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Lemhi County 
Volunteer Emergency Medical Technician
Indirect (off-line) Medical Control
Agreement

Letter of Agreement between;
 
Lemhi County EMS Agencies and Doctor Kelly Phelps


Agreement:  Medical Director (Indirect/Off-line Medical Control) for Lemhi County EMS I-85 Transport and QRU Non-transport agencies.

I am of full knowledge that this is a non-compensated position. 
As Medical Director (Indirect Medical Control) I will do the best of my abilities to fulfill the duties as such.

Duties include;
· Liaison for EMTs with hospital and medical community.
· Ensure proper training standard are met.
· Maintain quality control program to include review of patient care reports.
· Over see continuous quality improvement.
· Review of all in-field intubations
· Bi-annual audit of identified trending, through PCR reviews and discussion with department.

Lemhi County ILS, BLS EMS will;
· Provide information to Medical Director on issues concerning EMS, hospital and medical community.
· Offer monthly training open to all EMS providers.
· Provide access of all PCR 
· Be available as directed per Medical Direction for review of PCR and run audits.
· Supply copy of approved Standing Orders and State Protocols
· Aid in financial responsibility for education for Medical Director (i.e. training provided by the State of Idaho, and conferences with-in department budgetary reason).
· Provide description of Lemhi County EMTs system.












System Description
Salmon Advanced EMTs

The Salmon Advanced EMT a compensated volunteer department. Consisting of 22 volunteer .Governing board of the department consist of a president, 1st Vice, 2nd Vice,
Training Officer, Secretary, and Treasures, 
Offices under the board: Infection Control Officer, Communication Officer, Building and Ambulance Maintenance Officer.
Lemhi County is responsible for budgetary needs for the department.
All patient billing go out through Lemhi County.
Skills Level for the Salmon Advanced EMT varies.
Advance personnel are Intermediate- 85 certified 
Basic EMT 
Emergency Response 
Salmon Ambulance Service responds and received licensing at the Advanced level through the State of Idaho.
Scheduling; 
Weekly 
12 hour on-call shifts.
Man power: minimum “1” Advanced EMT, & “1”EMT-B/ER per shift. 
Response: Most EMS personal respond from there resident or work facility.
Response to the ambulance building located at 203 Van Dreff Street in the City of Salmon, 5 minutes or less, per Salmon EMTs by-laws.
Salmon Advanced EMTs conduct monthly business meeting on the first Tuesday of the month, monthly run reviews conducted at this time.
Salmon Advanced EMTs conduct monthly training on the third Tuesday of every month.
The department is responsible to provide continuing education to all members including refresher course required for personnel recertification.
All members are notified in advanced of meeting and trainings.
Salmon Advanced EMT also provide instructor for Community First aid and CPR classes, along with class for all levels of EMS exempting Paramedic Level.
Areas of response:
City of Salmon, Hwy 93 N to Montana line, and NW to wilderness.
Hwy 93 South to Cow Creek MM 385 ( Custer county Ambulance Service under agreement with Lemhi County/Salmon EMTs is primary response unit from MM385 to Custer Co line due to the close  proximity and shorter response time). This agreement is reviewed and renewed annually.
Hwy 28 E to Lemhi, (Lemhi to Leadore has a primary response of Leadore Advanced EMS service. However Salmon Advance unit will response if requested per Leadore or Lemhi County Dispatch                                                                                                                                       
West of Salmon to Road less/Wilderness area in area that is accessible to Ambulance and EMS personnel.
Approximant; 3,500 square mile coverage. 
Recertification is the sole responsibility of the certified person; however records of training and skills proficiency are maintained by Training Officer and County EMS Coordinator.
All remediation in training areas and individual skills will be conducted through the Training Officer or State approve training
Reprimand action : Will be conducted through the governing board along with direction of Medical Control, and will only be conducted in private.
Protocols Procedures; 
Salmon Advanced EMTs follow County Developed Protocols and Procedures that have been approved by Department heads and State of Idaho and Protocols that are State Directed.









System Description
Leadore Advanced EMTs

The Leadore Advanced EMTs a true volunteer department. Consisting of 23 volunteers, governing board of the department consist of a President, 1st Vic, President ,Training Officer, Secretary, and Treasures, 
Offices under the board; Infection Control Officer, Communication Officer, 
Leadore Advanced EMTs INC, is responsible for budgetary needs for the department.
All patient billing go out through Leadore Advanced EMTs INC.

Skills Level for the Leadore Advanced EMT varies.
Advance personnel are Intermediate- 85 certified 
Basic EMT Level
Emergency Responder Level.
Leadore Ambulance Service responds and received licensing at the Advanced /I-85 level through the State of Idaho.
Scheduling; 
All call
Dispatched : State Communications and Lemhi County Sheriff’s Department.
Response: Most EMS personal respond from there resident or work facility.
Ambulance Station Location : Station #1 “2” BLS Ambulances  City of Leadore
			 Station #2 “1” BLS Ambulance 15 miles W. of Leadore
Leadore Advanced EMTs conduct monthly business meeting on the Third Monday of the month, monthly run reviews conducted at this time.
Leadore Advanced EMTs conduct monthly training on the First Monday  of every month.
The department is responsible to provide continuing education to all members including refresher course required for personnel recertification.
All members are notified in advanced of meeting and trainings.
Leadore Advanced EMT also provide instructor for Emergency Responder and EMT-B courses.
Areas of response:
City of Leadore, 28 E to County line, 
Hwy 28 West to Lemhi SW to Montana line to include 400 sq. miles into Montana through MOA with Bitterroot County, due to the close  proximity and shorter response time). This agreement is reviewed and renewed annually.                                                                                                                                         
Approximately 1,500 square mile coverage. 
Recertification is the sole responsibility of the certified person; however records of training and skills proficiency are maintained by Training Officer.
All remediation in training areas and individual skills will be conducted through the Training Officer or State approve training
Reprimand action: Will be conducted through the governing board along with direction of Medical Control, and will only be conducted in privet.

Protocols Procedures; 
Leadore Advanced EMTs follow County Developed Protocols and Procedures that have been approved by Department heads and State of Idaho and Protocols that are State Directed.








System Description
Salmon Search and Rescue QRU

 Salmon Search and Rescue QRU; a true volunteer department under the direction of Lemhi County Sheriff’s Office. Consisting of 32 volunteer .Governing board of the department consist of a Commander, 1st Vice, 
Training Officer, Secretary, and Treasures, 
Offices under the board; Infection Control Officer, Communication Officer
Lemhi County Sheriff’s Office is responsible for budgetary needs for the department.
Skills Level for the Salmon Search and Rescue QRU varies.
Advance personnel are Intermediate- 85 certified 
Basic EMT, Emergency Responder Level.

Salmon Search and Rescue QRU responds and received licensing at a BLS Non-Transport service, licensed through the State of Idaho.

Scheduling; 
All Call response
Response: S&R personal respond from there resident or work facility.
S&R is responsible for all MVA extrication, Low/High angle rescue, and swift water rescue.
Salmon  Search and Rescue QRU conduct monthly business meeting on the first Wednesday of the month, monthly run reviews conducted at this time.
Salmon Search and Rescue QRU conduct monthly training on the third Wednesday of every month.
The department is responsible to provide continuing education to all members including refresher course required for personnel recertification.
All members are notified in advanced of meeting and trainings.

Areas of response:
Lemhi County 4,579 square miles
Recertification is the sole responsibility of the certified person; however records of training and skills proficiency are maintained by Training Officer.

All remediation in training  and individual skills will be conducted through the Training Officer or State approved training

Reprimand actions: Will be conducted through the governing board along with direction of Medical Control, and will only be conducted in privet.

Protocols Procedures; 
Salmon Search and Rescue QRU follow County developed Protocols and Procedures that have been approved by Department heads and State of Idaho also Protocols that are State Directed.






Gibbonsville QRU Response Description
Gibbonsville  QRU a true volunteer department under the Salmon Advanced EMTs. 
Consisting of 12 volunteer
2 Response Vehicles Location Salmon River Road, Gibbonsville  
Response area Fourth of July Creek north to Idaho Montana Boarder North Fork west to end of Salmon River Road
 Governing board of the department consist of a 
President
Vic President
Training Officer, Secretary, and Treasures, 
Offices under the board; Infection Control Officer, Communication Officer
Skills Level for the Gibbonsville QRU 
Advance personnel are Intermediate- 85 certified 
Basic EMT Level
First Responder Level.


Scheduling; 
All Call response



Elk Bend QRU Response Description
Elk bend  QRU a true volunteer department  licensed by State of Idaho. 
Consisting of 12 volunteer
1 Response Vehicles Location Antelope Drive Elk Bend Idaho  
Response area: Hwy 93 South at 45th parallel to County Line
 Governing board of the department consist of a 
President
Vice President
Training Officer, Secretary, and Treasures, 
Offices under the board; Infection Control Officer, Communication Officer
Skills Level for the Elk Bend QRU 
Basic EMT Level
Emergency Responder Level.


Scheduling; 
All Call response








Lemhi County EMS Medical Supervision Plan
All Lemhi County Medical Emergency Response Units will provide to Dr Kelly Phelps on request documentation of the following for all EMS personnel affiliated with their Units. These records will be maintained and updated every three years. 

· EMS Bureau Certification
· Records of affiliation with the individual Units
· Any requirement to maintain affiliation (i.e. meeting attendance, minimum call response, etc)
· Documentation of orientation completion-
	  To include review of;
	♦   EMS agency policies
	♦   EMS agency procedures
♦   Medical treatment protocols- developed in conjunction with present  Medical Director and reviewed every 2 Years, and any change of  Medical Director
	♦ Hospital Reporting Radio Communications 
	♦ Hospital/Facility destination policy.

