
Implementation Date: April 1, 2007

Before attempting the following procedures, implement
appropria¢ bloodborne/airborne pathogen protective procedure




Southeast Michigan Regional Protocol

Detroit -East, Genesee, HEMS (Wayne), Lapeer, Macomb, Oakland, and Washtenaw/ Li vi ngst on MCA

8. All PPE and linens will be placed in an impervious biohazardiplbag upon arrival at
the receiving destination and disposed of in accordance with the direction from the
hospital personnel

9. The ambulance(s)/transport vehicle will not be used to transport other patients (or for
any other use) until it is decontaminatesing the current CDC guidelines for
decontamination.

10. Patient cohorting may occur if resources are exhausted and patients are grouped with
the samaliseaseCohorting should only be utilized as a last resort.

Note: When applicable all nemaccinated EM$ersonnel should be vaccinated within 24 houts
following potential exposure.

State Approved: December 28, 2006 Environmental Protocol 30¢
Implementation Date: April 1, 2007

Before attempting the following procedures, implement
appropria¢ bloodborne/airborne pathogen protective procedure
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Drowning/Near Drowning

Pre-Radio

MFR/EMT/SPECIALIST/PARAMEDIC

Follow General Prélospital Care Protocol.

Use cervical spine precautions.

Remove any wet clothing, dry patiemtoacover with blanket.
Avoid any unnecessary movement.

Follow appropriate protocol as necessary.

agrwnE

SPECIALIST/PARAMEDIC
6. Startan IV NS KVO.

Note: All patientsshould be transported to an emergency facility regardless of their clinical
condition unlesshe patient meets the criteria listed in the local MCA Dead on Scene
Protocol.

State Approved: May 7, 2001 Environmental Protocol 30¢
Implementation Date: October 1, 2001

Before attempting the following procedures, implement appropriate
bloodborne/airborne pathogen protective procedures.
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Frostbite/Hypothermia

Pre-Radio

MFR/EMT/SPECIALIST/PARAMEDIC

Follow General Prélospital Care Protocol.

Keep the patient warm (i.e. remove wet clothing, dry patient, and wotleblanket).
Do not rub frozen area.

Gently dress frozen area in soft dressings and evaluate.

Do not aggressively warm frozen parts.

Do not allow warmed area to refreeze.

OuALNE

SPECIALIST/PARAMEDIC
7. Start IV NS KVO, as indicated.

PARAMEDIC
8. For pain réer to the Pain Management protocol.

State Approved: May 3, 2005 Environmental Protocol 31C
Implementation Date: October 1, 2005

Before attempting the following procedures, implement appropriate
bloodborne/airbme pathogen protective procedures.




Southeast Michigan Regional Protocol

Detroit -East, Genesee, HEMS (Wayne), Lapeer, Macomb, Oakland, and Washtenaw/ Li vi ngst on

Heat Exhaustion/Heat Cramps

Heat Exhaustion: diaphoresis, flushed skin, changing to pale and cool.

Heat Cramps: diaphoresis, flushed warm skin.

Pre-Radio
MFR/EMT/SPECIALIST/PARAMEDIC
1. Follow General Prélospital Cae Protocol.

2. Remove patient from warm environment and remove excess clothing.
3. Cool patient as quickly as possible using air conditioner in vehicle, splash or sponge
patient with tepid water if possible, avoid shivering.

4. Transport patient in cooh@ironment.

SPECIALIST/PARAMEDIC
5. Start an IV NS 250 ml bolus, then KVO.

PARAMEDIC

6. Apply cardiac monitor and treat rhythm according to appropriate protocol.

State Approved: May 7, 2001

Environmental Protocol

311

Implementation Date: October 1, 2001

Before attempting the following procedures, implement appropriate
bloodborne/airborne pathogen protective procedures.

MC A
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Heat Stroke

Heat Stroke: Altered mental status, pale, hot and dry skin.

Pre-Radio

MFR/EMT/SPECIALIST/PARAMEDIC

1. Follow General Prélospital Care Protocol.

2.  Remove patient from warm environment and remove excess clothing.

3. Cool patient as quickly as possible using ice packs applied to the axilla and groin, air
conditioner in vehicle and splash or sgerpatient with water.

4. Rapid transport in cool environment.

SPECIALIST/PARAMEDIC

5. Start an IV NS using the largest appropriate size IV catheter and titrate to systolic BP above 90
mmHg at a flow rate of:
a. Previously healthy individual =*liter wide ope.
b. Previous cardiac disease = 500 ml/hr.

PARAMEDIC/(GENESEELAPEER COUNTY SPECIALIST)
6. Check bloa glucose level. If less tha® 6ng/dl then administer Dextrose 50% (D50), 25
gm, IV.

PARAMEDIC
7. Apply cardiac monitor and treat rhythm according to apprégpeotocol.

State Approved: May 7, 2001 Environmental Protocol 31z
Implementation Date: October 1, 2001

Before attempting the following procedures, implement appropriate
bloodborne/airborne pathogen prtiee procedures.
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Gas/Smoke Inhalation

Particular attention should be paid to airway complications such as edema, bronchospasm and
pulmonary edema. Considerations when treating these patients should include: Type of inhalant,
length of exposure within eitharclosed or open environment, and presenting symptoms.

Pre-Radio

MFR/EMT/SPECIALIST/PARAMEDIC

1. Have patient removed from toxic environment.

2. Determine nature of inhalation injury.

3. Follow General Prénospital Care Protocol. Use 100% oxygen.

4. Monitor respiatory status and be prepared to support respiration and insert appropriate
airway. For wheezing or difficulty breathing, see Asthma/Wheezing protocol.

SPECIALIST/PARAMEDIC
5. Start IV NS KVO.

PARAMEDIC
6. Apply cardiac monitor and treat rhythm according tprapriate protocol.

State Approved: May 7, 2001 Environmental Protocol 31z
Implementation Date: October 1, 2001

Before attempting the following procedures, implement appropriate
bloodborne/airborne pathogen protective procedures.
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Poisoning

Pre-Radio
MFR/EMT/SPECIALIST/PARAMEDIC
1. Protect yourself from contamination. Have patient removed from toxic environment.
2. Obtain the following information, if possible:
Agent or substance involved
Route of poisoning
Amount/curation of exposure
Time since ingestion
Weight of victim
Accidental or deliberate
Retrieve container/identify substance
3. Follow General Prdospital Care protocol.
4. Absorbed Poisons
1 If contaminant is dry powder, brush off before washing. Remove contadidlathing
and flood skin with water for 10 minutes. Wash gently with soap and water then rinse.
Injected Poisons
1 Remove stinger from wound by scraping.
1 Clean wound with soap and water.
1 Apply cold pack.
1 Keep extremity lower than the heart.
Inhaled P&sons:
1 If wheezing or difficulty breathing, see Asthma/Wheezing Protocol.
5. Do not induce emesis.

= =2 =4 -8 _-9_9_-9

SPECIALIST/PARAMEDIC
6. Start an IV NS KVO.

PARAMEDIC
7. For narcotics with respiratory depression, administer Naloxone (Narcan) 2 mg IV.

PostRadio

PARAMEDIC

8. Fortricyclic antidepressants with wide QRS or Sinus Tachycardia administer 50 meq
Sodium Bicarbonate V.

9. For organophosphates with symptoms, administer Atropine Sulfate 2 mg IV.

10. For calcium channel blockers with hypotension, administers 2 gm of 10% Calciond€h
slow IV over 2 minutes.

State Approved: May 7, 2001 Environmental Protocol 314
Implementation Date: October 1, D01

Before attempting the following procedures, implement appropriate
bloodborne/airborne pathogen protective procedures.
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Radiation Exposure/Hazmat

Pre-Radio

MFR/EMT/SPECIALIST/PARAMEDIC

1. Park EMS vehicle upwind from accident site (smoke, fumes & dust).
2. If arrival prior to Public Safety, restrict access to scene.

3. Do not eat, drink, or smoke.

Proceed with care after determined that the area is safe or that decontamination has been
completed.

4. Remove patientds clothing and place in | abe
5. Follow General Prédospital Care Protocol.
6. Refer to specific protocol as needed.
7. Unless directed bynedical control, treat only lifghreatening injuries or treat to minimize
injury.
8. Place patient on a blanket, wrap, and transport.
9. Await instructions on where to unload the patient at the hospital.

Note: Transfer patient from EMS cot to hospital ootisidethe hospital.

10. Ensure that the ambulance and personal are decontaminated prior to returning to service.

State Approved: May 7, 2001 Environmental Protocol 31¢
Implementation Date: October 1, 2001

Before attempting the following procedures, implement appropriate
bloodborne/airborne pathogen protective procedures.
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Adult/Elder Abuse or Neglect

MC A

It is the purpose of this policy to assist EMS personnel to identify, treat and report suspected cases
of adult/eleer abuse or neglect. It is not the role of the health care provider to make the
determination whether or not abuse or neglect has occurred; therefore, be objective and non
judgment al i n your evalwuation, always keeping

Pre-Radio

MFR/EMT/SPECIALIST/PARAMEDIC

1. Follow General Prehospital Care Protocol (look for dehydration, poor hygiene, unusual
injuries, etc.).

Treat the patient medically, as indicated, and follow the appropriate treatment protocols.
Maintain respect angrivacy for the patient.

If possible, assign one technician to support the patient.

Overview the scene with particular attention to objective evidence of abuse or neglect.
Contact Medical Control, if necessary.

Report findings promptly to local police, Faynindependent Agency (FIA) and/or the
emergency department. The following are FIA phone numbers for the respective counties:

Nogokrwh

Genesee County
Lapeer

Livingston County
Macomb County
N. Oaklnd County

S. Oakland County
Washtenaw County
Wayne County

(810) 7602202
(810) 6645968
(517) 5468668
(586) 4126100
(248) 9755566
(248) 9755324
(248) 6697600
(248) 5838803
(734) 4819110
(877) 9636006
After 4:00pm cal(313)396-0300

8. Cooperate with police agency or DSS in collection of historgvidence while at the scene
as all owed by patientds condition.

9. Include names, address and telephone numbers of witnesses in your documentation.

10. DO NOT confront caregivers with your suspicions.

Note EMS personnel in Macomb County must also completéitkel der Abuse/ Negl e
We | | Being Report Form, o0 as part of the ¢Gat ek
State Approved: July 25, 2002 Medical Protocol 401

Implementation Date: January 1, 2003

Before attempting the following procedures, implement appropriate
bloodborne/airborne pathogen protective procedures.
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Altered Level of

Pre-Radio
MFR/EMT/SPECIALIST/PARAMEDIC
1. Follow General Prélospital Care Protocol.

SPECIALIST/PARAVIEDIC
2. Start an IV NS KVO.

Consciousness

PARAMEDIC/ (GENESEELAPEER SPECIALIST)

3. Check blod glucose level. If less tha® 6ng/dl then administer Dextrose 50% (D50), 25

gm, IV.

4. If partial or transient response to Dextrose 50% (D50) repeat initial dose.

PARAMEDIC

5. Administer Naloxone (Narcan) 2 mg ET/IV/IM.

6. Repeat Dextrose (D50), as indicated.
7. Repeat Naloxone (Narcan), as indicated.

State Approved: May 7,2001

Medical Protocol

40z

Implementation Date: October 1, 2001

Before attempting the following procedures, implement appropriate
bloodborne/airborne pathogen protective procedures.

MC A
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Anaphylaxis/Acute Allergic Reaction

Pre-Radio
MFR/EMT/SPECIALIST/PARAMEDIC
1. Follow General Prélospital Care Protocol.

2. If insect sting, renove stinger by scraping and apply cold pack to area.

3. Elevate patientds | egs.

4. Ifindicated,@ si st pati ent wit h akpmephrinesAuto lpjgctoron of
( MCA approved MFRO6s only), in the phle.i ent ds

5. Refer to Epinephrine Auto Injectors protocol.

SPECIALIST/PARAMEDIC

6. Start IV NS KVO.

7. Hypotensive patients should receive a fluid bolus, as indicated by hemodynamic state, in 250
ml increments and reassess. Continue fluid bolus to a maximum o&2 liter

PARAMEDIC
8. Administer Diphenhydramine (Benadryl) 50 mg IM or IV depending upon severity of
symptoms.

9. If signs of respiratory distresagministerAlbuterol (Proventil, Ventolin) 2.5 mg in 3 ml of
NS by nebulizer.

10. Patients with severe respiratory or heljwamic compromise should receive Epinephrine
0.01 ml/kg of1:1,000to a max of 0.5 mg (0.5 mIM. This may be performed prior to
startingan|V.