Unit will provide periodic evaluation of providers; i.e., documentation of
· successful completion of quarterly review/monthly meeting attendance
· completion of any remediation required by Medical Director
· successful completion of
	♦ initial education and orientation
	♦continuing education via monthly or quarterly EMS unit meeting
	♦any addition out of unit continuing education completed

ASSESSMENT OF IMPROVMENT
Run sheet review (25% of all units’ runs will be reviewed)
· Electronic review via Idaho State Bridge (PERCs) with feedback to units and administrators
· Written response—may be requested by Unit Administrator or individual EMT for the following:
	♦ Clarification of issues
	♦ Explanation of documentation errors that  are recurrent
	♦ Patient care issues


Improvement may come in the form of
*Written explanation of documentation omission
* Presentation by EMTs involved to the entire unit of areas of concern (i.e., c-spine immobilization, difficult airway)

On site assessment
· ED Physician on duty will be expected to give ongoing feedback to EMS personnel at the time of patient transfer of care.
· Any issues of concern can be reported to EMS Medical Director in writing with date/patient name/EMT name

PERIODIC ASSESSMENT OF PSYCHOMOTOR SKILLS

Ongoing assessment will be requested by the Emergency Department physician on duty at time of patient transfer.
· Problems identified should be reported in writing to EMS Medical Director with date/patient name/EMT name
· Minor issues may be address at the time of the patient transfer by the physician on duty as time permits
Ongoing review to be conducted by each EMS unit to include skills assessment when deemed necessary – request for Medical Director Participation in review can be made directly to Dr Kelly Phelps by voice mail/email via unit administrator or Training Officer.


RESPONSE OF CERTIFIED EMS PERSONNEL 
WHEN NEED FOR EMS IS APPARENT BUT EMT IS NOT ON DUTY

EMS personnel must provide patient care within the scope of practice as defined by their certification level with the state of Idaho.

Individual EMS providers must function within their certified scope of practice in the event of multiple or mass casualty, disaster response, wild land, ect.

This standard must be maintained if the EMT is on or off duty, providing paid or volunteer coverage, acting within the unit service area, area of mutual aid or far outside their service area or outside the State of Idaho.

Any deviation from scope of practice as defined by Idaho State EMS Bureau must be accompanied by written protocol/and signed by a physician Medical Director who will be responsible for the EMTs actions, Quality Assurance, training, etc. (i.e. the  physician supervising in a  clinic, in hospital, camp, wild land fire, forest service, etc.)

SPECIAL CIRCUMSTANCES
See Lemhi County EMS Treatment Protocol for the following:
· Patient Destination
· Air Med Transport
· Mutual Aid
· Patient Refusal (non transport)
· Treat and Release









DOCUMENTATION
EMTs will provide for each run, documentation electronically via Idaho State Bridge (PERCS) form or via written run sheet provided by Idaho State.

This documentation will be maintained at the receiving hospital, Lemhi County EMS Office, Lemhi County EMS Unit Department archives and via Idaho Bridge PERCs.


EQUIPMENT
Lemhi County Ambulance and Quick Response units will maintain each ambulance/non- transport response unit in service with all equipment approved by Idaho State EMS Bureau for their level of licensure. Any equipment omitted or in addition to which is approved by the EMS Bureau will be in conjunction with the Medical Director’s approval. Documentation of equipment or on site inspection by the Medical Director must be available on request.

Equipment check must be done after each run to ensure all equipment and supplies will be available for patient care on the next call.

COMMUNICATION
All Lemhi County EMS units will provide EMT guidelines for communication from the field to the receiving hospital which will include: (See communication protocol)	
· Patient (s) age, sex 
· Mechanism of injury or nature of  illness
· Vital signs
· Rapid assessment
· ETA to hospital

DIRECT ONLINE MEDICAL SUPERVISION

Direct Online Medical Supervision can be obtained when appropriate as indicated by Lemhi County EMS Protocols or at EMTs discretion by calling Steele Memorial Medical Center Emergency Department. Physician Medical Control will be available 24/7. Direct EMS line 208-756-5655, or radio frequency 155.340 car to car or/ State Communication Direct relay 155.280. All physicians on duty at Steele Memorial may be utilized for online Medical Control.











ON SCENE MEDICAL PERSONEL
In the event a physician is on scene of an accident or at a patient’s home and wishes to assume Medical Control:

Inform that physician:
1) Level of EMS provider (i.e. EMT-B, EMT-I,)
2) That medical control is available  via Steele Memorial Medical Center

Documentation: any ongoing relationship with the patient (i.e. from physician, specialist, or bystander physician (i.e. no relationship).

Inform Physician that if they wish to assume Medical Control of patient care, they will be expected to accompany the patient for the duration of treatment during transportation.

All EMTs must practice within the scope of their certification level of practice—regardless of direction given by on scene Medical Control

Reference the following via Lemhi County Patient Care Guidelines Protocols
· Air Medical 
· Special Resuscitation Situations and Exceptions
· On Scene Physician Supervision
· Patient Refusal/Non Transport
· Treat and Release of Patient
· Inter-facility Transfers /Out of Area Transfer
· Mutual Aid



\

















Addendum to Medical Supervisor Plan Updated 3/31/2013

Medical Supervision Plan for Salmon Advanced EMT Ambulance Service, Lemhi County EMS
Dr Kelly Phelps, Medical Director
: ADDENDUM REQUIRED TO MEET IDAHO EMSPC REQUIREMENTS FOR OPTIONAL MODULES

AS THE MEDICAL DIRECTOR FOR THE SALMON ADVANCED EMT,S AMBULANCE SERVICE I AM APPROVING THE ADOPTION OF THE FOLLOWING OPTIONAL MODULES. THE EMT MODULES WILL ALSO APPLY TO THE LEADORE AMBULANCE, ELK BEND QRU, AND SALMON SEARCH AND RESCUE WHERE I ALSO SERVE AS MEDICAL DIRECTOR. INITIAL AND CONTINUING TRAINING FOR THE MODULES WILL BE TAUGHT BY APPROVED IDAHO EMS BUREAU INSTRUCTORS. A DOCUMENTED SYSTEM IS ALREADY IN PLACE THAT IS REVIEWED BY ME THAT SHOWS COMPETENCY IN SKILLS AND WHEN AND HOW THEY WERE VERIFIED. THESE NEW SKILLS WILL BE ADDED TO THAT REPORT ONCE THE MODULES HAVE BEEN COMPLETED. 

AT THE EMR LEVEL 

· CERVICAL STABILIZATION-CERVICAL COLLAR

· SPINAL IMMOBILIZATION-LONG BOARD

· SPINAL IMMOBILIZATION-SEATED

· EXTREMITY SPLINTING

OUR EMR’S ARE CURRENTLY TRAINED IN EPINEPHRINE AUTO INJECTOR WITH PROTOCOLS ALREADY IN PLACE.

Medical Supervision Plan for All  EMT,  Lemhi County EMS
Updated (4/10/2013
Dr Kelly Phelps, Medical Director


AT THE EMT BASIC LEVEL


· BLOOD GLUCOSE MONITORING-AUTOMATED

· CO OXIMETRY

· INTRAMUSCULAR MEDICATION ADMINISTRATION

· SUBCUTANEOUS MEDICATION ADMINISTRATION

· GLUCAGON

· ASPIRIN FOR CHEST PAIN  









 












Emergency Medical Service
            Patient Care Protocols

Routine Patient Care Guidelines					                          
All levels will complete an initial and focused assessment in every patient, and as standing orders, when necessary and appropriate skills and procedures to maintain the patient’s airway, breathing and circulation.
Initial Assessment
Scene size-up
Assess the scene for safety, mechanism of injury, and     number of patients.
Notify the receiving facility as soon as possible.
Request additional resources as needed ( e.g.) ALS interception, air medical transport, additional ambulances, extrication, hazardous materials team, ECT.
Use the Incident Command System (ICS) when possible.
Level of Consciousness
Manually stabilize the patient’s cervical spine if trauma is involved or suspected.
Assess level of consciousness using the AVPU scale.
Airway
Assess the patient for a patent airway.
Open the airway using the head-tilt/chin-lift, or jaw thrust if suspicious of cervical spine injury.
Suction the airway as needed.
Consider an OPA or NPA airway adjunct. if you are trained and qualified to use.
Consider an advanced airway interventions King Airway or Combi-Tub as appropriate and if trained in    use.
 Breathing
Assess patients breathing taking note of rate, rhythm, and quality of respirations. Assess lung sounds.
Look for nasal flaring or accessory muscle use.
Assess the chest for symmetrical chest rise, intercostals or supra-clavicle retraction, instability, open pneumothorax, or other signs of trauma.
Treat foreign body obstructions with current guidelines.
Assist ventilations when outside the ventilation 
Apply high flow oxygen per non-re-breather if indicated.							Circulation
Assess the patients pulse, taking note of rate, rhythm, and quality.
Look for and control any gross bleeding.
Assess patient’s skin color, temperature, and moisture.
IV access and fluid resuscitation as appropriate for the patient’s condition, protocols. An IV established for the purpose, IV line with 0.9% Normal Saline @ KVO and an attempt to obtain a blood sample. After IV is established, administer fluid to maintain systolic pressure >90 mmHg. Apply AED and initiate CPR in accordance with currant guidelines
													






														1.
Make Transport Decisions Early

Which hospital?
Normal priority or “Load and Go”?
Is an ALS or paramedic intercept indicated?
Is the patient a candidate for air medical transport?

Focused Assessment and Treatment
Obtain chief complaint, history of present illness and prior medical history.
All patients will receive a physical assessment as is appropriate for their presentation.
Provide oxygen therapy as appropriate for patient’s condition.
Determine level of pain.
Consider treating anxiety to facilitate patient care (See Behavior Emergencies-2.2).
Apply cardiac monitor when appropriate and available. (Basic and Intermediate providers may obtain EKG print-out).
Control active bleeding using direct pressure, elevation, pressure bandage, and pressure points.
Fully immobilize spine when indicated See advanced spinal assessment protocol 6.6).
Splint, elevate and apply cold packs to swollen deformed extremity. Apply a traction splint for a suspected femur fracture. Assess and document CSMs before and after immobilization.
Bandage lacerations and abrasions.
Cover eviscerations with occlusive dressing and cover to prevent heat loss.
Stabilize impaled object. Do not remove impaled object unless it is interfering with CPR or your ability to maintain patient’s airway.
Perform serial exams and monitor en route to hospital.



Obtain Vital Signs
Monitor vital signs at a minimum of every 15 minutes (5 minutes if the patient is unstable). Include:
Level of Consciousness. (AVPU)
Skin color, temperature, and moisture.
Respiration rate, Quality, Pulse rate, Blood Pressure, Sp O2.
Blood glucose sample if indicated.
Temperature if fever or hypothermia suspected.
	Refer to operational protocols for further treatment options.



	
 												






														2.
Pediatric Assessment
Pediatric Definitions
Assessment of pediatric patient must take into account the characteristics of a child’s anatomy and physiology at each stage of development.
Medical
For the purpose of this protocol a “pediatric patient” is defined as a child who fits on the Broselow tape (36 kg or 145cm). If longer than the Broselow tape, they are considered an adult. Use of the Broselow tape is recommended if performing invasive procedures on all pediatric patients.
While this protocol does not address some emotional and developmental issues, for the most therapies, the use of length-based determination of equipment and medication is evidence based. Use of the Broselow tape is particularly helpful in a situation where there in no confirmed weight or age.
Legal
*In the case of behavioral of emotional problems, a pediatric patient is defined as any child less than 15 years of age.
*The legal definition of a child is one who has not yet reached his/her eighteenth birthday and is not emancipated.
*With the exception of life threatening emergencies, EMS personnel are to attempt to contact the child’s parent or legal guardian and or obtain the guardian’s informed consent to treat and transport the child.
Interpreting a child’s vital signs and symptoms as though they were an  adult may result in an inaccurate           assessment and incorrect treatment. 
 
	Pediatric Ventilation Guidelines


	                                                      Respiration Rate                         Ventilation
Age                          Too Slow                 Too Fast                          Breaths/Minute          

	Newborn                 < 30                         >80                                   40-60

	Infant                      < 20                         > 70                                  30-40

	1-6 Yrs                   < 16                         > 40                                  20-30

	6-12 Yrs                 < 12                         > 30                                  16-20

	12-16 Yrs               < 10                         > 24                                  12-16

	Pediatric Vital Signs by Age


	Age                              Heart Rate                         Respiration                Systolic BP
                                     Avg.          Range             Range                      Avg.            Range

	Newborn                 140                 90-170           40-60                       72               52-92

	1 month                   135                110-180          30-50                       82              60-104

	1 year                      120                 80-160           20-30                       94               70-118

	2 years                    110                 80-130           20-30                       95               73-117

	4 years                    105                 80-120           20-30                       96               65-117

	6 years                    100                 75-115           18-24                       97               76-116

	8 years                     90                  70-110           18-22                       99               79-119

	10 years                  90                   70-110           16-20                      102              82-122

	12 years                  85                   60-110           16-20                      106              84-128

	14 years                  80                   60-105           16-20                      110              84-136


														



									                                      		  
															3.

APGAR SCORES
	Sign
	Score = 0
	Score = 1
	Score = 2

	Heart Rate
	Absent
	Below 100
	Above 100

	Respiratory Effort
	Absent
	Weak, Irregular or gasping
	Good, crying

	Muscle tone
	Flaccid
	Some flexion of extremities
	Well flexed, or active movement of extremities

	Reflex Irritability
	No response
	Grimace or weak cry
	Good cry

	Color
	Blue all over, or pale
	Peripheral cyanosis
	Pink all over




Pediatric Glasgow Coma Scale
                    Infants                                                              Children
	E
Y
E
	Spontaneous
To Speech/Sound
To Pain
No Response
	4
3
2
1
	Spontaneous
To Speech/Sound
To Pain
No Response

	M
O
T
O
R

	Moves Spontaneously
Withdraws from touch
Withdraws from Pain
Abnormal Flexion
Abnormal Extension
No Response
	6
5
4
3
2
1
	Obeys Command
Localized Painful Stimuli
Withdraws from Pain Abnormal Flexion
Abnormal Extension
No Response


	V
E
R
B
A
L
	Coos and Babbles
Irritable Cry
Cries to Pain
Moans to Pain
No Response
	5
4
3
2
1

	Oriented
Confused
Inappropriate words
Incomprehensible
No Response







													    





														4.

	PEDIATRIC TRAUMA TRIAGE CRITERIA


	Component
	+ 2
	+1
	-1

	Weight
	> 20kg
	10-20 kg
	< 10kg

	Airway
	Normal
	Oxygen adjunct:        mask, cannula,              NPA, or OPA                      
	Assist/ advanced  airway BVM/ETT
Coma, Unresponsive, Weak or no peripheral pulse
SBP< 50 mmHg  

	Level of Consciousness
	Awake
	Altered /or history of loss of  consciousness
	Assist/ advanced  airway BVM/ETT
Coma, Unresponsive, Weak or no peripheral pulse
SBP< 50 mmHg  

	Circulation
	Peripheral pulse good, SBP>90 mmHg
	Brachial / Femoral pulse
Palpable
SBP 90-50
	 No Palpable pulse
BP below 50

	Fracture
	None seen or suspected
	Single closed Fracture
	Any open or multiple fracture

	Cutaneous
	No visible
	Contusion, abrasion or laceration < 7cm, not through fascia
	Tissue loss laceration>7cm Penetrating injury



                
A child is considered to have serious trauma if:
A color triage score of one (1) black box or two (2) gray boxes.                                                                                         
A numerical triage score < 9
Penetrating wounds to head, neck, torso or extremities proximal to elbow or knee
Two or more long bone fractures, pelvic fracture, or flail chest
Open or depressed skull fracture
Full thickness (3°) burns, partial thickness (2°) burns > 10% BSA or burns combined with trauma
Paralysis
Amputation proximal to the wrist or ankle
















												
															5.


Patient Status Determination & Transport Decision			

Status I (Critical)
Cardiac arrest.
Respiratory arrest
Patient requires assisted ventilation and/or advanced airway management
Potential surgical emergency, i.e. suspected internal hemorrhage
Consider transporting patient classifying as Status I trauma patients by air medical transport from scene 
to  Level I or Level II Trauma Center, contact medical control.
Transport to closest appropriate hospital.
Consider appropriate air medical transportation and/or ALS or Paramedic intercept.

Status II (UNSTABLE)
Patient unresponsive or responsive to painful stimuli only.
Severe and /or deteriorating respiratory condition.
Significant hypotension.
Transport to closest appropriate hospital.
Consider appropriate air medical transportation and/or ALS  intercept.

Status III (POTENTIALLY UNSTABLE)
Patient alert, vitals stable with simple uncomplicated injuries.
Most medical complaints.
Transport to closest appropriate hospital.

Status IV (Stable-Transport for Diagnostic Tests)
Patients being transported to undergo non-emergency diagnostic tests that will not be seen in the emergency department or evaluated by a physician in the emergency department
Transport to designated hospital.

NOTES OF CLARIFACATION
* Should a patient deteriorate to Status I while un route to a hospital, the EMS unit may divert to the nearest hospital after consultation with medical control and notification of both the hospital of original destination and the new destination hospital.
* In cases where the patient’s status is uncertain, consult with medical control and proceed as directed.
* Status IV patients should be transported to their previously arranged destination unless their condition deteriorates to status III, II, or I.
* The destination hospital is determined by the highest medical level providing patient care. It should not be determined by police or bystanders.
* Transfers from ground ambulance to air medical transport shall occur at the closest appropriate landing site, including hospital heliports, airports, or unimproved landing sites deemed safe per pilot discretion. In cases where a hospital is used strictly as the ground to air ambulance transfer point, no transfer of care to the hospital is implied or should be assumed by hospital personnel, unless specifically requested by the EMS providers.
												


						
															6.
Air Medical Transport										
The propose of these guidelines is to establish a clinical framework for Pre-hospital personnel 
to make decisions regarding when to access air medical transport. The following constitute
 the foundation for these guidelines.

EMS personnel may request air medical transport (AMT) when operational conditions exist and/or
The indicated clinical conditions are present:

Patient with an uncontrolled airway or uncontrolled hemorrhage should be brought to the nearest
 Hospital unless advanced life support (ALS) service (by ground) can intercept in a more timely fashion.

AMT is not indicated for patients in cardiac arrest.

Request AMT as soon as practicable after initial assessment: Consider placing AMT on standby 
based on dispatch information. Communication with local medical control should be established
 as soon as practical to advise that AMT is responding, however these guidelines have been established 
so that Air Medical Transport Does Not Require on-line medical control approval.
Operational Conditions
· When patient meets defined clinical medical criteria and scene time plus ground transport time 
to the nearest Level I trauma hospital exceeds the ETA of air medical transport; or
· Patient location, weather or roads conditions preclude the use of standard ground ambulance; or
· Multiple casualties/ patients are present which will exceed the capabilities of the local hospital and agencies. 
Clinical Conditions
Physiologic Criteria
Severe respiratory compromise with respiratory arrest or abnormal respiratory rate.
Circulatory insufficiency: sustained systolic pressure< 90 or signs of shock.
Severe traumatic brain injury: AVPU scale P or U, GCS < 9, or motor component < 5.
Anatomic Criteria
Penetrating or severe blunt trauma to the chest or abdomen.
Additional Notes
ATM may be indicated in a wide range of conditions other than those listed above. In cases where the patients status is uncertain, consult with medical control and proceed as directed.
If extrication plus ground transport time is less than air transport arrival time to scene, consider initiated ground transport and divert helicopter to local hospital.
The destination hospital is determined by the highest medical level providing patient care. It should not be determined by police or bystander.

Transfer from ground ambulance to air ambulance shall occur at the closest appropriate landing site, including hospital heliport, airports, or unimproved landing site deemed safe per pilot discretion. In cases
Where a hospital heliport is used strictly as the ground to air transfer point, no to transfer of care to the hospital is implied or should be assumed by hospital personnel, unless specifically requested by the EMS providers. 
												7.										
INTERFACILITY TRANSFERS
Inter-facility transfer of a patient to provide optimal medical care is a frequent, necessary, and inevitable occurrence that must be anticipated and planned for. Reasons for transfer include continuity of care, definitive care, access to advanced technology, access to advanced diagnostics, obtaining a higher level of care, and patient preference. Transportation and care of these patients are fundamental roles the EMS system.
Responsibilities for patient transfers lie with the transferring physician, and must take into account the risk vs. benefit to the patient. Providing appropriate equipment, medication, and qualified staffing during transport is paramount to patient safety.  Selection of these should be based on the requirements of the Patient at the time of transfer, and in anticipation of foreseen complications, deterioration, and medical needs that might arise during transport. Sometimes equipment and personnel in addition to, or in place of, the EMT and local ambulance service must be utilized. Options include physicians and nurses to complement EMT providers, and implementation of ground-based  critical care transport units, or air-medical transports. In order to effect a safe transfer, transferring physicians must be knowledgeable about their respective EMS system’s provider and equipment capabilities. Out-of-hospital skills and protocols do not necessarily translate into the transfer setting. EMS personnel accompanying the patient must possess the assessment and a treatment skill appropriate for the patient’s needs, and be capable of recognizing and managing complications that occur during transfer.
Physicians and hospitals must also comply with laws regulating the transfer of patients. The Federal Emergency Medical Treatment and Active Labor Act (EMTALA) passes in 1985 as part of the Consolidated Omnibus Reconciliation Act (COBRA). Under this law regulations exist concerning the evaluation, examination, treatment, stabilization, and transfer of patients with an emergency medical condition. Physicians should read and be familiar with this law in its entirety.
Initiation of a transfer should be a carefully coordinated effort by transferring and receiving physicians, transferring and receiving facilities, and transferring unit and personnel. The following provides a guideline for selection of appropriate EMS personnel to provide inter-facility transport of patients consistent with their current scope of   practice, protocols and training.
STAFFING
	1 Basic EMT 1 Emergency Responder
	1 EMT Advanced   1 Emergency Responder