PostRadio

PARAMEDIC

11. Administer Epinephrine 0.1 ml/kg 4£10,000to a maximum of 0.5 mg (5 ml) slow IV
(over 510 min.)if severe respiratory distress or hypotensRapeat as needed.

12. Repeat Albuterol (Proventil, Ventolin) 2.5 mg in 3 ml of NS by nebulizer as often as
indicated.

13. If no response, administer Dopamine Drip (Inotropin) 400 mg in 250 ml cit&t$hg at 5
mcg/kg/min with max dosage of 20 mcg/gd titrate to systolic BP above 90 mmHg.

State Approved: February 20, 2009 Medical Protocol  40:S
Implementation Date: October 1, 2009

Before attemptinghe following procedures, implement appropriate
Bloodborne/airborne pathogen protective procedures.
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Asthma/Wheezing

Pre-Radio

MFR/EMT/SPECIALIST/PARAMEDIC

1. Follow the General PrElospital Care Protocol.
2. Assi st patient with t he Atderolimhales.t r ati on of t

SPECIALIST/PARAMEDIC
3. Start IV NS KVO.

PARAMEDIC

4. Administer Albuterol (Proventil) 2.5 mg in 3 ml NS hand held nebulizer. Repeat as needed.

5. If a second Albuterol treatment is needed add Ipratopium (Atrovent) 0.5 mg in 3 ml NS to
the secad Albuterol treatment and administer Prednisone 50 mg po.

6. If the patient is in severe distress, administer Epinephrine 1:1,000 0.3 mg (0.3 ml) SQ.

PostRadio

PARAMEDIC

7. For extreme symptoms, if patient is less than 40 y/o and no cardiac history, administe
Epinephrine 1:10,000 0.1 /@5 mg (1 mi 5 ml) IV.

State Approved: December 28, 2006 Medical Protocol 404
Implementation Date: April 1, 2007

Before attempting the following procedures, implement
appropriate bloodborne/airborne pathogen protective procedurg
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Chronic Obstructive Pulmonary Disease (COPD)

Pre-Radio

MFR/ EMT/SPECIALIST/PARAMEDIC
1. Follow General Prélospital Care Protocol.

SPECIALIST/PARAMEDIC

2.  Monitor respirations for signs of decompensatand be prepared to support ventilation and
intubate.

3. Startan IV NS KVO.

PARAMEDIC

4. Administer Albuterol (Proventil, Ventolin) 2.5 mg in 3ml NS in nebulizer. Repeat as
indicated.

5. If a second Albuterol treatment is needed add Ipratropium (Atrovent)@ib Bml NS to the
second Albuterol treatment and administer prednisone 50 mg po.

State Approved: December 28, 2006 Medical Protocol 40t
Implementation Date: April 1, 2007

Before attempting the following ptedures, implement
appropriate bloodborne/airborne pathogen protective procedurg
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CPAP PROTOCOL (Optional)

Patient Selection Criteria and Protocol for Use

This optional protocol may be utilized by ALS agencies that have completed the training and are
equi pped with the CPAP equipment. Device sett
guidelines. Adult patients who activate the emergency medical system (EMS) with respiratory
complaints will be screened for use of the CPAP noting lung sounds apersgare during

differential diagnosis. For use of this protocol, patients must meet the Inclusion Criteria.
Contraindicated patients and those that do not meet the inclusion criteria will be treated

according to existing protocols

INCLUSION CRITERIA
Respiratory distresswith 2 or more of the following
A Retractions of accessory muscles
A Pulmonary edema
A Reps. rate >20/min
A Sp0O2 < 92%
A Acute/chronic CHF/COPD

CONTRAINDICATIONS

Respiratory/cardiac arrest
Active chest pain suggestive of ischemia or ECG chareggs$T elevation/depression
and/or Fwave inversion).
B/P < 90mmHg
Inability to speak
Inability to maintain patent airway
Major trauma/pneumothorax/penetrating chest trauma
Nausea/vomiting/active Gl bleed
Patient with aspiration risk and /or history
Altered level of consciousness
Pre-Radio
MFR/EMT/SPECIALIST/PARAMEDIC
1. Follow General Prédospital Care Protocol.
2. Position patient upright with legs dangling, if possible.

DD DD DD DD

PARAMEDIC

Determine if patient meets inclusion criteria.
Have patient determine Respirat@istress level on scale of 1 (mild) to 10 (severe) distress.
Determine Sp@(room air if possible).
Start IV NS KVO.
Remove nosrebreather mask and administer CPAP using maximal FiO
A For medication administration, refer to the applicable Acute CHF/Puargon
Edema or COPD protocols.

State Approved: December 28, 2006 Medical Protocol 40¢€
Implementation Date: April 1, 2007

arwnE

Before attempting the following procedures, implement
appropriate bloodborne/airborne pathogen protective procedurg
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A Reassess patient after 5 min. and record findings including vital signs and level of
respiratory distress.
6. Convey use of CPAP on patient in radio report

State Approved: December 28, 2006 Medical Protocol 407
Implementation Date: April 1, 2007

Before attempting the following procedures, implement
appropriate bloodborne/airborne pathogen protective procedurg
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Diabetic Emergencies

Pre-Radio

MFR/EMT/SPECIALIST/PARAMEDIC

1. Follow Geneal PreHospital Care Protocol.

2. Obtain pertinent medical history, including:
a. Time and amount of last insulin dose
b. Ti me of patientdos | ast meal
c. Recent or current iliness, recent heavy exercise or stress
d. Pregnancy

EMT/SPECIALIST/PARAMEDIC
3. Obtain blood glucaslevelif equipment is available.
4. Administer oral glucose agent. If patient is not awake administer slowly.

SPECIALIST/PARAMEDIC
5. Start an IV NS KVO

PARAMEDIC (GENESEELAPEER SPECIALIST)

6. Check blood glucose level. If less than 60 mg/dl and symguio then administer Dextrose 50%
(D50), 25 gm, IV.

7. As an alternative, administer D% existingfeeding tube, then flush witt0-15ccNormal Saline
slow push.

8. Recheck blood glucose level.

9. Administer additional Dextrose 50% (D50), as indicated.

State Approved: February 20, 2009 Medical Protocol  40¢
Implementation Date: October 1, 2009

Before attempting the following procedures, implemegyropriate
Bloodborne/airborne pathogen protective procedures.
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Epinephrine Auto Injectors

The following protocol is required for BLS and LALS providers, and for MCA approved MFR
providers, based on need. Epinephrine Auto Injectors are used to tretdrdidtening
anaphylaxis. In accordance with P.A. 233 of 2008hab and LALS vehicles will be required to
carry two epinephrine auto injectors (one for patients over the age of 11 and one for patients age 2
to 11 years) as a part of the their standard equipment.

Agencies using Epinephrine Auto Injectors must:

A. Obtaina signed legend and pharmaceutical authorization form from the Medical
Director (or their designee) for procurement of the medicafiwt applicable
for MCAs that have an epinephrine auto injedtospital exchange policy)
B. Ensure medication is secureltosed and locked in a compartment of the EMS
agency vehicle.
C. Design a tracking system to ensure that expired medication is not being used.
D. Provide initial and ongoing training in the use of epinephrine auto injectors.
E. Follow the packet insert for adminiation procedures specific to the brand of
epinephrine auto injector being used.
F. Every use of the Epinephrine Auto Injector shall be reviewed by the PSRO.
Pre-Radio
MFR/EMT/SPECIALIST
1. Assessment Information
A. Indications: Specific objective findings the setting of a life threatening
allergic/anaphylactic reaction, which may include:
1. Respirations: respiratory distress, wheezing, stridor, retractions
2. Swelling: facial, tongue, upper airway
3. Vital signs: hypotension, tachycardiargady or unobtainable pulse
associated with a fall in blood pressure
4. Skin: itching, hives, swelling, flushing, rash
5. General: nausea, weakness, apprehension, convulsions, vomiting, diarrhea
and abdominal cramps, involuntary voiding, dysa due to laryngeal
spasm, pruritis, uticaria, or angioedema.
6. Medications
B. Contraindications:
1. Use caution in patients with heart disease, high blood pressure, and stroke.
a. EMT and Specialist: contact medical control.
b. MFR: donot administer.
2. Management
A. Establish and maintain airway, provide oxygenation and support ventilation as
needed
1. Upright position, if not hypotensive
B. Determine substance or source of exposure, remove patient from source, if known.
State Approved: December 9, 2004 Medical Protocol  40¢

Implementation Date: December 22, 2004

Before attempting the following procedures, implement appropriate
Bloodborne/airborne pathogen protective procedures.

MC A



Southeast Michigan Regional Protocol

Detroit -East, Genesee, HEMS (Wayne), Lapeer, Macomb, Oakland, and Washtenaw/ Li vi ngst on MCA

3. Administraton of Epinephrine Auto Injectors
A. Determine which Epinephrine Auto Injector is to be used.
1. Adult Dose (0.3mg/0.3ml)
a. Patients who are over the age of 11 years and under 50 years old.

b. Patient over 32 kg.
2. Pediatric Dose (0.15mg/0.3ml)

a. Patients who are age 2 to 11 years.
b. Patients under 32 kg.
3. Preferred site is mid anterior thigh.
4. Be alert for reactions following administration for the drug.

Closely monitor the patientdés condition.
Record all patient condition inforation and medication administration on the run record.

PostRadio
For patients over the age of 50 years administer adult dose (0.3 mg / 0.3 ml).

State Approved: December 9, 2004 Medical Protocol  41C
Implementation Date: December 22, 2004

Before attempting the following procedures, implement appropriate
Bloodborne/airborne pathogen protective procedures.
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Nausea and/or Vomiting

Pre-Radio
MFR/EMT/SPECIALIST/PARAMEDIC
1. Follow General Prélospital Care Protocol.

SPECIALIST/PARAMEDIC

2. Start IV NS, give a 250 ml bolus.

3. Hypotensive patients should reeeiadditionafluid boluses as indicated by hemodynamic
state, in 250 ml increments and reassess. Continue fluid bolus to a maximum of 2 liters.

PARAMEDIC
4. AdministerOndansetron (Zofran) 4 mg IV or IM.

PostRadio

PARAMEDIC

5. May repeat Ondansetron (Zofran) 4 mg IV or IM.

6. For patients under 12 years old contact medical control for direction.

7. Consider Ondansetron (Zofran) 0.1 mg/kg IV or IM for patients under 12 yeiars ol

State Approved: February 20, 2009 Medical Protocol 411
Implementation Date: October 1, 2009

Before attempting the following procedures, implement appropriate
Bloodborne/airborne pathogen protective procedures.
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Non-Traumatic Hypotension

Hypotension in an adult is defined as a systolic blood pressure less than 90 mmHg or evidence of
hypoperfusion.

Pre-Radio
MFR/EMT/SPECIALIST/PARAMEDIC

1. Follow General Prélospital Care Protocol.
2. Place patient in supine ptish.

SPECIALIST/PARAMEDIC

3. Start an IV NS using the largest appropriate size 1V catheter.

4, Administer a NS fluid bolus, as indicated, by hemodynamic state in 250 ml increments
and reassess.

5. Start second IV using a large bore IV catheter, if time permits.

PARAMEDIC

6. Apply cardiac monitor and treat rhythm according to appropriate protocol.

PostRadio

PARAMEDIC

7. Consider Dopamine Drip (Inotropin) 400 mg in 250 ml of NS. Titrate to maintain a
systolic BP above 90 mmHg. Dopamine (Inotropin) is not indickaedemorrhagic
shock.

State Approved: May 7, 2001 Medical Protocol 41z
Implementation Date: October 1, 2001

Before attempting the following procedures, implement appropriate
Bloodborne/airborne pathogen protective procedures.
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Obstetrical/Child Birth

Pre-Radio

MFR/EMT/SPECIALIST/PARAMEDIC

1. Follow General PréHospital Care Protocol.

2. Administer high flow oxygen.

3. If hypotensive, roll mother onto left hip.

4. If baby is delivering:

1 Do not hurry or slow delivery.

1 Suction infant with bulb syringe (mouth, then nose) as soon as head is delivered.
Check to see if cord is wrapped around neck; if so, attempt to unwrap the cord. If this
does not work, double clamp and cut the cord immediately.

Double clampthecorddte ast 40 from baby and cut bet

Dry baby, examine and keep warm, particularly the head (may place baby next to the

mot her s skin).