	Stable patient
No IV infusion
Oxygen for stable patient permitted
Previously inserted Foley catheter
Saline Lock permitted
Automatic External Defibrillator (AED)

	Stable patient
No ongoing medications administered, or anticipated
IV infusion with 0.9% NaCl (normal saline), Lactated Ringers, or D5W, or Saline lock
Oxygen for stable patient permitted
Previously inserted Foley catheter
Automatic External Defibrillator (AED
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Medical Control During  Itrerfacility Transport
Options for on-line medical responsibility and control during transport include:
1. Transferring physician assumes medical control
2. receiving physician assumes medical control.
3. Medical Director or other physician designee on the transport unit assumes medical control.
4. There is a shared, predefined responsibility between the transferring physician and receiving physician.
5.Transferring facility’s emergency physician assumes medical control.
6.Recieving facility’s emergency physician assumes medical control.
It is advisable that a medical responsibility policy determination be made in advanced by hospitals according to the needs, patient requirements, and their unique situation. This may be done through a transfer committee or other appropriate means Optimal patient care and safety are the primary consideration. Transferring physician should be immediately available or make other arrangements for medical control communication via radio, cell phone, or telephone when executing emergency transfers. If there is a communication failure, the transferring facility’s emergency physician should be the first default on-line contact, and the receiving facility’s  emergency physician second.
Three categories of medical controle during interfacility transport are:
Offline:  Written orders 
Offline:  Protocol Online: transferring physician available for voice communication with transfer personnel. 
Equipment: All equipment at the level of  licensed service as specified by the State of Idaho EMS Bureau.
Procedures: EMS providers may perform procedures within the scope of their license and protocols if clinically appropriate, and in consultation of medical  control if necessary. 
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COMMUNICATIONS

EMTs transporting patients should advise the receiving hospital of  patients transport status, I, II, III. This needs to be accomplished in a timely manner.
In the event of a Mass Casualty, the receiving hospital needs to be informed of the approximant amount of patients and their approximant status.

VHF Radio
EMS may establish contact with a medical control physician via VHF radio on one of the assigned medical frequencies F1 155.340 MHz and F2 155.280 MHz . Due to the extreme topography of Lemhi County, EMS has the ability to communicate the Lemhi County’s Sheriff’s Office via the extensive repeater system. In the event EMS personnel are unable to communicate with local medical control or State Communication, relayed information can be accomplished by utilizing Lemhi County’s repeater system. Repeater names and location are:
Baldy Repeater South West of Salmon, Ramsey Repeater East Hwy 28 near Lemhi, Stein Repeater  Hwy 93 N  
Landline
EMS may establish contact with a medical control physician via direct communications with a telephone either hard line or cellular phone, this is a preferred method in the event of needing medical direction on discontinuing CPR, medical consultation, or to transmit pertinent patient  information, such as name, incident, other private medical history.

VHF Medical Frequency Communication steps:
Initiate call to appropriate hospital and identify:
Destination to hospital
Ambulance unit calling
Status of patient, age
Vital signs
Pre hospital treatment rendered
Approximant ETA 
											


Communications Failure									   

In case of communications failure with medical control due to equipment (cell phone, landline, IHERN)
Malfunction or due to incident location, the following will apply:
EMS personnel may, within limits of their certification, perform necessary Basic/I85 procedures that, under normal circumstances, would require a direct physician order.

These procedures shall be the minimum necessary to prevent the loss of life or the critical deterioration of a patient’s condition.

All procedures performed under this order and the conditions that created the communication failure need to be thoroughly documented.

Attempts must be made to establish contact with medical control as soon as possible.															                                 10

Allergic Reaction/Anaphylaxis – Adult							      

DEFINITION: Anaphylaxis is suspected exposure to an allergen AND one or more of the following:
· severe respiratory distress;
· airway compromise/impending airway compromise (wheezing, swelling of the lips/tongue, throat tightness);
· Signs of shock (including systolic BP < 90).

Basic/Intermediate-85 Standing Orders
Routine Patient Care.
Caution needed when administering epinephrine to patients with history of CAD, HTN, ect.
If patient has signs and symptoms of an allergic reaction (hives, itch, anxiety) but otherwise 
hemo-dynamically stable, contact medical control for further direction. Follow State of Idaho protocols for administration of EPI-Pin.
DO NOT delay transport, except for epinephrine administration.
Consider ALS intercept when appropriate .
Intermediate-85 					
Establish IV of 0.9% Normal Saline at KVO. Consider 250-500cc bolus if patient is hemo-dynamically unstable
Allergic Reaction/Anaphylaxis – Pediatric								   

Anaphylaxis is suspected exposure to an allergen AND one or more of the following:
· severe respiratory distress;
· airway compromise/impending airway compromise (wheezing, swelling of the lips/tongue, throat tightness);
· signs of shock (including systolic BP < 90).
Basic/Intermediate-85 Standing Orders
Routine Patient Care.
.	If patient has signs and symptoms of an allergic reaction (hives, itch, anxiety) but otherwise hemodynamically stable, contact medical control for further direction. 
For anaphylaxis Follow State of Idaho protocols for administration of EPI-Pen, for pediatric patient. (see appendix A)
DO NOT delay transport, except for epinephrine administration.
Consider ALS intercept when appropriate.
Establish IV access, administer fluids to maintain systolic pressure > 90mmHg
If hypotensive, infuse  0.9% Normal Saline 20ml/kg.
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Asthma/COPD/ Chemical/Substance Induced Reparatory  Distress  - Adult				 
 	Basic Standing Orders
Routine Patient Care.
Wear N95 mask if bioterrorism related event or highly infectious agent suspected.
Administer oxygen at appropriate rate for patient’s condition and medical history.
Patients with COPD, who are on home oxygen, increase their rate by 1-2 liters per minute.
Attempt to keep oxygen saturation above 90%, increase the rate with caution and observe for fatigue, decreased mental status, and respiratory failure.
If available request ALS intercept/intervention ASAP.
											
*Assist patient with his/her own MDI, if appropriate; only MDIs containing beta adrenergic broncodilators (e.g., albuterol, Ventolin, Proventil, Combivent) may be used: Follow State of Idaho Protocol. Contact medical control if delayed.
Intermediate -85 Standing Orders
IV access, administer cautiously fluid to maintain systolic BP > 90 mmHg.
For patient exhibiting signs/symptoms consistent with CHF, Run IV  TKO ,watch for fluid overload

Asthma/ Chemical/Substance Induced Reparatory  Distress  -Pediatric				 
Basic Standing Orders
Routine Patient Care.
Wear N95 mask if bioterrorism related event or highly infectious agent suspected.
If suspected epiglottitis, limit evaluation/interventions to only those absolutely necessary.
If available request ALS intercept/intervention ASAP.
*Assist patient with his/her own MDI, if appropriate; only MDIs containing beta adrenergic bronco-dilators (e.g., albuterol, Ventolin, Proventil,) may be used: contact medical control if delayed.
For patient with croup, provide humidified oxygen
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Diabetic Emergencies- Adult									       

DEFINITION: Hypoglycemia is glucose level< 80mg/dl with associated mental status changes.

Basic Standing Orders
Routine Patient Care.
Obtain glucose reading via glucose-meter, if you are  trained and authorized per Medical Director per    patient/or family member.
If patient can swallow and hypoglycemia is present, administer oral glucose preparation.
If Patient cannot take glucose by either oral or intravenous method. Administer Glucagon, if available and you are trained and authorized to do so
Intermediate-85 Standing Orders
Obtain glucose reading via glucometer.
IV access, obtain blood sample and administer fluid, of 0.9% Normal Saline to maintain systolic pressure>90 mmHg.
If glucose level is <80mg/dl with signs and symptoms of hypoglycemia administer Dextrose 5% W
If Patient cannot take glucose by either oral or intravenous method. Administer Glucagon, if available and you are trained and authorized to do so. (State of Idaho EMS protocol Administration of GLUCAGON


 Diabetic Emergencies- Pediatric								                

DEFINITION: Hypoglycemia is glucose level< 80mg/di with associated mental status changes.

Basic /Intermediate-85 Standing Orders
Routine Patient Care.
Obtain glucose reading via glucometer, (State of Idaho EMS protocol)
If patient can swallow and hypoglycemia is present, administer oral glucose preparation.
Contact medical control for IV access, in fluid intervention. If Patient cannot take glucose by either oral or intravenous method. Administer Glucagon, if available and you are trained and authorized to do so. (State of Idaho EMS protocol Administration of GLUCAGON
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BLOOD GLUCOMETRY						IDAHO EMS PROTOCOLE

	INDICATIONS
· Abnormal mental status
OR
· Sweating with rapid heart rate
OR
· Seizure
OR
· Focal neurological deficit
OR
· Behavioral change


 1. Before using the blood glucometer the provider must:

·  Be Trained and have demonstrated competency with the specific device before used
· Confirm the device is working properly including calibration.
· Confirm the test strips are not expired.
2. Procedure:
· Prepare the device according to the manufacturer’s instructions
· Explain the procedure to the patient.
· Obtain verbal consent, if possible, from patient or family.
· Use body substance isolation procedures
· Cleanse the puncture site prior to obtaining blood sample
· Obtain a drop of blood
· Apply the blood to the test strip according to the manufacturer’s instructions
· Obtain and record the reading from the device
· Apply a dressing to the patients puncture site
· Properly dispose of the test supplies
· Continue your assessment and treatment of the patient
Note:
1. According to the 2010-1 EMSPC Standards Manual, automated blood glucometry is an optional skill for the EMT
 	2. The EMT must obtain EMS Bureau-specified training prior to skill credentialing.
	3. The EMT must perform automated blood glucometry in accordance with this EMSPC protocol.
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GLUCAGON									IDAHO EMS PROTOCOLE

	INDICATIONS:

· Patient is known (via blood glucometry or other laboratory method) to be hypoglycemic
(less than 80)
AND
· Patient cannot take glucose by either oral or intravenous method



 1. Before the administration of glucagon to any patient the provider must:
      Be trained and have demonstrated competency in:

· Pharmacology of the drug
· Indications for the drug
· Contraindications of the use of the drug
· Specific route of administration of the drug
· Specific product and the manufacturer’s instructions for administration
2. Procedure:
· Confirm the patient is hypoglycemic
· Explain the procedure to the patient and or family
· Obtain verbal consent, if able
· Confirm the drug is not expired
· Use body substance isolation
· Mix the drug with the supplied diluents according to the manufacturer’s instructions
· Draw up the drug in the appropriate size syringe
· Administer the drug either intramuscularly or subcutaneously consistent with the manufacturer’s instructions for the specific product being given
· Continue your assessment and treatment of the patient
· Do not administer additional doses of glucagon to the same patient
3. Dosage:
· Adult or children> 20KG: 1mg
· Children < 20KG: 0.5mg
Note:
	1.According to the 2010-1 EMSPC Standard Manual, administration of glucagon IM or SQ is an optional skill for the EMT and AEMT
	2. The EMT and AEMT  must obtain EMS Bureau-specified training prior to skill credentialing
	3. The EMT must administer glucagon in accordance with this EMSPC protocol


.15
Stroke													       

Basic Standing Orders
Routine Patient Care.
Obtain glucose reading via glucometer if you are authorized and trained to do so.
Perform Prehospital Hospital Stroke Scale.
Determine time of onset of the symptoms.
Early notification of the emergency department.
Elevate head of the stretcher 30 degrees.
Check blood pressure bilaterally.
Consider ALS intercept when appropriate.
Intermediate85 Standing Orders
Obtain glucose reading via glucometer,
IV access, obtain blood sample and administer fluids to maintain systolic pressure >90 mmHg.
Consider underlying causes.


Prehospital Stroke Scale:
Abnormal finding of any part of the exam may indicate an acute stroke.



FACIAL DROOP
Normal:	;	Both sides of the face move equally well.
Abnormal	;	One side of the face does not move as well as the other side.
 
ARM DRIFT
Normal	:	Both arms move the same or both arms don’t move at all.
Abnormal	;	One arm does not move or one arm drifts down compared to the other.

SPEECH
Normal	: 	Patient says correct words without slurring.
 (Ask patient to repeat a phrase such as, “you can’t teach an old dog new tricks.”)
Abnormal	:	Patient slurs words, says wrong words or is unable to speak.
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Hyperthermia (Environmental)									       

Mental Status change in the heat-challenged victim signal the onset of potentially sever heat related illness and heat stroke. Mortality and morbidity are directly related to the length of time the victim is subjected to the heat stress. Consider pharmacological causes as well.

[bookmark: OLE_LINK3][bookmark: OLE_LINK4]Basic Standing Orders
Routine Patient Care.
Move victim to cool area and shield from sun or any external heat source.
Remove as much clothing as is practical and loosen any restrictive garments remaining.
If alert and oriented give small sips of cool liquids.
Monitor and record vital signs and level of consciousness.
If temperature > 104 F (40C) or if altered mental status: begin active cooling by:
Continually mist the exposed skin with tepid water while fanning the victim
Trunked( the trunk of the body) ice packs may be used, but are less effective than evaporation
Discontinue active cooling if shivering occurs and notify medical control

Intermediate85 Standing Orders
IV access, obtain blood sample and administer fluids to maintain systolic blood pressure >90 mmHg.
IV bolus of 250cc ml 0.9 Normal Saline. May repeat if systolic pressure <100 mmHg.
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	Hypothermia (Environmental)								

Basic Standing Orders
Routine Patient Care.
Avoid rough movement and excess activity.
Prevent further heat loss:
· Insulate from the ground/water.
· Move to a warm environment.
· Gently remove any wet cloths.
· Cover with warm blanket. Cover the head and neck.
*Obtain temperature _ (rectal temp preferred as appropriate).
*Maintain horizontal position.
*Trunkal warm packs.
*Consider covering patient’s mouth and nose with surgical mask to prevent respiratory heat loss.
*A minimum of 30 to 50 second assessment of pulse is necessary to confirm pulse-less/ cardiac arrest.
*Apply cardiac monitor/AED if available. If  V.F. is present diliver1 shocks followed by 2 minuets of        CPR , up to 3 shock may be delivered.
* If unsuccessful perform CPR. CPR is preformed with both the rate of chest compressions and ventilations are at current AHA Guild-lines . Do not initiate compressions if any palpable pulse is present.
Intermediate85 Standing Orders
IV access, obtain blood sample and administer fluids to maintain systolic blood pressure >90 mmHg		If  core temperature < 30°C;
Continue CPR
Limit defibrillation to a maximum of 3

If core temperature < 30°C;
Continue CPR
Repeat defibrillation /ventricular tachycardia as core temperature rises.
 
Severe Levels of Hypothermia and Associated Symptoms
	Mild
	97°F------95°F
36.1°c----35°c
	Cold sensation, shivering, unable to perform complex tasks with hands

	Moderate
	95°°F-----93°F
35°C----33.9°C
	Intense shivering, clumsy and uncoordinated, mild confusion, slow and labored movements.

	
	93°F-----90°F
33.9°C---32.2°C
	Violent shivering, difficulty with speech, sluggish thinking mild amnesia, may appear drunk.

	Severs
	90°F------86°F
32.2°C----30°C
	Shivering stops, unable to walk, incoherent, irrational

	
	<86°F (30°C
	Progressive stupor to unconsciousness, loss of awareness

	
	<82°F  (27.8°C
	Unconscious, respiration and heartbeat erratic, pulse not palpable, pulmonary edema, cardiac and respiratory arrest, death
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OBSTETRICAL EMERGENCIES

BASIC STANDING ORDERS
Routine Patient Care.
Gather specific information:
· Length of pregnancy, previous pregnancies, last menstrual period, due date, pre-natal care, number of expected babies, drug use.
· Signs of near delivery; membrane rupture (“water broke”) or bloody show, contractions, urge to move bowels, urge to push, etc.
·  Signs of pre-eclampsia: hypertension, swelling of face and/or other extremities.
Expose as necessary to assess for bleeding, crowning, prolapsed cord, etc.
Do not digitally examine or insert anything into vagina. Exceptions: to manage baby’s airway in breech presentation or the treat prolapsed cord as below, may insert hand.
CONTACT MEDICAL CONTROL IF;
· Active labor and delivery is imminent
· Post-partum hemorrhage.
· Breech presentation.
· Prolapsed cord.
Place mother in left-lateral recumbent position except as noted.
Prolapsed cord: Knee-chest position or Trendelenberg position; immediately and continuously support infant head or body with your gloved hand to permit blood flow though the cord. Transport at once to closest hospital.
Consider ALS intercept
Intermediate -85 Standing Orders
For third-trimester bleeding, pre-eclampsia, placenta previa, breech presentation, post-partum hemorrhage: initiate IV- 09% (normal saline) @ TKO and consider fluid bolus of 250 ml for active bleeding
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Neonatal Resuscitation										   

Basic/Intermediate85 Standing Orders

Routine Patient Care.
Suction  the mouth and nose with a bulb syringe immediately upon delivery of the head before stimulation or initiation of ventilation if meconium staining is present.
If APGAR is<6 at 1 minute, or meconium present, start resuscitation.
Leave at least 6 inches of newborn’s umbilical cord when cutting the cord.
Note the 1- minute and 5-minute APGAR score. Continue to assign scores every five minutes thereafter as long as the APGAR score is less than 7.
Rapidly warm the neonate and provide tactile simulation by flicking the soles of the feet and/or rubbing the back.
Chest compressions if heart rate is less than 60 bpm.
Wrap the infant in dry linens and cover the head.



APGAR SCORES
	Sign
	Score = 0
	Score = 1
	Score = 2

	Heart Rate
	Absent
	Below 100
	Above 100

	Respiratory Effort
	Absent
	Weak, Irregular or gasping
	Good, crying

	Muscle tone
	Flaccid
	Some flexion of extremities
	Well flexed, or active movement of extremities

	Reflex Irritability
	No response
	Grimace or weak cry
	Good cry

	Color
	Blue all over, or pale
	Acrocyanosis
(persistent bluish discoloration of extremities including hands, feet and parts of face)
	Pink all over
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Pain Management											       
Basic Standing Orders

Routine Patient Care.
Place the patient in a position of comfort if possible.
Give reassurance, psychological support and distraction.
Use ample padding for long and short spinal immobilization devices.
Use ample padding when splinting possible fractures, dislocations, sprains and strains. Elevate injured extremity if possible. Consider application of cold pack for 30 minutes.
Have the patient rate their pain on a 0 to 10 (or similar) scale*. Reassess patient’s pain level and vital signs every 5 minutes.

Intermediate85 Standing Orders
IV access, administer fluids to maintain systolic BP .90 mmHg.

Contact medical control For guidance with all patients with altered mental status, multi-systems trauma or abdominal pain.
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Fever (<101.5°F/38.5°C)Adult								           	
This protocol is not intended for patients suffering from environmental hyperthermia 

Basic/Intermediate85 Standing Orders
Routine Patient Care
Wear n95 mask if bioterrorism related event or highly infectious agent suspected.
Passive cooling; remove excessive clothing/bundling.
Do not cool to induce shivering.
	IV access, administer fluids to maintain systolic BP >90 mmHg

Fever (<101.5°F/38.5°C)Pediatric								           	
This protocol is not intended for patients suffering from environmental hyperthermia (protocol 2.5).

Basic/Intermediate85 Standing Orders
Routine Patient Care
Wear n95 mask if bioterrorism related event or highly infectious agent suspected.
Obtain temperature.
Passive cooling; remove excessive clothing/bundling.
Do not cool to induce shivering.
	IV access, administer fluids to maintain systolic BP >90 mmHg

Poisoning/Substance Abuse/Overdose – Adult							     

Basic Standing Orders
Remove patient from additional exposure.
Routine Patient Care.
Absorbable poison:
Remove clothing and fully decontaminate.
If eye is involved; irrigate at least 20 minutes without delaying transport.
Inhale/injection poison:
Administer high-flow oxygen.
NOTE: Pulse oximetry may not be accurate for toxic inhalation patients
Ingested Poison:
Consider activated charcoal. (Follow State of Idaho Protocol see appendix A).
Bring container to receiving hospital.
Envenomations:
Immobilize extremity in dependant position. Consider ice pack for bee sting.
Consider ALS intercepted/Air Medical Transport.
Intermediate85 Standing Orders
IV access, administer fluids to maintain systolic blood pressure>90mmHg.