1 AssesAPGAR Score at 1 and 5 minutes after birth. Regardless of score, if infant is
not breathing or has mulse and can not be stimulated (rubbing/drying with towel,
tapping feet) into breathing or a pulse does not begin, see the Pediatric Respiratory
Arrest or Cardiac Arrest protocol.

1 Externally massage uterus en route until placenta is delivered.

i Do not manally remove placenta.

1 Record time of birth.

E

5. For multiple births repeat step 4.

6. Complications:
Notify medical control immediately for these and any other complications that may occur.
Follow these guidelines for specific complications:
1 Breech

1. Follow step 4above. When legs and torso deliver, be sure to support them until the
head delivers.

2. If head does not deliver spontaneously, place a gloved middle and index finger along
side the babyds face (palm toward g$eace) .
and outside air. Maintain this position until the head delivers or until relieved by
hospital personnel. Transport ASAP.

1 Limb Presentation
1. Place the patient in trendelenburg position/elevate hips and transport ASAP.
2. Instruct the patient not to bearwtio, but pant through contractions.

1 Prolapsed Cord

1. Place a gloved hand in the vagina and attempt to keep the baby and vagina from
compressing the cord. Maintain this position until relieved by hospital personnel.
Cover the cord with sterile dressing.

2. Plae the patient in trendelenburg position/elevate hips and transport ASAP.

3. Instruct the patient not to bear down, but pant through contractions.

7. If necessary, treat mother for shock, see Traumatic Hypotension protocol.
State Approved: May 7, 2001 Medical Protocol  41:&

Implementation Date: October 1, 2001
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APGAR Score

Score baby at 1 and 5 muites intervals after birth. A score of less than 7 suggests a need for
resuscitation with suction, ventilation and ALS backup, and a need to be monitored extra closely.
Remember to keep the infant warm and dry.

0 1 2
Blue/Pale Body pink, rands blue Pink
A ppearance
Absent Below 100 Above 100
P ulse
G rimace* None Grimace Cough, sneeze, cry
A ctivity** Flaccid Some Active motion
R espiration | Absent Weak, slow Good, crying

* Tested by a suction catheter (no suction) or bulb syringe tip gentlydplatiee nose or mouth.

** Amount of spontaneous flexion of extremities.

State Approved: May 7, 2001 Medical Protocol 414
Implementation Date: October 1, 2001
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Seizures

Pre-Radio
MFR/EMT/SPECIALIST/PARAMEDIC

1. Follow General Prélospital Care Protocol.
2. Protect patient from injury during a seizure.
3. Do not insert anythiduringgpseizare.t he pati ent és mou
4. Obtain pertinent medical history, including:
Known seizure disorder

Medications, what and when

Check for medical alert tags
Suspected drug or alcohol abuse
Recent trauma

"0 T

SPECIALIST/PARAMEDIC
5. Start an IV NS KVO.

PARAMEDIC/ (GENEEE-LAPEER COUNTY SPECIALIST)

6. Check bloa glucose level. If less tha® 6ng/dl then administer Dextrose 50% (D50), 25
gm, IV.

7. If partial or transient response to Dextrose 50% (D50) repeat initial dose.

PARAMEDIC

8. If patient is actively seizing, administeérmg of Diazepam (Valium) slow IV.

9. If IV access is not available, 10 mg of Diazepam (Valium) ET or rectally, using a lubricated
syringe without a needle.

10. If seizures persist more than 2 minutes after initial dose, repeat the Diazepam (Valium) 5 mg
V.

11. If patient is still seizing, consider administration of additional Diazepam (Valium).

State Approved: May 7, 201 Medical Protocol  41%
Implementation Date: October 1, 2001
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SexualAssault

Pre-Radio
MFR/EMT/SPECIALIST/PARAMEDIC

1. Follow General Prélospital Care Protocol. Allow patient respect and privacy. Limit IPS to
life-threatening injues.

2. A gentle survey for injuries is recommended. Explain everything to the patient in advance.

3. Do not discard anything found on or near the patient, as it may be evidence.

4. Evaluate and treat patient according to appropriate protocols.

5. Cooperate with pole on collection of clothing and accurate history. Be aware of the area
and patient for signs of torn clothing, blood, body fluids or other potential pieces of
evidence. Additionally, document incidental contusions, lacerations and abrasions for legal
purposes.

6. Be receptive to and document psychological state of the patient (crying, hysterical or
inappropriate behavior), and modify exam accordingly. Document voluntary (unsolicited)
comments made by the patient (these may be used as evidence in coedipgs}e

7. Be supportive, nofjudgmental and never force patient to an exam or history against their
will.

8. Verify that authorities are notified of the incident.

9. I'f possible, to protect patientds privacy a
be the primary care giver and to support the patient. If possible, the technician should be the
same gender as the patient.

PostRadio

PARAMEDIC

10. Start IV NS KVO, as indicated.

State Approved: May 7, 2001 Medical Protocol  41€

Implementation Date: October 1, 2001
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Stroke Triage and Treatment

Therapies are available for acute ischemic sttbké must be administered withilnree hours of
symptom onset. It is important to obtain an accurate history as well as have someone available who
can give consent for treatment. Time is vital in these patients, so unnecessary delays must be
avoided.

Goals

1. Rapid, simple, directed assessment andhpspital identification of stroke patients; Ron
comatose, nofrauma patients with neurologic complaints, CincinnatitHospital Stroke
Scale (CPSS).

2. Rapidly identify potential stroke patient but exclugenmon stroke mimics (hypoglycemia,
seizure) or those who will not qualify for nor benefit from thrombolytic therapy.

3. Prompt notification of hospital to rapidly mobilize relevant hospital personnel (stroke teams,
CT technician, radiologist, lab). If wiin three hours of onset of symptoms,-pospital
units will verbalizeRACUTE STROKE ALERT 0 during their radio report when calling in
a suspected acute stroke patients.

4. Rapid transport and appropriate supportive care.

5. Minimize time interval from 91 call to definitive hospital identification of an acute stroke
patient, and increase the number of stroke patients who are eligible for thrombolytics (three
hour window from symptom onset).

Stroke Identification
1. Obtain relevant history, including:
Time of onset of symptoms: (Time patient last seen normal)
History of prior stroke or head trauma
History of major surgery in preceding two weeks
Baseline neurological function
Use of anticoagulants.
Did/does patient complain of headache?
Any seizure actiity?
Any history of immobility? (Is patient bed bound/wheelchair bound)
2. Perform Cincinnati Praospital Stroke Scale (<1 min).
Any ONE finding meets the criteria for stroke:
A. Facial Droop:The patient shows teeth or smiles
Normal: Both side of facenove equally
Abnormal:One side of face does not move as well as the other

=4 =8 -4 -4 _-4_-9_-4_-°

B. Arm Drift: The patient closes their eyes and extends both arms straight out for 10
seconds
Normal: Both arms move the same or both arms do not move at all
Abnormal:One arm eiter does not move or one arm drifts down
compared to the other
C. Speech: The patient repeats, for exampl e,

State Approved: April 24, 2009 Medical Protocol 417
Implementation Date: October 1,2009
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Normal: The patient says correct words with no slurring of words
Abnormal:The patient slurs words, says the wrongdsgoor is unable to
speak

Stroke Treatment

Pre-Radio

MFR/EMT/SPECIALIST/PARAMEDIC

Follow the General PrElospital Care Protocol.

For oxygen administration, avoid high fl ow
Secure and protect affected limbs fromury.

Keep head elevated at approximately 15 degrees unless patient is hypotensive.

Maintain appropriate body temperature.

PophE

EMT/SPECIALIST/PARAMEDIC
1. If the CPSS is abnormal and time of onset is known tdebg than three hours, notify
receiving
hospital as soon as possible about impending arrival tfG@UTE STROKE ALERT 0 .
Give ETA.

SPECIALIST/PARAMEDIC
1. Start IV NS KVO. Avoid large volumes of fluid unless hypotensive.

PARAMEDIC
1. Place patient on cardiac monitor. Monitor cardiac rhythmegter possible, perform a
12-lead ECG.
2. Check blood glucose level. If less than 60 mg/dl, administer Dextrose 50% (D50) 12.5 gm,
V.

3. If partial or transient response to Dextrose 50% (D50), repeat initial dose.
4. Do not treat hypertension in the grespital setting.

State Approved: April 24, 2009 Medical Protocol 41¢€
Implementation Date: October 1,2009
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Pediatric Asystole/PEA

During CPR, consider reversible causes of Asystole/PEA and treat as indicated. Causes and
efforts to correct them include:

a. Hypovolemiai fluid bolus

b Hypoxiai reassess airway and ventilate withthftpw oxygen

C. Tension pneumothoréxpleural decompression

d. Hypothermiai warming

e Hyperkalemia

Pre-Radio

PARAMEDIC

1. Follow the General Cardiac Arrest Protocol.

2. Administer Epinephrine 1:10,000, 0.01 mg/kg (0.1 ml/kg) IV/IO, or Epinephrine 1:1000,
0.1 mg/kg 0.1 ml/kg) via ET if IV/IO unavailableRepeat every-5 minutes.

3. If renal failure is suspected, administer Sodium Bicarbonate 1 mEg/kg IV/10.
4. Continue CPR for two minutes and reassess rhythm.
State Approved: December 28, 2006 Pediatric Protocol 501

Implementation Date: April 1, 2007

Before attempting the following procedures, implement
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Pediatric Bradycardia

Note: Bradycardia shodl be considered to be due to hypoxia until proven otherwise| For
bradycardia with a pulse that causes cardiorespiratory compromise:

Pre-Radio

MFR/EMT/SPECIALIST/PARAMEDIC

1. Follow the General PtElospital Care Protocol and apply high flow oxygen.

2. Perform CIR if, despite oxygenation and ventilatjdtR < 60/min with poor perfusion.

PARAMEDIC

3. If symptomatic bradycardia persistginainister Epinephrine 1:10,000, 0.01 mg/kg (0.1
mi/kg) IV/10, or Epinephrine 1:1000, 0.1 mg/kg (0.1 mil/kg) via ET if IV/IO unavdda
repeat every-% minutes.

4, Administer Atropine Sulfate 0.02 mg/kg IV (minimum dose 0.1 mg). Maximum
individual dose for children i& mg. Repeat every-8 minutes to a total dose of 3 mg.

5. Consider cardiac pacing.

6. If cardiac arrest develops, or theyttim changes, go to the appropriate protocol.

7. Contact Medical Control.

State Approved: December 28, 2006 Pediatric Protocol 50z

Implementation Date: April 1, 2007
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Pediatric Narrow Complex Tachycardia

Pre-Radio

PARAMEDIC

1. Follow the General PtElospital Care Protocol.

2. If time and condition allowadminister Fentanyl mcg/kg IV prior to cardiversion.

3. If patient is unstable, as evidenced by either altered level of consciousness or hypaieigion,
access is not readily availaldensider cardioversion using 0.9 joules/kg*.Repeat using 2
joules/kg, as indicated.

4. If infant rate isless ttan 220 bpm or child rate is less than 180 bpm consider sinus
tachycardia. Treat with 1V fluids, do not cardiovert or give adenosine if sinus tachycardia.

5. If history of abrupt rate change, infant rate greater than 220 bpm or child rate greater than
180 bpmconsider supraventricular tachycardia.

6. If IV access is readily available: administer Adenosine 0.1mg/kg IV (maximum first dose 6 mg)

rapid IV bolus. If not effective, administer Adenosine 0.2mg/kg IV (maximum second dose 12
mgq) rapid IV bolus. May repedtdenosine 0.2mg/kg IV (maximum dose 12 mg) rapid IV bolus
once if needed.

*If calculated energy is less than the lowest available setting use the lowest available setting.

State Approved: December 8, 2006 Pediatric Protocol 50z
Implementation Date: April 1, 2007
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Pediatric Ventricular Fibrillation/Pulseless Ventricular
Tachycardia

Pre-Radio

PARAMEDIC

1. Follow the General Cardiac Arrest protocol.

2. Defibrillate at 2 joules/kg*.

Continue CPR for 2 minutes and reassess rhythm.

3. Defibrillate at 4 joules/kg,

Continue CPR for 2 minutes and reassess rhythm.

4, Administer Epinephrine 0.01 mgy 1:10,000 (0.1 mi/kg) IV/10, dEpinephrine 1:1000,
0.1 mg/kg (0.1 ml/kg) via ET if IV/IO unavailable. Repeat evefyBinutesMay be
administered before or after defibrillation.

5. Continue CPR for 2 minutes and reassess rhythm.

Defibrillate at 4 jouls/kg.

6. AdministerAmiodarone 5mg/kg IV/IO (maximum 300 mg)Amiodarone may be

repeated up to 15 mg/kg 800 mg maximuntotal doseMay be administered before or

after defibrillation.

Administer magnesium 50 mg/kg IV/IO, maximum 2 g for torsades de pointes

Continue CPR for 2 minutes and reassagthm.

Defibrillate at 4 joules/kg. Repeat defibrillation as indicated.

o~

*If calculated energy is less than the lowest available setting use the lowest available setting.

State Approved: December 28, 2006 Pediatric Protocol 504
Implementation Date: April 1, 2007
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Pediatric Wide Complex Tachycarda

Pre-Radio

PARAMEDIC

Follow the General PtElospital Care Protocol.

If patient is pulseless, treat as Ventricular Fibrillation/Pulseless Ventricular Tachycardia .
If patient is stable, monitor the patient for changes in rhythm or vital signs.

If time ard condition allow, administer Fentanyl 1 mcg/kg IV prior to cardioversion.

If patient is unstable or becomes unstable, as evidenced by altered consciousness or
hypotension, use synchronized cardioversion at @ Joule/kg.* If

unsuccessful, repeat cardersion at 2 joule/kg.

arwnpE

PostRadio
PARAMEDIC
6. Administer Amiodarone 5mg/kg (maximum 150mg) IV over 20 to 60 minutes.

*If calculated energy is less than the lowest available setting use the lowest available setting.

State Approved: December 28, 2006 Pediatric Protocol 50¢&
Implementation Date: April 1, 2007

Before attempting the following procedures, implement
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Child Abuse

The EMS Personal sht, in all cases involving pediatric injuries, observe the behavior of any
involved adults (parents, relatives, baditers, friends, etc.) for anything that might suggest
injuries may have been deliberately inflicted. Any such suspicions must bescefmthe
appropriate authorities as well as to medical personnel at the receiving hospital.

State Law:

( MCL: 722.623(3)(1)) AA person |icensed to pr
to suspect child abuse or neglect immediately by telephar otherwise, shall make an oral

report, or cause an oral report to be made, of the suspected child abuse or neglect to the
department (of Social Services). Within 72 hours the reporting person shall file a written report as
required in the act . . . @mreport from a hospital or agency shall be considered adequate to meet
the reporting requirement. o

Pre-Radio

MFR/EMT/SPECIALIST/PARAMEDIC

1. Follow General Prélospital Care Protocol (look for dehydration, poor hygiene, unusual
injuries, etc.)

2. Treat the pa¢nt medically, as indicated, and follow the appropriate treatment protocols.

3. Report suspected child abuse as part of an emergency facility process or file one
independently.

4, If child abuse is suspected and a parent or guardian refuses transport, lceahpadior

Protective Services should be contacted. The following are the respective Protective
Service phone numbers:

Genesee County (810) 7662202
Lapeer (810) 6645968
Livingston County (517) 5468668
Macomb County (586) 4126100
N. Oakland Couty (248) 9755566

(248) 9755324
(248) 6697600

S. Oakland County (248) 5838803
Washtenaw County (734) 4819110
Wayne County (313) 3960300

Note: Protect the patient from further injury, if possible, without risking injury or harm to hgalth
personnel.

State Approved: July 25, 2002 Pediatric Protocol 50€
Implementation Date: January 1, 2003
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Pediatric Altered Level of Consciousness

Pre-Radio
MFR/EMT/SPECIALIST/PARAMEDIC
1. Follow General Prélospital Care Protocol.

SPECIALIST/PARAMEDIC
2. Start an IV NS KVO.
3. If hypotensive, bolus with 20 ml/kg of NS.

PARAMEDIC / (GENESEELAPEER SPECALIST)

4, Check glucose level. If glucose is less tB&rmg/dl, administer Dextrose 2 ml/kg IV.
a. Dextrose 12.5% for children under 1 yr.
b. Dextrose 25% for children between 1 yr and 12 yrs.

PARAMEDIC

5. Administer Naloxone (Narcan) 0.5 mg for age® ¥rs., 1 ng for ages & yrs., and 2 mg
IV/IM for patients more than 6 yrs.

PostRadio

PARAMEDIC

6. Repeat Dextrose as indicated.

7. Repeat Naloxone (Narcan) as indicated.

Note: To obtain approximately 12.5% Dextrose mixture draw 37.5 ml out of one amp of P50
and disard, then add 37.5 ml of NS: administer as indicated above.

To obtain approximately 25% Dextrose mixture, draw 25 ml out of one amp of D50 and digcard,
then add 25 ml of NS; administer as indicated above.

State Approved: May 7, 2001 Pediatric Protocol 507
Implementation Date: October 1, 2001

Before attempting the following procedures, implement appropriate
bloodborne/airborne pathogen protective procedures.
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Pediatric Anaphylactic Reaction

This protocol seres as a guide for the care of the pediatric patient experiencing an allergic or
anaphylactic reaction.

Pre-Radio

MFR/EMT/SPECIALIST/PARAMEDIC

1. Follow General Prélospital Care Protocol.

2. If insect sting, remove stinger by scraping and apply cold pacleto ar

3. El evate patientds | egs.

4 I f indicated, assist patient with administ
( MCA approved MFRO6s only), in the patiento

5. Refer to Epinephrine Auto Injectors protocol.

SPECIALIST/PARAMEDIC
6. Start an IV NS KVO.

7. If hypotensive, administer 20 ml/kg NS bolus.

PARAMEDIC

8. Administer Diphenhydramine (Benadryl) 1 mg/kg IV/IM (maximum dose 50 mg),
if indicated.

0. If signs of respiratory distress, Albuterol (Proventiéntolin) 2.5 mg in 3 ml of

NS by nebulizer.

10.  Patients with severe respiratory or hemodynamic compromise should receive
Epinephrinel:100Q 0.01 mi/kgIM to a maximum dose 0.5 mg (0.5 ml). This may be
performed prior to starting an IV.

PostRadio

PARAMEDIC

11. Repeat Epinephring:100Q 0.01 ml/kgIM to a maximumdose 06 mg (05 ml).

12. Repeat Albuterol (Proventil, Ventolin) 2.5 mg in 3 ml of NS by nebulizer as often as

indicated.

13.  Administer Epinephrind:10,00Q 0.1 ml/kg IV to a maximum do€e5 mg (5.0 ml), as
indicated.

State Approved: February 20, 2009 Pediatric Protocol 50¢

Implementation Date: October 1, 2009
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Pediatric Burns

Pre-Radio
MFR/EMT/SPECIALIST/PARAMEDIC
1. Follow the General Prelospital Care Protocol. Use 100% oxygen.
2. Removed burned clothing and jewelry unless adhered to patient.
3. Estimate the area of burn usingtnelre of ni neds chart.
4 Remove the contaminant from patient.
A. If on skin:
If contaminant is dry powder, brush off before irrigating.
Remove contaminated clothing and flood skin with water for at least 10 minutes.
B. If contaminant is in the eye(s):

Flood eye(sith lukewarm water continuously for at least 15 minutes. Have
patient blink frequently during irrigation.

SPECIALIST/PARAMEDIC

5. Prepare to intubate the patient if laryngeal edema is anticipated (signs of burns around the
mouth and/or nose).
6. Start an IV N6 using the largest bore IV catheter possible. Avoid starting the IV over

burned skin. If patient is hypotensive administer a bolus of 20 ml/kg.

PARAMEDIC

7. Apply a cardiac monitor and treat rhythm according to appropriate protocol.

8. For pain refer to the RaManagement protocol.

State Approved: May 3, 2005 Pediatric Protocol 50¢

Implementation Date: October 1, 2005

Before attempting the following procedures, implement appropriate
bloodborne/airborne pathogen protective procedures.
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Pediatric Drug Dosages
Drug Weight Ib/kg | 5.5/2.5 11/5 22/10 | 44/20 66/30 88/40 | 110/50
AdenosinelV/IO Initial 0.fng/kg 0.25 0.5 1.0 2.0 3.0 4.0 5.0
Subsequent 0.2 mg/k  0.50 1.0 2.0 4.0 6.0 8.0 10.0
Max single dose 12 m|
Albuterol 0.5% 2.5 mg 25mg |25mg 2.5 mg 2.5 mg 2.5 mg 2.5 mg
Atropine* IV/IO/ET 0.02 mg/k 0.1 0.1 0.2 0.4 0.6 0.8 1.0
Minimum dose of 0.1 mq
Maximum single dose 0.5 mg/chi
Maximum single dose 1.0 mg/adolesct
Max total dose 1 mg/child, 2 mg/adolesc
Benadryl IV/IO/IM 1mg/k NA NA NA 20.0 30.0 40.0 50.0
For patients over 15 lbs gn
Calcium Chloride IV 225 mg/kg
Dextrose ** [V/IO 0:5.0g/kg| 1.252.5 2.55.0 5.0-10.0 | 10.020.0 15.025.0 20.025.0 25.0
*If O1 yo: 12.5%
*If > 1 yo: 25%
Maximum of 25 gm
Dopamine*** |V Drip 20nmg/kg/min 5-50 10-100 20-200 | 40400 60-600 80-800 | 100-1000
State Approved: May 3, 2005 Pediatric Protocol 51C

Implementation Date: October 1, 2005
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Drug Weight Ib/kg | 5.5/2.5 11/5 22/10 | 44/20 66/30 88/40 | 110/50
Epinephrine 7 Arrest  IV/IO
Initial 0.01 mg/kg (1:10,000, 0.1 ml/k¢ 0.025mg| 0.05mg | 0.1 mg 0.2mg 0.3 mg 0.4mg 0.5 mg
Repeat doses 0.1 mg/kg (1:1000, 0.1 mlj 0.25 mg 0.5 mg 1.0 mg 2.0 mg 3.0 mg 4.0 mg 5.0 mg
Epinephrine i Arrest ET
0.1 mg/kg (1:1000, 0.1 ml/kg 0.25 mgorf 0.5mgor | 1.0 mgor| 2.0 mgor| 3.0 mg or 3.0 ml| 4.0 mg or| 5.0 mg or
Repeat dose 0.1 mg/kg {000, 0.1 ml/kg) 0.25ml 0.5 ml 1.0 ml 2.0 ml 4.0 ml 5.0 ml
Epinephrine- Bradycardia  IV/IO 0.025mg | 0.05 mg or| 0.1mgor| 0.2 mg or| 0.3 mg or 3.0 ml| 0.4 mg or| 0.5 mg or
IV 0.01 mg/kg (1:10,000 0.1 mi/kg or 0.25ml 0.5 ml 1.0 ml 2.0 ml 4.0 ml 5.0 ml
Epinephrine- Bradycardia ET 0.25mgor| 0.5mgor | 1.0 mgor| 2.0 mgor| 3.0 mgor 3.0 ml| 4.0 mg or| 5.0 mg or
0.1 mg/kg (1:1000, 0.1 ml/kg 0.25ml 0.5 ml 1.0 ml 2.0 ml 4.0 ml 5.0 ml
Epinephrine T Respiratory Distress IM
0.01 mg/kg of 1:100( 0.025mg| 0.05mg 0.3 mg 0.5mg 0.5mg 0.5mg 0.5mg
Maximum of 0.5mg
Fentanyl IV 0.5 mcg/kg| 1.25mcg| 2.5mcg 5.0mcg | 10 mcg 15 mcg 20mcg | 25 mcg
80 +2 (age) mmH(
Saline- Fluid Challenge Initial 20ml/kg 50 ml 100 ml 200 ml 200 ml 200 ml 200 ml 200 ml
Repeat dose x 2 to a maximum of 60mi|
Lidocaine * IV Initial Bolus 1mg/k( 2.5 5.0 10.0 20.0 30.0 40.0 50.0
120 mg in 100 ml D5W
Drip 20-50 ng/kg/min
Morphine 1IV/IM/IO 0.1 mg/kg 0.250.5 0.51.0 1.0-2.0 2.04.0 3.06.0 4.08.0 | 5.010.0
Narcan * IV/IO/ET If O5yo orO20 kg :0.1mg/kg ~ 0.25 0.5 1.0
If >5 yo or >20Kkg: 2.0 m 2.0 2.0 2.0 2.0
Valium IV/IO 0.2mg/l 0.5. 1.0 2.0 4.0 6.0 8.0 10.0
or .5mg/kg recta 1.25 2.5 5.0 10.0 10.0 10.0 100
Maximum dose 10 m(

NOTE: all dosages in the body of the chart are in the measurement that the drug is listed in on the left. For exanplistedsis mg/kg,
therefore the numbers 2.5, 5.0, 10.0, 20.0, and so on are 2.5 mg¢%0 mg

* For endotracheal route, dikidosage to reach a volume e5i3l
To obtain approx 25% Glucose mix, draw 25 ml out of a 1 amp of D50 and discard. Then add 25 ml of NS.