													
	
													22

Poisoning/Substance Abuse/Overdose – Pediatric						              

Basic/ Intermediate 85 Standing Orders
Remove patient from additional exposure.
Routine Patient Care.
Absorbable poison:
Remove clothing and fully decontaminate.
If eye is involved; irrigate at lease 20 minutes without delaying transport.
Inhale/injection poison:
Administer high-flow oxygen
NOTE: Pulse oximetry may not be accurate for toxic inhalation patients
Ingested Poison:
Bring container to receiving hospital.
Envenomations:
Immobilize extremity in dependant position. Consider ice pack for bee sting.
IV access, administer fluids KVO,	Obtained blood sugar
Consider ALS intercepted/Air Medical Transport

Seizure_- Adult											     

Basic Intermediate85/ Standing Orders
Routine Patient Care.
Do not attempt to restrain the patient; protect patient from injury.
History preceding seizure is very important. Find out what precipitated seizure (e.g. medication non-compliance, active infection, trauma, hypoglycemia, substance abuse, third-trimester pregnancy, ect.).
When appropriate Request ALS interception for ongoing or recurrent seizure activity. 
Obtained blood sugar if you are trained and authorized per medical director 
IV access, and administer fluid to maintain systolic blood pressure>90mmHg.
If blood glucose reading less than 80mg/dl, see  Diabetic Emergencies Protocol 
When appropriate, request ALS interception for ongoing or recurrent seizure activity. 
Seizure_- Pediatric										              
Basic Standing Orders
Routine Patient Care.
Do not attempt to restrain the patient; protect patient from injury.
History preceding seizure is very important. Find out what precipitated seizure (e.g. medication non-compliance, active infection, trauma, hypoglycemia, substance abuse, fever, ect.).
Obtain patients temperature.
Obtained blood sugar if you are trained and authorized per medical director 
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Nausea/Vomiting											    

Basic Standing Orders
Routine Patient Care.
Intermediate85 Standing Orders
IV access, administer fluid to maintain systolic blood pressure>90mmHg


Bradycardia (Symptomatic) – Adult								      
Basic Standing Orders  
Routine Patient Care.
When appropriate, request ALS interception.
Intermediate85 Standing Orders
IV access, and administer fluid to maintain systolic blood pressure>90mmHg
When appropriate, consider ALS interception.

Bradycardia (Symptomatic) – Pediatric								

Heart Rate Criteria:
	Age 
	HR (bpm)
	SBP (mmHg)

	Newborn
	<90
	<50

	6mo-3yrs
	<80
	<70

	4-8yrs
	<70
	<80

	8-12yrs
	<60
	<85


Basic/Intermediate85 Standing Orders
Routine Patient Care.
Consider underlying causes of bradycardia (e.g. hypoxia).
Provide high-flow oxygen and consider assisting ventilation.
Begin/continue CPR in peadiatric if HR<60 and hypoperfusion.
When appropriate, consider ALS interception
IV access, and administer fluid @ KVO.

Tachycardia – Adult											       
Basic/ Intermediate 85/Standing Orders
Routine Patient Care
IV access, and administer fluid to maintain systolic blood pressure>90mmHg
When appropriate, consider ALS interception
 Be prepared to do CPR

Tachycardia – Pediatric									                
Basic/Intermediate -85  Standing Orders
Routine Patient Care
IV access, and administer fluid to maintain systolic blood pressure>90mmHg
When appropriate, consider ALS interception
            Be prepared to do CPR
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Acute Coronary Syndromes									           	    
Basic Intermediate  -85 / Standing Orders
Routine Patient Care
Obtain information on if patient has taken Aspirin 324 mg PO (chewable). If patient states that they have not or that they cannot take ASA (see contraindications) or “doctors orders” call medical control for further direction.
Administer oxygen at a rate to keep oxygen saturation above 90%
Facilitate administration of patient’s own nitroglycerin if SBP>90      
IV access, obtain blood sample and administer fluid to maintain systolic blood pressure>90mmHg
           
SALMON ADVANCED EMTS AMBULANCE SERVICE
ASPIRIN FOR CHEST PAIN OF SUSPECTED ISCHEMIC ORIGIN
INDICATIONS						CONTRAINDICATIONS

PATIENT COMPLAINS OF CHEST PAIN 			PATIENT IS ALLERGIC TO ASPIRIN

THE PATIENT COMPLAINS OF ANY OTHER 		             PATIENT IS BEING TREATED FOR
SIGNS AND SYMPTOMS LISTED BELOW		                        A BLEEDING ULCER

THE POSSIBILITY OF HEART TROUBLE EXISTS		PRESENTLY OVERTLY BLEEDING	

DO NOT GIVE IF PRESENTLY TAKING COUMADIN	
					
							PRECAUTIONS

							DO NOT GIVE TO CHILDREN 
							UNDER 12 YEARS OF AGE

							DO NOT GIVE IF THE PATIENT HAS HAD 
							RECENT HEAD TRAUMA


						SIGNS AND SYMPTOMS								

*CHEST DISCOMFORT. MOST HEART ATTACKS INVOLVE DISCOMFORT IN THE CENTER OF THE CHEST THAT LASTS MORE THAN A FEW MINUTES, OR THAT GOES AWAY AND COMES BACK. IT CAN FEEL LIKE UNCOMFORTABLE PRESSURE, SQUEEZING, FULLNESS OR PAIN.   
· DISCOMFORT IN OTHER AREAS OF THE UPPER BODY. SYMPTOMS CAN INCLUDE PAIN OR DISCOMFORT IN ONE OR BOTH ARMS, THE BACK, NECK, JAW OR STOMACH. 
· SHORTNESS OF BREATH WITH OR WITHOUT CHEST DISCOMFORT.  
· OTHER SIGNS MAY INCLUDE BREAKING OUT IN A COLD SWEAT, NAUSEA OR LIGHTHEADEDNESS    
AS WITH MEN, WOMEN'S MOST COMMON HEART ATTACK SYMPTOM IS CHEST PAIN OR DISCOMFORT. BUT WOMEN ARE SOMEWHAT MORE LIKELY THAN MEN TO EXPERIENCE SOME OF THE OTHER COMMON SYMPTOMS, PARTICULARLY SHORTNESS OF BREATH, NAUSEA/VOMITING, AND BACK OR JAW PAIN.
1. ASSESS THE PATIENT, TREAT ABC PROBLEMS, OBTAIN BASELINE VITALS, AND CONSIDER TRANSPORT PLAN BASED ON GENERAL IMPRESSION
2. ADMINISTER OXYGEN AT 15L PER NON-REBREATHER MASK
3. CHECK TO SEE IF THE PATIENT HAS ALREADY TAKEN ANY ASPIRIN. GIVE ASA PER  NORMAL EVEN IF THEY HAVE ALREADY TAKEN ASPIRIN
4. HAVE THE PATIENT CHEW 4 TABLETS OF 81MG EACH OF ASPIRIN (324 MG)
5. RECORD THE TIME OF ADMINISTRATION, DOSE ADMINISTERED AND PATIENT RESPONSE
6. TRANSPORT PROMPTLY AND CONTINUE TO REASSESS THE PATIENT
7. CONTACT MEDICAL CONTROL IF NEEDED
25

Congestive Heart Failure (Pulmonary Edema)							      
Routine Patient Care
Place patient in semi-sitting or full sitting position
Administer oxygen at a rate to keep oxygen saturation above 90%
Facilitate administration of patient’s own nitroglycerin if SBP>90 (see Idaho specific protocol
 	Appendix A).
Intermediate 85Standing Orders
IV access, administer fluid to maintain systolic blood pressure>90mmHg

													
Cardiac Arrest – Adult										

Basic Standing Orders
Routine Patient Care.
*If the patient is unresponsive and CPR has not been started yet, begin providing chest compressions and rescue breaths at a ratio of 30 compressions to two breaths, continuing until an AED arrives 
*Turn on AED remove clothing from patient’s chest area. Apply pads to the chest one just right of the breastbone (sternum) just below the collarbone (clavicle), the other on the left lower chest area with the top of the pad 2” to 3” below the arm pit.
*Stop CPR
*Press the Analyze button if there is one, if not wait for the AED to analyze the cardiac rhythm.
* If no shock is advised, perform five cycles of CPR (2 minutes), reanalyze  the cardiac rhythm.
* If a shock is advised, recheck to make sure the all is clear, and deliver a shock, After the shock is delivered, immediately resume CPR beginning with chest compressions if the patient remains pulse-less and apnic, for  two minutes  (5 cycles).
* Repeat analyzing the cardiac rhythm deliver shock if indicated.
* After the shock is delivered, immediately resume CPR beginning with chest compressions if the patient remains pulse-less and apnic, for two minutes (5 cycles).
*Prepare patient for transport. Transport continuing chest compressions and ventilations, ventilate with high flow oxygen with BVM or barrier device if available.  