*Dextrose:

To obtain approx 12.5% Glucose mix, draw 37.5 ml out of a 1 amp of D50 and discard. Then add 8RS.ml o
***Dopamine: Multiply 6.0 mg times the pts weight in kg, then add to that enough saline to reach a volume of 100 ml.

State Approved: May 3, 2005
Implementation Date: October 1, 2005
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Pediatric Fever

This protocol is intended to assist EMS providers in reducing fever in the pediatric patients prior
to arrival to he emergency department. Fever is defined as a core temperature of 101 degrees
Fahrenheit (38 degrees Celsius) or greater. Emergency management of the febrile child involves
an assessment to determine if any associated problems are present which regmeggency
treatment.

Pre-Radio

MFR/EMT/SPECIALIST/PARAMEDIC

1. Obtain baseline temperature and document method used.

2. Facilitate passive cooling by removing excess clothing and blankets.

PARAMEDIC

3. If the child has not been given acetaminopheashfour (4) hours and is alert, give oral
Tylenol (acetaminophen) Ifg/kg.

4. If any question concerning alertness or ability to swalb®,NOT ADMINISTER .

State Approved: May 3, 2005 Pediatric Protocol 51z

Implementation Date: October 1, 2005

Before attempting the following procedures, implement appropriate
bloodborne/airborne pathogen protective procedures.
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Pediatric NeedleCricothyrotomy

This technique should only be used on pediatrieptd,less than eight years of agehere total
airway obstruction is present and cannot be relieved by manual techniques, suctioning or direct
laryngoscopy.

Pre-Radio

PARAMEDIC

Identify cricothyroid membrane between the thyroid and cricoid cartilage.

Prepare the site with alcohol swab.

Attach a syringe to a 14 gauge intravenous catheter.

Puncture the skin in the midline directly over the cricothyroid membrane.

Direct the needle through the membrane at-deffree angle caudally (toward the feet).

Aspirate while advancing the needle.

Aspiration of air and/or the sensation of

the catheter over the needle.

7. Recheck the position of the catheter by aspirating with the syringe. Proceed with the
ventilationusing a BVM and high flow oxygen. The hub of the catheter may be attached to
a 3.0 or 3.5 mm pediatric ET tube adapter.

agrwnE

o

Note: This technique is only a temporary airway and the patient should be transported
emergently to the nearest appropriate facilit

State Approved: May 7, 2001 Pediatric Protocol 51c
Implementation Date: October 1, 2001
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Pediatric Poisoning
Pre-Radio
MFR/EMT/SPECIALIST/PARAMEDIC
1. Follow General Prélospital Care Protocol.
2. Gather all containers or vials and determine:
a. Type of chemical(s) ingested
b. Amount.
C. Route of poisoning (ingestion, inhalation, absorption)
d. Time and duration of exposure
SPECIALIST/PARAMEDIC
3. Start IV NS KVO, with largest bore IV catheter possible.
4, If patient is hypotensive administer 20 mg/kg bolus of NS.
PARAMEDIC/ (GENESEELAPEER SPECIALIST)
5. Check blood glucose level. If glucose is |8 60 mg/dl, administer Dextrose 2 ml/kg
IV/IO.
a. Dextrose 12.5% for children under 1 yr.
b. Dextrose 25% for children between 1 yr. and 12 yrs.
PARAMEDIC
6. If unconscious administer Naloxone (Narcan) 0.5 mg for agegr8., 1 mg for ages@

yrs.,and 2 mg for patients more than 6 yrs., IV.

PostRadio
SPECIALIST/PARAMEDIC
7. Repeat bolus of NS 20 ml/kg if indicated.

Note: To obtain approximately 12.5% Dextrose mixture, draw 37.5 ml out of 1 amp of D5(

discard, then add 37.5 ml of NS; administerabove.

Oakl ai

and

To obtain approximately 25% Dextrose mixture, draw 25 ml out of 1 amp of D50 and discafd,

then add 25 ml of NS; administer as above.

State Approved: May 7, 2001 Pediatric Protocol 514

Implementation Date: October 1, 2001

Before attempting the following procedures, implement appropriate
bloodborne/airborne pathogen protective procedures.
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Pediatric Respiratory Arrest

Pre-Radio

MFR/ EMT/SPECIALIST/PARAMEDIC

1. Follow General Prédospital Care Prototo

2. Ventilate patient using 100% oxygen with a BVM and oral/nasal airway device.

3. Suspect foreign body obstruction. Follow ACC/AHA guidelines for obstructed airway if
necessary.

SPECIALIST/PARAMEDIC

4. Any patient 3 years of age or younger shall be ventilaite@VM or other basic maneuver.
If unable to ventilate, or unable to maintain a patent airway, then intubation shall be
attempted. Refer to Broselow tape or similar tape for proper pediatric airway equipment
guidelines.

5. Start an IV/IO NS KVO. Do not d&y transport to establish IV/IO.

PARAMEDIC

6. If unable to ventilate patient and unable to intubate, perform needle cricothyrotomy.
7. Apply cardiac monitor and treat rhythm according to appropriate protocol.

8. Administer Naloxone (Narcan) 0.1 mg/kg IV/IO ifncatic OD suspected.

State Approved: April 24, 2009 Pediatric Protocol 51k
Implementation Date: October 1, 2009

Before attempting the following procedures, implement
appropriate bloodborne/airbte pathogen protective procedures.
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Pediatric Respiratory Distress

SUSPECTED FOREIGN OBJECT

If suspected foreign object obstruction and patient is able to move air, administer oxygen and do
not attempt to remove object.

If suspected foreign object obstruction antlgrd is NOT able to move air, follow AHA, ARC
guidelines for pediatric obstructed airway.

SUSPECTED MEDICAL CAUSE

All treatment should be administered in a man
Pre-Radio
MFR/EMT/SPECIALIST/PARAMEDIC
1. Follow the General Prélospital Care Protocol.
2. Allow the child to assume a comfortable position.
3. Administer humidified oxygen, high concentration via a means tolerated by the patient
when possible.
4, If the patient has had a croupy cough or epiglottitis is sughedt@ NOT attempt any

procedure/maneuver (including examination of the oropharynx) unless absolutely
necessary to preserve the airway.

5. May assist with administration of patiento
PARAMEDIC
6. If wheezing with spontaneous ventilations, adminisieuterol (Proventil) 2.5 mg in 3
ml NS hand held nebulizer.
7. If a second Albuterol treatment is needed add Ipratropium (Atrovent) 0.5 mg in 3 ml NS

to the second Albuterol treatment.

PARAMEDIC

If patient is in severe respiratory distress (profoundly otiaror with decreased LOC) continue
with:

8. Administer Epinephrine 1:1,000 0.01 ml/kg SQ maximum dose 0.3 mg (0.3 ml).

PostRadio

PARAMEDIC

0. May administer additional doses of Epinephrine (1:1,000) 0.01 ml/kg SQ maximum dose 0.3
mg (0.3 ml).

State Approved: December 28, 2006 Pediatric Protocol 51€

Implementation Date: April 1, 2007

Before attempting the following procedures, implement appropriate
bloodborne/airborne pathogen protective procedures.
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Pediatric Sazures

This protocol serves as a guide for the care of the pediatric patient in status seizure. The priority
in care should be directed toward ensuring adequate ventilation and halting the seizure activity.

Pre-Radio
MFR/EMT/SPECIALIST/PARAMEDIC

1. Follow General PréHospital Care Protocol.
2. Protect the patient from further injury.

3. Obtain a history including the following.
History of previous seizures
History of previous metabolic disturbances.
Altered food intake

Development of fever

Current medications

Recent traumatic injuries

g. Exposure to harmful substances

~0oooTw

SPECIALIST/PARAMEDIC
4. Start an IV NS KVO.

PARAMEDIC/ (GENESEELAPEER SPECIALIST)

5. Check blood glucose level. If glucose is less tB@amg/dl, administer Dextrose
50%ml/kg IV.
a. Dextrose 12.5% for chilén under 1 yr.

b. Dextrose 25% for children between 1 yr. and 12 yrs.

PARAMEDIC

6. Administer Diazepam (Valium) 0.2 mg/kg IV. If seizure persists after three minutes,
repeat the same dose. Maximum dose is 10 mg.

7. If you are unable to obtain an IV then admieidDiazepam (Valium) 0.5 mg/kg rectally

using a lubricated syringe without theedle Maximum dose is 10 mg.

PostRadio

PARAMEDIC

8. Administer additional Diazepam (Valium) 0.2 to 0.3 mg/kg 1V, as indicated.
9. Administer Naloxone (Narcan ) 0.1 mg/kg IV/llds indicated.

Note: To obtain approximately 12.5% Dextrose mixture, d&awb ml out of 1 amp of D50 and
discard, then add 37.5 ml of NS; administer as above.

To obtain approximately 25% Dextrose mixture, draw 25 ml out of 1 amp of D50 and discafd,
then add 25 ml of NS; administer as above.

State Approved: July 25, 2002 Pediatric Protocol 517
Implementation Date: January 1, 2003

Before attempting the following predures, implement appropriate
bloodborne/airborne pathogen protective procedures.
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Pediatric Trauma

Pre-Radio
MFR/EMT/SPECIALIST/PARAMEDIC

1. Establish a patent airway using appropriate airway adjuncts and high flow oxygen.
2. Control bleeding and splint injuries appropriately.
3. Dress all open chest@mbdominal wounds.
4, Perform spinal immobilization if indicated.
5. If the patient is not in shock, and there is an isolated head injury, elevate the head of the
backboard.
6. For amputations:
a. Rinse the part gently with normal saline or sterile water to refomse debris, do
not scrub.
b. Wrap part in gauze moistened with saline.
C. Place wrapped part in a dry plastic bag and seal with tape.
d. Place bag in container filled with ice and water. Label with name, date and time.
7. Obtain vital signs approximately every 15nutes, or as frequently as necessary to

monitor patlentos condition.

EMT/SPECIALIST/PARAMEDIC

8. Do not delay transport. Treatment, other than airway control and spinal immobilization,
should be performed enroute.
9. Notify the receiving facility early for pority 1 and 2 trauma patients.

SPECIALIST/PARAMEDIC

10.  Start an IV NS KVO with the largest appropriate size IV catheter.

11.  If patient has symptomatic hypotension, administer a 20 ml/kg fluid bolus. Repeat as
indicated.

12.  Start second IV using the largest appraie size IV catheter, if time permits.

PARAMEDIC
13.  Apply cardiac monitor and treat rhythm according to appropriate protocol.
14.  For isolated extremity injuries:

a. For pain refer to the Pain Management protocol.

State Approved: May 3, 2005 Pediatric Protocol 51¢
Implementation Date: Octoberl, 2005

Before attempting the following procedures, implement appropriate
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General Trauma Protocol

Pre-Radio
MFR/EMT/SPECIALIST/PARAMEDIC
Establish a patent airway using appropriate airway adjuncts and high flow oxygen.
Control bleeding and splint injuries appropriately.
Dress all open chest and abdominal wounds.
Perform spinal immobilization if indicated.
If the patient is not in shock, and there is an isolated head injury, elevate the head of the back
board.
For pregnant patients, tip the backboard to the left to displace the uterus.
For amputations:
a. Rinse the part gently with normal saline or sterile waterrnmwke loose debris, do
not scrub.
b. Wrap part in gauze moistened with saline.
C. Place wrapped part in a dry plastic bag and seal with tape.
d. Place bag in container filled with ice and water. Label with name, date and time.
8. Obtain vital signs approximately evel$ minutes, or as frequently as necessary to monitor
patients condition.

arwnE

~N o

EMT/SPECIALIST/PARAMEDIC

9. Do not delay transport. Treatment, other than airway control and spinal immobilization,
should be performed enroute.

10. Notify the receiving facility early fopriority 1 and 2 trauma patients.

SPECIALIST/PARAMEDIC

11. Start an IV NS KVO with the largest appropriate size IV catheter.

12. Hypotensive patients should receive a fluid bolus as indicated by hemodynamic state in 250
ml increments and reassess.

13. Start secod IV using a large bore catheter if time permits.

14. If patient is pregnant, treat hypovolemia aggressively.

PARAMEDIC
15. Apply cardiac monitor and treat rhythm according to appropriate protocol.
16. For isolated extremity injuriegior pain refer to the Pain Maregent protocol.

State Approved: May 3, 2005 Trauma Protocol 601
Implementation Date: October 1, 2005

Before attempting # following procedures, implement appropriate
bloodborne/airborne pathogen protective procedures.
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Traumatic Hypotension

Hypotension in an adult is defined as a systolic blood pressure less than 90 mmHg or evidence of
hypoperfusion.

Pre-Radio
MFR/EMT/SPECIALIST/PARAMEDIC
1. Follow General Trauma Protocol.
2. Place patient in supine pasn.

EMT/SPECIALIST/PARAMEDIC
3. Do not delay transport. Treatment, other than airway control and spinal immobilization,
should be performed enroute.

SPECIALIST/PARAMEDIC

4. Start an IV NS using the largest appropriate size IV catheter.

5. Hypotensive patientshould receive a fluid bolus, as indicated, by hemodynamic state in 250
ml increments and reassess.

6. Start second IV using a large bore IV catheter if time permits.

PARAMEDIC
7. Apply cardiac monitor and treat rhythm according to appropriate protocol.

Post-Radio
PARAMEDIC
8. Administer additional fluid bolus, as indicated.

State Approved: May 7, 2001 Trauma Protocol 602
Implementation Date: October 1, 2001

Before attempting the following procedures, implement appropriate
bloodborne/airborne pathogen protective procedures.
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SOUTHEASTERN MICHIGAN (SEM) REGIONAL ALS
SUPPLY/MEDICATION EXCHANGE AND REPLACEMENT
PROCEDURE (for DETROIT -EAST, GENESEE, HEMS, LAPEER,
OAKLAND, AND WASHTENAWI/LIVING STON, MEDICAL
CONTROL AUTHORITIES)

Version7-2009 (Discard all previous versions)

VEHICLE STOCK

1) Each approved ALS unit will carry one GREEN LOCK SEALED Southeastern Michigan
SEM Regional Medication Box and-Rack (Ancillary Pack). Contents are listed in
Pharmacy Appendixes 1 and 2. Only appropriately numbered boxes and Packs issued by
the participating Medical Control Authority are to be stocked by participating hospital
pharmacies and issued to approved ALS units.

2) Each EMS provider will be responsibler foroviding any additional equipment required
by Michigan Department of Community HeaktEMS Division (MDCH).

3) All drugs, needles, syringes, and supplies will be stored in a securely locked; temperature
controlled location on each approved ALS/LALSitu Medication Boxes/Aacks will
remain sealed at all times except when in actual use.

4) Medication Boxes/APacks are to be inspected daily by the crew of the unit for evidence
of loss, theft, discrepancy, and expiration date. Inspection items inblutckre not
limited to; the Medication Box/Aack is locked in a compartment, the green lock is
intact, the lock # matches number on sticker, medications are not expired. Itis
recommended that this inspection be included in a standard documented clett&lest.

5) Unopened Medication Boxes/Racks are to be exchanged within seven (7) days
of the, AUse or Replace Byo dat e.

USE/REPLACEMENT/EXCHANGE

1) Medication Boxes/APacks will only be opened by a Paramedic whessgmted with a
patient requiring Advanced Life Support care (when acting on written or transmitted
orders from a physician at an appropriatel@re Medical Control Facility) or
pre-contact provisions of approved treatment protocols.

2) Red/Green Lock Paedure for Medication Boxes/Racks

A. The Box/APack will be sealed using a green lock bearing the number
indicated on the label.
B. After the pharmacy inventory/restocking is complete, a red lock bearing

the number indicated on the label Maé placed in the Medication Box/A
Pack to be used by the Paramedic to seal the Box after it has been used.

C. When the Box/APack is opened by the Paramedic the broken numbered
green lock will be placed in the Box/Pack and delivered withusieel
Box/Pack to the replacing pharmacy.

State Approved: August 20, 2009 Pharmacy Protocol 701
Implementation Date: October 1, 2009
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D. After use the Paramedic will seal the Medication BeR@ck for
exchange with the red lock from the BoxPack bearing the number
indicated on the label.

3) OPTIONAL (MCA adoption requiredred/GreefWhite/ (or Yellow) Lock
Procedure for MEDICATION BOXES ONLY

A. After the pharmacy inventory/restocking is complete, a red lock and green
lock bearing the respective numbers indicated on the label will be placed
in the Medication Box to be udeo seal the box after initial inspection
(green lock) and aftgnost use inspection (red lock).

B. The Box will be sealed using a white (yellow) lock.

C. After the Medication Box is inspected jointly by the Paramedic and
ED/Pharmacyepresentative the Box will be sealed with the green
lock, from the Box, bearing the number indicated on the label.

D. When the Box is opened by the Paramedic the broken numbered
green lock will be placed in the Box and delivered with the used
Box to the replacing pharmacy.

E. After use, and after joint inspection of the Medication Box for exchange
by the Paramedic and ED/Pharma®presentative, the Paramedic will
seal the Medication Box with the red lock from the Box bearing the
number indicated on the label.

MEDICATION BOXES:

1) All Participating Hospitals will have Medication BoxesFacks, with contents as
approved by the participating Medical Control Authorities and MDCH, available for
replacement of supplies used ppeoved ALS Units. Replacement Boxes/Packs will be
maintained in a locked area, under the control of hospital staff, which is available 24
hours a day, 7 days a week. This area will be located within the either Emergency
Department or Pharmacy of tharBcipating Hospital. Appropriate record keeping and
security measures are required at each exchange site to ensure that only appropriately
licensed and authorized personnel have access to medications, and other related supplies.

2) Medication Boxes/APacks used by approved ALS units for patients transported will be
replaced, at the time of the run, by the receiving hospital according to established
procedure. Where the receiving facility does not participate in the Regional EMS
Medication Exchange Systeand/or supplies are expended for a patient who
subsequently is not transported, the unit will proceed immediately to the Regional
Participating Hospital which provided Medical Control for the run to complete
replacement(In this event, a photocopy di¢ EMSPCRIs to be made and attached to
the Use/ReplacemenEorm).

3) Use of any supplies contained in the Regional Medication B&dék will be
documented on thdse/ReplacemenEormfor exchange and the ALS Run Report
(Genesee County MCA only the EMShreeport)of the patient for whom the supplies
were used. This includes any medications or supplies prepared for use but not actually
administered to the patient.

State Approved: August 20, 2009 Pharmacy Protocol 702
Implementation Date: October 1, 2009
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BOX CLEANING
1) All empty containers, packaging and used materials will be properly dispbbgdhe
ALS crew that used the Medication BoxPack.

2) The EMS crew using standard hard surface decontamination techniques will clean any
blood or body fluid contamination to the exterior of the drug box.

3) If there is blood or body fluid contaminatitmthe interior of the Box/Pack, or to any
unused materials or packaging, the EMS crewalélan and dispose of contaminated
material per protocol. If direction is needed in the cleaning and disposal of contaminated
materials the crew can contact theai®ing hospital pharmacy.

4) All unused, uacontaminated supplies will be returned to the Medicaton B&dék.

THE ALS CREW WILL.:

1) For all SEM runs, complete the Use/Replacement Form contained in the Medication
box/A-Pack(Genesee County MCA only EM8m report). Théorm (Run form Genesee
County MCA) shall serve as the permanent medical record of physician orders for drugs
administered.This record shall not be valid without a physician signature on both forms.
(Genesee County MCA EMS units will clament use on the run report form).

2) The ALS crew is responsible for proper distribution of the completed forms.

3) The expended Medication Box/Rack (cleaned as described above and red sealed) and
the completeddocumentation of Use Form or Run Rep(Genesee County MCA) will
be presented to an appropriate member of the hospital staff who will issue a fresh
Medication Box/APack (green seal). A member of the ALS crew and the hospital staff
member will complete the exchange log sheet.

4) In the evat that controlled substances are prepared for use and not used or the entire
contents of a container are not used, the remaining medication will be appropriately
wasted by ALS crew member in the presence of licensed hospital personnel/or other ALS
crew member. Documentation of waste must be completed before the physician signs the
Documentation oUseFormor run report (Genesee County MCAhe following will be
recorded on the Documentation of Use Famnun report (Genesee County MCA)

A) The name athamount of the medication wasted.
B) The initials of the ALS crew member and hospital personnel or other ALS crew
member witnessing the waste.

5) Al requests for information concerning th
agencies are to be dited to the appropriate Medical Control Authority.

EXPIRATION OF DRUGS/SOLUTIONS
1) All items in a SEM Regional Medication Box/Pack will have expiration dates not less than 90
days after the Box/Pack is prepared.

2) Any unused items bearing expiration dagssIthan ninety (90) days subsequent shall be
removed from the Box/Pack and replaced with fresh stock as described in 1 above.
State Approved: August 20, 2009 Pharmacy Protocol 703
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3) Each Regional Medication Box/Rack will have a label securely attached to the outside
containing thefollowing informaion:

A. The name of the participating hospital pharmacy, which restocked the
Box/Pack.

B. The date the Box/Pack was restocked.

C. The printed name and initial of the pharmacist and pharmacy technician
who inventoried and restocked the Box/Pack.

D. Theexpiration date is the last day of the month of the earliest expiring
medication (with a maximum of one year from the current date). The
Box/ Pack | abel wild/l include the mont
section.

E. The red and green lock nibers.
F. The Box/Pack number.

DISCREPANCIES

DEFINITION: For purposes of this policy, a "discrepancy” is any breakage, expiration, shortage,
theft or diversion of a Regional Medication BoxPack, or any contents thereof.

1) A standard "MEDICATION DISCREPNCY REPORT" will be completed each time a
discrepancy occurs. The form may be initiated by eithehpspital or hospital staff
discovering the discrepancy. The person initiating the report will be responsible for
distributing the forms as required.

2) The Medical Control copy of discrepancy reports will be sent to the Medical Control
Authority in which the discrepancy occurred, which will serve as the central filing point.

3) A copy of the ALS run form for the run on which the discrepancy occurred/was
discovered is to be attached to each copy of the discrepancy report where applicable.

4) The participating hospital pharmacist is to be notified immediately if controlled
substances are involved in a discrepancy. The participating hospital pharmacist will
determine if the discrepancy constitutes a diversion of controlled substances.

In addition, the following are to be notified of controlled substance diversions:

The Medical Control Authority in which the diversion occurred.

Drug Enforcement Admistration (DEA)

Michigan State Board of Pharmacy

Appropriate local law enforcement agency (for the jurisdiction where the
diversion most likely took place)

Michigan Department of Community Health (MDCH).

cow>p
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The participating hospital pharmacist will be responsible for assuring that all appropriate
notifications are made.

State Approved: August 20, 2009 Pharmacy Protocol 704
Implementation Date: October 1, 2009
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5) If, at any time, an ALS unit has less than the required stock of Medication Badik
supplies and cannot document use of these supplies in connection with a patient, a
discrgpancy report must be completed. The completed discrepancy report, along with a
completeddocumentation oUseForm indicating the EMS Provider Agency Name under
"Patient Name" and clearly marked "Replacement for Missing Stock” will be presented to

the agecy's Base Hospital Pharmacy for replacement. The ALS agency can be held
accountable for replacement.