For Traumatic Cardiac Arrest:
	Minimize on scene time, stabilize/control traumatic injuries if possible, Start CPR
OR
Consider termination of efforts or not attempt resuscitation if (see DNR Order Protocol and/or Special Resuscitation Situations and Exceptions Protocol).								
Intermediate  -85 Standing Orders
Document presenting cardiac rhythm.
Airway management as appropriate and trained.
Consider treatable causes; overdose, hypothermia, poisoning. Treat as per specific protocol.
IV access, administer fluid to maintain systolic blood pressure>90mmHg
For Asystole:
 Contact Medical control; consider termination of efforts (see Special Resuscitation Situations and Exceptions Protocol).
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For PEA:									
	Bolus IV 0.9 normal saline 250-500ml
           Consider causes, Hypothermia, tension pneumothorax, cardiac tamponde.
	Continue therapy as indicated by rhythm
For Trauma;
	Do not delay transport for IV, or advanced airway management.
	IV 1 or 2 large bore lines en route, wide open
	

Cardiac Arrest – Pediatric										

Basic/ Standing Orders
Routine Patient Care.
*Start CPR,  patients age 0-1  30:2 one person rescuer 15:2 two rescuer.
* Patients 1year to onset of puberty; Start CPR if not in progress, (30:2 one person rescuer 15:2 two  rescuer), CPR  is to be administered for  five cycles prior to use of AED.
 *AED according to the manufacturer’s instructions and follow prompts. AED use in pediatric patients should be used with pediatric-sized pads and a dose- attenuating system. However, if these are unavailable, you should use  adult size pad, placement of pads one in front and one on the anterior potion of the trunk. 
* Repeat analyzing the cardiac rhythm deliver shock if indicated.
* After the shock is delivered, immediately resume CPR beginning with chest compressions if the patient remains pulse-less and apnic, for  two minutes  (5 cycles).
Prepare patient for transport. Transport continuing chest compressions and ventilations, ventilate with high flow oxygen with BVM or barrio devise if available.  
IV 1 or 2 large bore lines, TKO
For Trauma:	
*Minimize on scene time, stabilize/control traumatic injuries if possible, Start CPR
IV 1 or 2 large bore lines en route, wide open

OR
*Consider termination of efforts or not attempt resuscitation if (see DNR Order Protocol  and/or Special Resuscitation Situations and Exceptions Protocol). 
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DO NOT RESUSCITATE (DNR) ORDERS                                                 IDAHO EMS GUIDELINE
INDICATIONS:
Patient is in respiratory or cardiac arrest
AND
Patient has an intact, original DNR order (or
signed and dated photocopy of original),
bracelet or necklace
OR
Patient's physician has written a DNR order
for this patient for this interfacility transport or
a patient has a DNR order from another state.
CONTRAINDICATIONS:
The comfort ONE/DNR order has been
revoked by the patient, legal surrogate, or
attending physician.
comfort ONE/DNR order (or photocopy of
original, bracelet or necklace) is not
physically present or has been defaced or destroyed.
Family members vigorously and persistently
insist on resuscitation.
1. Perform routine patient assessment, resuscitation, or other medical interventions until
comfort ONE status is confirmed.
2. If unaltered comfort ONE order, photocopy, bracelet or necklace is found, obtain
reasonable assurance that the patient is the person for whom the order was written.
3. If DNR status is confirmed: EMS PROVIDERS MAY PROVIDE COMFORT CARE
Open the airway
Suction the airway
Administer Oxygen
Position for Comfort
Provide Emotional Support
Control Bleeding
Apply Splints
Administer pain medication in accordance with scope of practice and local protocol.
4. If DNR status is confirmed: EMS PROVIDERS MAY NOT
Initiate CPR
Provide Ventilator Assistance
Initiate Cardiac Monitoring
Defibrillate
Administer Resuscitative Medications
5. If resuscitative efforts have been started before learning of a valid comfort ONE DNR
order, stop those resuscitative efforts.
6. If it is determined the patient is not a comfort ONE DNR patient or does not have a DNR
order from another state or a DNR order for this interfacility transfer, proceed with all
resuscitative efforts within scope of practice. Contact medical control for any permission to
discontinue.
7. Revoking the comfort ONE DNR order may only be done by the patient, (regardless of
mental status), legal surrogate, or attending physician, either verbally, or by removing the
bracelet or necklace or destroying the original form and/or photocopy with patient. If
revoked, perform full resuscitation.
8. The DNR order may be disregarded only if there is a good faith belief the order has been
revoked, to avoid confrontation or if ordered to do so by the attending physician.
9. Complete the Idaho EMS Patient Care Report Form using applicable boxes. State in the
narrative how the patient was identified, events occurring during the EMS run, any verbal   
attending physician orders and patient outcome                  
												                28
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Abdominal Injuries (Penetrating) – Adult							       

Basic/ Intermediate 85 Standing Orders
Routine Patient Care.
Cover open wounds with occlusive dressings.
Stabilize all impaled objects as found; do not remove them.
Cover evisceration-type wounds with moist sterile dressings.
Do Not attempt to place organs back into body.
With hemodynamic compromised and signs and symptoms of shock place patient in Trendelenberg position.
Consider air medical transport/trauma center if indicated and appropriate.
[bookmark: OLE_LINK5][bookmark: OLE_LINK6][bookmark: OLE_LINK15][bookmark: OLE_LINK16]IV access, large bore (12g-16g) administer fluid to maintain systolic blood pressure>90mmHg
		Do not delay transport for IV access.
With hemodynamic compromised and signs and symptoms of shock;
250 ml fluid bolus
Establish second line 0.9 Normal saline large bore (12g-16g)  1 @ KVO.



Abdominal Injuries (Penetrating) – Pediatric					                
Basic/Intermediate85 Standing Orders
Routine Patient Care.
Cover open wounds with occlusive dressings.
Stabilize all impaled objects as found; do not remove them.
Cover eviscerations-type wounds with moist sterile dressings.
Do Not attempt to place organs back into body.
With hemodynamic compromised and signs and symptoms of shock place patient in Trendelenberg position.
Consider air medical transport/trauma center if indicated and appropriate
IV access 0.9 Normal saline @ KVO
Contact medical direction on fluid replacement.					

Drowning/Submersion Injuries							       	               
  	
Basic Intermediate85 / Standing Orders
Routine Patient Care.
Assume C-spine injury and stabilize C-spine.
Obtain specific history: time, temperature, associated trauma, etc.
Begin resuscitation efforts while removing the patient from the water.
Consider hypothermia.
Consider patient with submersion injuries should be transported to hospital.
Consider termination of efforts (Special Resuscitation Situations and Exceptions Protocol).
	IV access, and administer fluid to maintain systolic blood pressure>90mmHg
Consider advanced airway techniques.
														30


Eye and Dental Injuries										     

EYE

Basic Intermediate 85 / Standard Care
Routine Patient Care
Obtain visual history (use of corrective lenses, surgeries, use of protective equipment).
Obtain visual acuity, if able.
Chemical irritants: flush with copious amounts of water, or normal saline.
Thermal burns to eyelids: patch both eyes with cool saline compress.
Impaled object: immobilize object and patch both eyes.
Puncture wound: place protective device over both eyes (e.g. eye shield). Do not apply pressure.
Foreign body: patch both eyes gently.
In the event patient is unable to close eyelids, keep eye moist with sterile saline compress.
[bookmark: OLE_LINK7][bookmark: OLE_LINK8]IV access, administer fluid to maintain systolic blood pressure>90mmH


Dental Avulsion

Basic/Intermediate 85Standing Orders
Routine Patient Care.
Dental avulsion should be placed in an obviously labeled container with normal saline or milk.		

[bookmark: OLE_LINK9][bookmark: OLE_LINK10]
Burns (Thermal) – Adult									                  

Basic Intermediate85/ Standing Orders
Routine Patient Care.
Stop burning process. Remove jewelry.
Decontaminate patient as appropriate.
Assess patient’s airway for evidence of smoke inhalation or burns: soot around mouth or nostrils, singed hair, carbonaceous septum. Maintain patent airway.
Determine extent of burn using Rule of Nine. Determine depth of injury.
If a partial thickness burn (2°) is less then 10 % body surface area, apply cool water, wet towels for a maximum of 15 minutes to burned area. Prolonged cooling may result in hypothermia. Maintain body heat.
Cover burns with dry, sterile sheet or, dry sterile dressings.
Do not apply any ointments, creams or gels to burn area.
Consider air medical transport directly to burn center.
IV access, administer fluid to maintain systolic blood pressure>90mmHg
If partial thickness (2°) or full thickness (3°) burns > 10% BSA consider: 250 ml fluid bolus.
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	Burns (Thermal) – Pediatric							                            
Basic/Intermediate85 Standing Orders
Routine Patient Care.
Stop burning process. Remove jewelry.
Decontaminate patient as appropriate.
Assess patient’s airway for evidence of smoke inhalation or burns: soot around mouth or nostrils, singed hair, carbonaceous septum. Maintain patent airway.
Determine extent of burn using Pediatric Rule of Nine. Determine depth of injury.
If a partial thickness burn (2°) is less than 10 % body surface area, apply cool water, wet towels for a maximum of 15 minutes to burned area. Prolonged cooling may result in hypothermia. Maintain body heat.
Cover burns with dry, sterile sheet or, dry sterile dressings.
Do not apply any ointments, creams or gels to burn area.
Consider air medical transport directly to burn center.
IV access and contact medical control for fluid replacement therapy.

Adult Rule of Nine
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Pediatric Rule of nine
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Traumatic Brain Injury									           	

Basic/ Intermediate85Standing Orders
Routine Patient Care
If breathing is inadequate ventilate with 100% oxygen utilizing normal ventilation parameters.
Continually monitor SBP.
Assess and document pupillary response and Glasgow Coma Scale every 5 minutes.
If SBP > 110mmHg, elevate head of backboard 15-30 degrees.
Consider ALS intercept/air medical transport.
If signs of cerebral herniation are present, such as:
SPO2<90%, GCS<9, non-reactive, dilated, or asymmetrical pupils, or persistent seizure without lucid 
period, assist ventilations at the following rate:
ADULT:	 20 bpm
CHILD:  	30 bpm
INFANT: 	35 bpm
Discontinue hyperventilation if signs/symptoms improve.
IV access, administer fluid to maintain systolic blood pressure>90mmHg

[bookmark: OLE_LINK11][bookmark: OLE_LINK12]Thoracic Injuries – Adult										       
Basic Intermediate-85/ Standing Orders
Routine Patient Care.
Open chest wound: 
Cover with non-petroleum occlusive dressing, sealed on 3 sides or commercial device; if condition deteriorates, remove the dressing momentarily then reapply.
In the case of flail segment with paradoxical movement, use positive pressure ventilation.
Consider air medical transport.
IV access, administer fluid to maintain systolic blood pressure>90mmHg
Do not delay transport for IV access.