State Approved: August 20, 2009 Pharmacy Protocol 705
Implementation Date: October 1, 2009
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DRUG/ITEM

Acetaminophen

CONCENTRATION

650mg/20.3ml

PACKAGING

Unit dose cup

QUANTITY

1
Adenosine 6 mg/2 ml 2 ml Vial/Syringe 5
Albuterol 2.5 mg/3 ml 3 ml Vial - UD 6
Amiodarone 150 mg/3 ml Amp/Vial 3
Aspirin 81 mg/tablet BT/UDi chewable | 1 or 4 UD tabs
Atropine 1 mg/10 ml 10 ml Syringe 3
Calcium Chloride 1gm/10 ml 10 ml Syringe 2
Dextrose 50% 25 gn/50 ml 50 ml Syringe 2
Diazepam 10 mg/2 ml 2 ml Vial/Syringe 2
Diphenhydramine 50 mg/1 ml 1 ml Vial 2
Dopamine 400 mg Vial 1
Epinephrine Injectioh 30 mg/30 ml 30 ml Vial 1
Epinephrine 1 mg/10 ml 10 ml Syringe 7
Fentanyl 50 meg/ml 2 ml Vial/Amp 3
Furosemide 40 mg/4 ml 4 ml Vial 2
Ipratropium Bromide 0.02% 2.5 ml. Vial- UD 2
Lidocaine Gel 2% Tube 5ml/30 ml 1
Magnesium Sulfate 1gm/2ml Amp/Vial 4
Morphine 10 mg/1 ml 1 ml Amp 2
Naloxone 2 mg/2 ml or 0.4ng/ml 2 ml Vial or 10ml Min. 12 mg
Nitroglycerin 0.4 mg/tab Bottle 1
Ondansetron 2mg/ml 2ml vial 2
Prednisone 50 mg tab 50 mg tab 1
Sodium Bicarbonate 50 mEq/50 ml 50 ml Syringe 2
Sodium Chloride 0.9% 50ml Bag 1
Sodium Chloride 0.9% Preservative Free 20-30- ml Vial 1
Sodium Chloride 0.% 250 ml Bag 2

Alcohol Pad 12
Incident Report Form 1
IV Additive Labels 5
IV Tubing With Y Site Prepierced Reseal 60 gtt/ml (mini drip) 2
Nebulizer 1
Blunt Cannula 18 gi 1inch 20
PrePierced Reseal Vial Adapter 13-20 mm 3
Tubex folder 1
Syringe 20ml 1
Syringe 10 ml 8
Syringe (TB w/ needle) 1ml 5
Syringe w/ needle 3ml-22g1l.5inch 4
Oral Liquid Syringe 10 ml 1
Needle 18g x 1.5 inch 3
Red Lock 1
Replacement Form 1

NOTE: Participating hospital pharmaciesshprovide the above listed items only in the desagncentration, and packaging
shown above. Use of alternative vendors or manufacturers is acceptable if consistent with the required contents.
! This medication is available in both topical and injecfim. Extra care must be taken to assure that the injection form is
stocked in the SEM drug box.

State Approved: August 20, 2009

Implementation Date: October 1, 2009
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SEM/EMS MEDICATION BOX CONTENTS AND SCHEMATIC

Epinephrine
Injection
1mg/10 mi
Syringe
One (1)

Epinephrine
Injection
1mg/10 mi
Syringe
One (1)

Epinephrine
Injection
1mg/10 ml
Syringe
One (1)

Epinephine
Injection
1mg/10 mi
Syringe
One (1)

Epinephrine
Injection
1mg/10 mi
Syringe
One (1)

Epinephrine
Injection
1mg/10 mi
Syringe

Epinephrine
Injection
1mg/10 ml
Syringe

Atropine Sulfate 1 mg /10 ml
Two (2) Syringe

Amiodarone (Container) 150mg/3ml
Three (3) Amp/Vial

Adenosine 6mg/2ml
Five (5) Vial/Syringe

Nitro-
glycerin

0.4 mg Tab
(gr 1/150)
One (1)Bottle
Ondansetron
4mg/2ml

Two (2)vials

Dopamine
400 mg/5 ml
One (1) vial

Epinephrine
Injection

30 mg /30 ml
One (1) vial

IV Additive Labelsi Five (5)

Atropine Sulfate 1mg/10mi
One (1) Syringe

Diazepam
10 mg/2 ml
Two (2)
Vial/Syringe

Normal
Saline
One (1)
20-30 ml

Aspirin
81mg tablets
1 Bottle or

4 UD tabs

Fentanyl
50 mcg/ml
2ml

Three (3)

Morphine 10
mg/1 mITwo
(2) Amp

Red Lock (1)
Blunt Cannula 18 @ linchi Twenty (20)
Vial Adapters (3)

Lidocaine
Jelly 2%
5ml/30 ml
One (1) Tube

Tubex
Holder One

1)

Magnesium
Sulfate
1gm/2 mi
Four (4) vial

Naloxone
Alternate
Packaging

Naloxone
Alternate
Packaging

Naloxone
2 mg/2 ml
Min. 12 mg
Or
0.4mg/ml
10ml vials

Albuterol UD
2.5 mg/ 3 mi
Six (6) Vial

Furosemide
40 mg/4 ml
Two (2) vial

Diphenhy
dramine

50 mg/iml
Two (2) Vial

Prednisone
50mg UD
tablet

One (1)

Vial
(Preservative
Free)

Vial/Amp Ipratropium
Bromide
0.02%

Two (2)
Vials

Alcohol Pad
Twelve (12)

THIRD DRAWER (Fron t of Box)

50% Dextrose 25 gm/50 miTwo (2) Syringe
Calcium Chloride 1 gm/10 niill Two (2) Syringe

Following in a ziplock bag:

Syringe 20mk One (1)

Syringe 10 mi Eight (8)

Syringe (TB w/needle)1 nil Five (5)

Syringe (w/needle) 3 ml/22g 1.5 incH~our (4)
Needle 18g x 1.83)

IV Tubing 60 gtt/ml (Minidrip)
With Y Site & Prepierced Resedl Two (2)

Nebulizeri One (1)
Sodium Bicarbonate 50 mEqg/50 mTwo (2) Syringe

SodiumChloride 0.9% 250 mil Two (2) Bag Following in a ziplock bag:

Acetaminophen 650mg/20.3ml Unit Dose Cup
Oral Liquid Syringe 10mi One (1)

Sodium Chloride 0.9% 50riil One (1) Bag

Miscellaneous:

Incident Report Forrii One (1)
Replacement Forih One (1)
Schematic Diagrarm One (1)

BOTTOM OF BOX Version: 7-2009(Discard all previous versions)

Needleless stock only!

State Approved: August 20, 2009
Implementation Date: October 1, 2009

Pharmacy 707

Before attempting the following procedures, implement
appropriate bloodborne/airborne pathogen protective procedurg
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Mac o mb, Oakl

SEM/EMS ACCESSORY PACK (A-PACK) CONTENTS

Version: 7-2009

DRUG/ITEM

CONCENTRATION

PACKAGING

QUANTITY

Albuterol 2.5 mg/3 ml 3 mlviali UD 6
Aspirin 81 mg/tablet UD Tabsi Chewable 4
Dextrose 50% 25 gm/50 ml 50 ml Syringe 1
Ipratropium Bromide (in baggie) 0.02% 2.5 ml viali UD 1
Naloxone 2 mg/2 ml or 0.4 mg/ml 2x2mlor1x10ml Total = 4mg
Nitroglycerin 0.4 mg/tab Bottle 1
Nebulizer 1
Prednisone 50 mg tab 50 mg ab 1
Blunt Cannulal8 gi 1 inch 2
Syringe 5ml with 21g x 1.5in needle 2
Red Lock 1
Replacement Form 1
Incident Report Form 1

SEM/EMS ACCESSORY PACK (A-PACK) SCHEMATIC

Green Lock through zipper and eyelet

(Place in baclof Albuterol on this side)
Dextrose 50%

50 ml Syringe

25 gm/50 ml

One (1)

Version: 7-2009

Nebulizer
One (1)
(Place atejhis si

(Inside Front Pocket)

Albuterol UD
2.5 mg/ 3 ml
Unit dose

6)

Blunt Cannulas
Two (2)

Incident Report Form
One (1)
Replacement Form
One (1)

back of APack)

Ipratropium 0.02% vial
(in baggie)
One (1)

Aspirin

81 mg/Tablet

UD Tabs- Chewable
Four (4)

Naloxone
2 mg/2 ml or 0.4 mg/ml
2x2mlor1x 10ml
Total =4mg

(Inside Front Pocket)

Yellow Pharmacy Label

Syringe 5miwith 21g x 1.5in needle (2)

Version: 7-2009(Discard all previous versions)

State Approved: August 20, 2009
Implementation Date: October 1, 2009

(Elastic Holder)
Nitroglycerine
0.4 mg/tab
One (1) bottle

(Folded in half ad placed along inside

Prednisone
50 mg tab UD

Red Lock
One(1)

Pharmacy 708

Before attempting the following procedures, implement
appropriate bloodborne/airborne pathogen protective procedurg

and,



Southeast Michigan Regional Protocol

Detroit -East, Genesee, HEMS (Wayne), Lapeer, Macomb, Oakl and,

SEM/EMS Medication Box/A-Pack Incident/Discrepancy Form

MEDICATION DESCRIPTION QUANTITY DISCREPANCY
NAME STRENGTH/SIZE/NOLUM E # OF VIALS/AMPS MISSING/BROKEN

DATE/TIME DISCOVERED: DISCOVERED BY:

MEDICATION BOX/A -PACK NUMBER: RED SEAL #: GREEEAL #:
LAST RESTOCKING PHARMACIST: LAST RESTOCKING HOSPITAL:

DATE LAST RESTOCKED: RECEIVING HOSPITAL: TELEPHONE #:
AGENCY NAME: COUNTY # UNIT #:

PARAMEDIC SIGNATURE:

DRIVER SIGNATURE:

DESCRIPTION OF INCIDENT

If there is any discrepancy with the contents of this Medication B&dék, an incident report must be filled
out by the person(s) who discover the discrepancy. The pergatingithe report will be responsible for
distributing the form as required:he participating hospital pharmacist is to be notified immediately if
controlled substance(s) are involved in a discrepancyA copy of the run sheet is to be attached to thimf
and sent tdHE PARTICIPATING MEDICAL CONTROL AUTHORITY IN WHICH THE
INCIDENT/DISCREPANCY OCCURRED.

AGENCY NOTIFIED\REVIEW\COMMENTS DATE

DEA

LOCAL POLICE
MEDICAL CONTROL
MDCIS-EMS DIVISION
PHARMACY BOARD
DISTRIBUTION:  WHITE: Receivihg Pharmacy Yellow: EMS Service Pink: Medical Control Authority

State Approved: August 20, 2009 Pharmacy 709

Implementation Date: October 1, 2009

Before attempting the following procedures, implement
appropriate bloodborne/airborne pathogen protective procedurg




Southeast Michigan Regional Protocol

Detroit -East, Genesee, HEMS (Wayne), Lapeer, Macomb, Oakl and,

STEP 1:

STEP 2:

STEP 3:

STEP 4

SOUTHEASTERN MICHIGAN (SEM) REGIONAL
MEDICATION BOX/A -PACK AND IV EXCHANGE
PROCEDURES

PLEASE POSTIN ALL MEDICATION EXCHANGE AREAS

EMS Personnel must complete a SEM Med BeRi#cklv Supply Use/Replacement Form
and/or the SEM IV Supply Use/Replacement Form (EMS Run Refaenesee County MCA).
All information must be complete. Used Medication BoxeB&acks must be cleared of
contaminated items, cleaned, and sealed appropriately.

Hospital staff reviews form for completeness and physician signature. Staff unlocks cabinet an:
allows removal of appropriate supplies. Both EMS personnel and hospital staff complete the
Medication Box/APack and IV Supply Exchange Log. Both EMInd hospital staff ensure that

the correct Medication Box/#Rack numbers are recorded.

The original copy of the Documentation of Medication and IV Solutions Use Form shall be left
in the MCA cabinet. Because the hospital staff person muswréRedocumentation form, it

may not be able to be placed in the Medication BeR&&kk before it is sealed. It will be

necessary for the pharmacist to collect all separated Documentation Logs that are stored in the
cabinet, when restocking drug boxes.

The MCA cabinet must be4ecked when the exchange is complete.

THESE PROCEDURES ALSO APPLY WHEN ONLY AN IV EXCHANGE IS

COMPLETED.

State Approved: August 20, 2009 Pharmacy 710

Implementation Date: October 1, 2009

Before attempting the following procedures, implement
appropriate bloodborne/airborne pathogen protective procedurg




Southeast Michigan Regional Protocol

Detroit -East, Genesee, HEMS (Wayne), Lapeer, Macomb, Oakland, and Washtenaw/ LivVvi

AMBULANCE AGENCY HOSPITAL # OF IV REPLACEMENT
MEDIC/SPECIALIST UNIT # RECEIVING STAFF BOX/A- YES OR NO
Pack-IN

SEM/EMS REGIONAL PHARMACY EXCHANGE LOG

State Approved: August 20, 2009 Pharmacy 711
Implementation Date: October 1, 2009

Before attempting the following procedures, implement
appropriate bloodborne/airborne pathogen protective procedurg




SEM MED BOX/A-PACK/IV SUPPLY USE/REPLACEMENT FORM version: 7-2009

AGENCY/UNIT #: HOSPITAL: DATE:
INCIDENT #: EMS CREW (Names):
MEDICATION UNIT/SIZE ONTY USED CHRG MISCELLANEOUS UNIT/SIZE ONTY USED CHRG
Acetaminophen Unit dose cup 1 Alcohol Pads 12
650mg/20.3 ml - -
10 ml oral syringe in bag Incident Report Form*| A-Pack 1
Adenosine 6mg/2mi Vial/Syringe 2 mi IV Additive Labels 5
Albuterol 2.5 mg/3 ml.* | VialT UD 3 ml. 6 IV Tubing 60 gtt/ml 2
A-Pack (Minidrip) with Y Site
Amiodarone Amp/Vial 3 PrePiercal Reseal
150 mg/3 ml Nebulizer* A-Pack 1
Aspirin 81 mg tablets* Bottlei chewable 1 — -
Blunt Cannula 18 @ 18g/1 inch 20
or UD tabs 4 h .
A-Pack 1 |nch A-Pack 2
Atropine 1mg/10 ml. Syringe 10 ml. 3 PrePierced Reseal 1320 mm 3
Vial Adapter
Calcium Chloride Syringe 10 ml. 2 Tubex Holder 1
1gm/10 ml. Red Lock* A-Pack 1
Dextrose 50% Syringe 50 ml. 2 —
25 gm/50 ml* A-Pack 1 Replacement Form A-Pack 1
Diphenhydramine Vial 1 ml. 2 Syringe (TB w/ Syringe 1 ml 5
(Benadryl) 50 mg/1 ml needle) 1 ml
Dopamine Vial 1 Syringe 10 ml Syringe 10 ml 8
400 mg/5 ml i i
Epinephrine Injectiort Vial 30 ml. 1 Syringe 20ml Syringe 20ml 1
30 mg/30 ml i Needle 18g x 1.5 inch 3
Epinephrine Syringe 10 ml. 7 Syringe w/ needle Syringe 3 ml 4
1 mg/10 ml i 3 mli 229 1.5 inch
Furosemide 40 mg/4 ml | Vial 4 ml. 2 SEPARATE IV USE/ NO
Ipratropium Bromide 2.5 ml.Viali UD 2 REPLACEMENT YES IV SUPPLY NOT USED
0.02% (In Baggie)* A-Pack 1 FORM TURNED IN
Lidocaine Jelly 2% Tube 5 ml/30 ml. 1
Magnesium 8lfate Amp/Vial 4
1gm/2 ml , ‘ Ordering Hospital:
Naloxone* Vial 2ml. Min.
2 mg/2 ml or 0.4mg/ml | or 10 ml. 12mg ; .
A-Pack amg Ordering Physician:
Nitroglycerin* Bottle 1 . o
0.4 mg/tab A-Pack Replacing Hospital:
Ondansetron 2mg/ml | 2ml vial 2
Prednisone 50 mg tab* | 50 mg. tab 1 R_ECEIVIng. Physician
A-Pack Signature:
Sodium Bicarbonate Syringe 50 ml. 2
50 mEg50 ml. Date:
Sodium Chl0r|de0.9% Vial 20-30 ml. 1 PARAMED| C6S STATEMENT
(Preservative free) L i i
Sodium Chloride 0.9% | Bag 250 m. > SEM EMS Medication Box A-Pack (checl_< on_e) number _
i i has been opened and the above noted medication(s) used as prescribed.
Sodium Chloride 0.9% | Bag SOml 1 accept pharmacsealed SEM EMS Medication Box Number
CONTROLLED UNIT/SIZE QTY/ USE/ CHRG ‘ sealed with breakaway tag number
DOSE WASTE* R
SBSTANCES _ i Paramedic Signature Date:
Diazepam 10 mg/2ml Vial/syringe 2ml. 2
REPLACI NG PHARMACI ST6S STATEMENT
Fentanyl 50 mcg/ml Vial/Amp 2 ml 3
Morphine 10 mg/imi Amp L mi 5 The medications in the sealed SEM EMS Medication Box No.
have been distributed according to the Medication/Use and Replacement

Signatures for Documentation ofControlled Substance Waste

Witness:

Medic:

Patient Name:

Address:

City/State/Zip:

Policy of the participating Medical Control Authority. All medications are
in the correct concentration, dosage form, volume, amount, and not expire
Name of Pharmacist on the Seal:

Signature of Replacing Pharmacist:

Date: Hospital:
Needleless stock only!  * Items in both Medication Box and-Rack

1 & 2 This medication is available in both topical and injection form. Extra care must be taken to assure that théanjedsistocked in EMS drug kit.



MEDICAL CONTROL AUTHORITY

Oakland County Medical Control Authority
Medical Treatment and Operational Policies & Protocols

Contents of the Oakland County manual were
approved by the Department of Consumer &
Industry Services, EMS Section, on September 25,
1996, except whre indicated otherwise.
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MEDICAL CONTROL AUTHORITY

Patient Triage

All persons examined will be assigned a priority rating by the EMS person in charge, i.e., the highest t
licensed EMS personnel. Formultiplep i ent encounters, refer to i
triage decisions, the priority assigned may change depending on further assessment, communication \
online medical control or overt change in patient condition.

Priority 1:

Priority 2:

Priority 3:

Priority 4:

Critically ill or injured person who needs immediate attention. Delay in care will threaten
life or limb.

An urgent situation where the personos
arriving at a medical facility.

lliness or njury not meeting the criteria for priority 1,2, or 4.

Dead on scene (DOS), according to Protocols.

State approved: July 10, 2007

Section Il - Medical Treatment and Operational Protocols



MEDICAL CONTROL AUTHORITY

Patient Dead on Scene

Medical reasonsnot to start CPR include the following:

A.
B.

C.

Patient without vital signs, pé

Any one of the following are present:
1. decapitation

2 gross dismemberment of the body

3 full thickness, total body burns

4 body decay and putrefaction

5. body frozen solid

6. rigor mortis

7 lividity

8 head trauma with brain matter exposed

9. underwater submersion greatieamn two hours

Physician or registered nurse on the scene pronounces patient legally dead.

Medical reasons to discontinue ACLS include:

A. Establishment of cardiovascular unresponsiveness, plus

B. Patient without vital signs.

C. Asystole, pulseless electrical adtyy ventricular fibrillation or norresponsive to standard
resuscitative therapy, plus

D Determination by otine medical control physician that further therapy is not indicated.

NOTE: If family members, bystanders or others present object to the order omphysical

confrontation appears likely, notify the medical control physician and continug
resuscitation efforts.

Procedure for obtaining a pronouncement of death, due to cardiovascular unresponsiveness include

the following:
A. Present to the medical contpitysician results of the physical examination, including vital signs.
B. Present results of cardiac monitoring or use of AED (if applicable).
C. Present summary of the patientds condition
1. present problem
2. past medical history, espeltyaas this relates to any terminal illness that may be present
3. applicability of advance directives
4, presence of durable power of attorney, physician and/or family members and their agree
in limiting life support.
D. edical control physician will then dane of the following:

M

1. pronounce death

2 request initiation or continuance of basic/advanced life support permit cerafenly
procedures (e.g. oxygen, suction, medications, transport, etc.)

Section Il - Medical Treatment and Operational Protocols
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MEDICAL CONTROL AUTHORITY

3. permit comfortcareonly procedures (e.g. oxygen, suction, neations, transport, etc.)
4. request further information to clarify issues.
Documentation
A. Record time of pronouncement of death and names of medical control physician and hospital.
B. Notify local police authority.
C. Noti fy medical examineros office.
D. Body orbode s wi | | not be moved until t he medi ce
removal.
E. Medi cal examineroés office will determine d
F. Personal belongings shall not be removed from the body.
G. Leaveendotracheal tubes and |1 V6s in place.

Updated Protocol: State approved July 10, 2007
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Do Not Resuscitate Policy

Purpose

The purpose of this policy is to provide a guideline to prehospital providers who under certain
circumstances, ay accommodate those patients who do not wish to receive and/or may not benefit fro
cardiopulmonary resuscitation. This policy is drafted in accordance with Act 368, Public Acts of 1978,
amended by Act No. 179 of the Public Acts of 1990, as well a&Ac193 of the Public Acts of 1996.

This policy is intended to facilitate kind, humane and compassionate service for those patients who ha

executed a valid ADo Not Resuscitate Ordero wu

Definitions

A. Attending Physiciani means the physician who has primary responsibility for the treatment a
care of a declarant.

B. Declaranti means a person who has executed -aa@esuscitate order or on whose behalf a dc
notresuscitate order has been executed pursuant to applicable laws.

C. Do-Not-Resuscitate Orderi means a document executed pursuant to the Act directing that in

event that a patient suffers cessation of both spontaneous respiration and circulation in a
outside of a hospital, a nursing home, or a mental healtlityfaoivned or operated by the
department of community health, no resuscitation will be initiated.

D. Do-Not-Resuscitate Identification Bracelet or Identification Braceleti means a wrist bracelet
that meets the requirements of the Act and is worn by therdathhile a denotresuscitate order
is in effect. A DeNot-Resuscitate identification bracelet shall possess features that make it cle
recognizable as a Dot-Resuscitate identification bracelet including, but not limited to, all of tt
following:

1. Bracelet shall be imprinted with the woldsD O NOT RESUSCI T Atfielban@R
and address of the declarant and the na
physician, if any. The words required above shall be printed in a type size lenthatys as
easily read as practicable, given the size of the identification bracelet.

E. Order i means a dmot-resuscitate order.

F. Patient Advocatei means an individual designated to make medical treatment decisions fi
patient under Section 496 of thevised probate code, Act No. 642 of the Public Acts of 1978, bei
section 400.496 of the Michigan Compiled Laws.

G. Vital Sign T means a pulse or evidence of respiration.

Procedure
A. When a medical first responder, emergency medical technician, emergenmalntedhnician
speciali st or a paramedic (hereafter coll

location, the EMS Tech shall determine if the declarant has one or more vital signs, whether «
the EMS Tech views or is provided tian order as described in the Act.

Section Il - Medical Treatment and Operational Protocols
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B. If the EMS Tech determines that the declarantrmsital signsand if the EMS Tech determines
that the declarant is wearing a-dot-resuscitate bracelet as outlined in the Act or the EMS Tech
provided with a denotresuscitate order for the declarant, the EMS Tech shall not attempt
resuscitate the declarant.

Civil or Criminal Liability
In accordance with the Act, a person or organization is not subject to civil or criminal liability for eithe

the following

A. Attempting to resuscitate an individual who has executed-motesuscitate order or on whose
behalf an order has been executed, if the person or organization has no actual notice of the ord

B. Failing to resuscitate an individual who has revoked-aat@esuscitate order or on whose behalf :

do-notresuscitate order has been revoked, if the person or organization does not receive
notice of the revocation.

Do-not-resuscitate order form / identification bracelet

A. I n accordance wWotRestubhei Aate BoMmMo shall be
shall have same in their possession and accessible within his or her place of residence.

1. A fH-NarResuscitate Formo for a decl arant
substantiallyte f orm as outlined in The Do Not
signature.

2. A A-DNa+tResuscitate Formo for a decl arant

and breathing stop, shall be in substantially the form as outlined in the DNRfardee
Adherent of a Church or Religious Denomination.
3. A Do-Not-Resuscitate identification bracelet shall possess features that make it cle
recognizable as a BWot-Resuscitate identification bracelet including, but not limited to a
of the following
1 Bracelet shall be imprinted with the wordlsDO NOT RESUSCI T AtheE
name and address of the declarant and
attending physician, if any.

1 The words required above shall be printed in a type size gedtisat is as easily read as
practicable, given the size of the identification bracelet.

Revocation of denot-resuscitate order

A. In accordance with Act 193, a declarant or patient advocate who executes an order on behalf
declarant may revokan order at any time, and in any manner by which he or she is able
communicate an intent to revoke the order. Upon revocation, the declarant, patient adve
attending physician or a delegatee of the attending physician who has actual noticewdt¢hgan

shall destroy the or de r-notaesubcitate ederdificaion torfacelet, df:
applicable.
B. A physician or physicianb6s del egatee who r

the revocation as part of revokingede ar ant 6 s per manent medi cal
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MEDICAL CONTROL AUTHORITY
C. A decl arantdés or patient advocateds revoca
that other person receives actual notice of revocation.

State Approved Protocol: July 10, 2007
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Taser Removal (Optianal)

Pre-Radio

MFR/EMT/SPECIALIST/PARMEDIC

Insure patient is restrained prior to removal of Taser prongs.

Remove prongs foll owing manufacturerds rec
Treat entry wounds, as needed.

Obtain a baseline set of vitals and assessmidbe potential secondary injuries.

If findings are outside of normal limits or patient presents with a medical condition,

follow the General Prélospital Care Protocol.

agrwnE

State approved: January 13, 2009
Implementation: October 1, 2009

Section Il - Medical Treatment and Operational Protocols