Thoracic Injuries – Pediatric								                
Basic Intermediate 85 /Standing Orders
Routine Patient Care.
Open chest wound: 
Cover with non-petroleum occlusive dressing, sealed on 3 sides or commercial device; if condition deteriorates, remove the dressing momentarily then reapply.
In the case of flail segment with paradoxical movement, use positive pressure ventilation.
Consider air medical transport.
IV access, 0.9 normal saline @KVO contact medical control for further direction.
Do not delay transport for IV access
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 Upper Airway Suctioning 
Critical Indications:
Obstruction of airway(secondary to secretions, blood, and/or any other substance) in a patient currently being assisted with an airway adjunct such as NPA , OPA tube, Combi-tube/King Airway, tracheostomy tube or a cricothyrotomy tube.
Procedure:
	Ensure the suction device is operable.
Preoxygenate the patient.
Keep an aseptic technique, attach the suction catheter to the suction unit.
If applicable, remove devices from airway.
Insert sterile end of catheter into the tube without suction. Insert until resistance is met, pull back approximately 1-2 cm.
Once the desired depth is met apply suction by occluding the port and slowly remove the catheter from the tube, using a twisting motion.
Suction duration should not exceed 15 seconds.
May use saline flush to loosen and facilitate suctioning.
Reattach the ventilation device and oxygenate the patient.

	AIRWAY/BREATHING

	AIRWAY/BREATHING GUIDELINES



	GUIDELINES OF AIRWAY ASSESSMENT

	PARTIAL OBSTRUCTION
· May include coughing with some air movement. Give 100% Oxygen and encourage the patient to cough. Monitor for change. Transport immediately.
FOREIGN BODY AIRWAY OBSTRUCTION(FBAO)
· Should be removed immediately if able, Using AHA guidelines for airway obstruction (Abdominal trusts, or on unconscious victim CPR. Visualize airway and either suction or sweep out liquids and other materials Solids must be with finger or instrument.


	GUILDLINES OFBREATHING ASSESSMENT

	STRIDOR
· High pitched crowing sound caused by obstruction of upper airway. (Epiglottis/Croup)
WHEEZING
·  A whistling or sighing sound, usually lower airway and found upon expiration (Asthma)
RALES
· Fine to course crackle representing fluid in the lower airway (CHF)
COPD
· Pulmonary disease (emphysema/chronic bronchitis) that is characterized by chronic typically irreversible airway obstruction resulting in slower rate of exhalation.
EPIGLOTTITIS
· Inflammation of the epiglottis is usually caused by Hemophilus influenza type B bacteria
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	KEY POINTS

	Airway Assessment:
· If you don’t have an airway_ you don’t have anything
· C-Spine precautions must  be considered prior to insertion of airway adjuncts. Provide manual stabilization prior to insertion
· See PEDIATRIC Section for pediatric airway management.

Breathing Assessment:
· Be sure the airway is open before assessing breathing
· When assessing breathing , observe rate, quality, and equality of chest movement.
· Maintain continual assessment when applying high flow oxygen (15 liters per non-re-breather)
· on ALL COPD patients. Some may stop breathing with long term high flow. Be prepared to support breathing with BVM.
· Always record vital signs when treating breathing problems.





	AIRWAY/BREATHING

	AIRWAY ADJUNCTS

	         ADJUNCT
	          INDICATIONS
	CONTRAINDCATIONS
	         COMMENTS

	
Suction

	Indispensable for all patients with fluid or particulate debris in airway
	
NONE
	
No more than 15 seconds per attempt

	
Modified jaw thrust
	
Initial airway maneuver for all trauma patients
	
NONE
	Does not protect against aspiration in a patient with a depresses level of consciousness

	Head Tilt Chin Lift
	Opening airway of non-trauma patient
	Potential cervical spine injury
	Same as above

	Nasal airway
	Obstruction by tongue with gag reflex present
	Potential mid-face injury. Not to be used if suspicion of Head injury
	Same as above

	Oral airway
	On all patients with the inability to maintain airway (i.e.) tongue obstruction
	Positive gag reflex
	Same as above

	King LT-D Airway
Size:
Green:  Size 2:12-25 kg
Yellow: Size:3 4-5 feet tall
Red       Size  4:5-6 feet tall
Purple  Size 5: > 6 feet tall
	Pulses/ apnic patient, inability to adequately ventilate patient with Bag Valve Mask or longer EMS transport distances.
	Positive gag reflex
Known esophageal disease, 
Ingestion of caustic substance
	Remove dentures and use caution if trauma with broken teeth.
(see procedure guide)


	Combitube
Size:
37 FR 4-5 feet tall
41 FR > 5 feet tall
	Pulses/ apnic patient, inability to adequately ventilate patient with Bag Valve Mask or longer EMS transport distances.
	Height under 4 Feet
Positive gag reflex
Known esophageal disease, 
Ingestion of caustic substance
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	Lemhi County EMS 
KING LT-D Airway Procedure



Skill Level: ILS 85 or Higher
Procedure:
1. Preoxygenate the patient.
2. Select the appropriate tube size for patient.
3. Lubricate the tub, using water soluble lubricant (KY).
4. Grasp the patients tongue and jaw with gloved hand and pull forward.
5. Remove any ill fitting dentures, suction any fluid.
6. Gently insert the tub rotating laterally 45 degrees so that the blue orientation line is touching the corner of the mouth Once the tip is at the base of the tongue, rotated the tube back to midline. Insert the airway until the base of the connector is in line with the teeth and gums.
7. Inflate the pilot balloon with 25-80 ml of air depending on the size of the device used.
8. Ventilate the patient while gently withdrawing the airway until the patient is easily ventilated.
9. Auscultate for breath sounds and the sounds over the epigastrium and look for the chest to rise and fall.
10. The large pharyngeal balloon secures the device. Inflate  Size 4 ,70 ml Size 5, 80 ml Inflation
11. Confirm tube placement using end-tidal CO2 detector.
12. It is required that the airway and tube placement be monitored continuously.

Competency Based Skill Requirements:
Maintain knowledge of the indications, contraindications, technique, and possible complication of the procedure. Assessment of this knowledge may be accomplished via quality assurance mechanisms, class room demonstrations, skills stations, or other mechanism as deemed appropriate. Assessment should include direct observation at lease quarterly per certification cycle. 



















37

	Lemhi County EMS 
Combi-tube



Skill Level: ILS 85 or Higher
Procedure:
1. Ventilate the patient per AHA guidelines (1-2 seconds per ventilation) using a BVM with supplemental oxygen for at least two minutes prior to attempting to insert the CombiTube. 
2. Select the appropriate tube size for patient.
3. Lubricate the tub, using water soluble lubricant (KY).
4. Grasp the patients tongue and jaw with gloved hand and pull forward.
5. Remove any ill fitting dentures, suction any fluid.
With patient in supine position, head placed in neutral or "sniffing" position, grasp the mandible between thumb and forefingers. If C-Spine precautions are not a factor, the patient's head may be placed in the head-tilt position to facilitate placement
6 Lift the mandible anteriorly, keeping the C-Spine aligned as appropriate. 
7 Holding the CombuTube in the other hand, with its curve towards the pharynx, insert the tip into the mouth and advance it into the phaynx and esophagus. 
8. Advance the airway gently until the black printed lines on the proximal end of the airway, straddle the teeth or gums. If any resistance is met during insertion, withdraw, re-evaluate the patient and re-attempt placement. 
9.The insertion procedure should be accomplished in less than 20 seconds. 
10.Inflate the proximal cuff with approximately 100cc's of air. you should notice the airway moving slightly as the cuff inflates and seats in the posterior oropharynx. Inflate the distal cuff with approximately 15cc's of air. 
11.Using a BVM, ventilate through the port labeled #1 (blue tube). Auscultate lung sounds bilaterally. If lung sounds are present, epigastric sounds are absent and the chest rises, it is positioned in the esophagus and continued ventilation shoud be performed. If the chest does not rise and lung sounds are not heard, or epigastric sounds are heard, attempt ventilation through the port labeled #2 (clear tube). Auscultate breath sounds again. If breath sounds are heard, the tube has been placed into the trachea and ventilation should be continued. Insure that the proximal and distal cuffs are inflated and continue ventilations. 
12. Ventilate the patient while gently withdrawing the airway until the patient is easily ventilated.
13. Auscultate for breath sounds and the sounds over the epigastrium and look for the chest to rise and fall.
14. The large pharyngeal balloon secures the device.
15. Confirm tube placement using end-tidal CO2 detector.
16. It is required that the airway and tube placement be monitored continuously.
 

Competency Based Skill Requirements:
Maintain knowledge of the indications, contraindications, technique, and possible complication of the procedure. Assessment of this knowledge may be accomplished via quality assurance mechanisms, class room demonstrations, skills stations, or other mechanism as deemed appropriate. Assessment should include direct observation at lease quarterly per certification cycle.                                   38
								                 
BLOODBORNE/AIRBORN PATHOGENS
BLOODBORNE PATHOGENS

Emergency Medical personnel should assume that all body fluids and tissues are potentially infectious with bloodborne  pathogens including HIV (causing AIDS), HBV, and HCV (causing hepatitis), and must protect themselves accordingly by use of body substance isolation (BSI).

Body substance isolation procedures include the appropriate use of hand washing, protective barriers (such as gloves, masks, goggles, etc.), and care in the use of disposal of needles and other sharp instruments. EMT’s are also encouraged to obtain the hepatitis B vaccine series to decrease the likelihood of hepatitis B transmission.

EMT’s who have exudative lesions, weeping dermatitis, or open wounds should refrain from all direct patient care and from handling patient-care equipment as they are at increased risk of transmission and reception of bloodborne pathogens through these lesions. Transmission of bloodborne pathogens has been shown to occur when the blood of the infected patient is able to come in contact with the blood of the health-care worker.

EMT’s who have had a direct bloodborne pathogen exposure should immediately wash the exposed area with soap and water and a suitable disinfectant. The exposed area should then be covered with a sterile dressing. Upon arrival at the  destination hospital, after responsibility for the patient has been transferred to the emergency department, the EMT should thoroughly cleanse the exposed site. Report the exposure to the attending Emergency Room charge RN. If the exposure is significant complete the State of Idaho Exposure Form. Contact Emergency Service Coordinator for this form. Follow post-exposure procedure (see pg 62.)

	AIRBORNE PATHOGENS
 EMTs who believe they have been exposed to an airborne pathogen may proceed a above in getting timely medical. It is expected that a properly filled out Patient Care Report will allow hospital infection control staff to contact EMTs involved in patient care where that patient was subsequently found to have a potential airborne pathogen such as Tuberculosis, Neisseria meningitis, SARS, etc.
AIRBORNE PERSONAL PROTECTIVE EQUIPMENT (APPE)
Recommended APPE consists of a fit-tested N95 respirator. In the absence of an N95 mask, the EMS providers should wear a surgical mask.
Apply APPE if the patient presents with the following signs and symptoms:
Cough
Fever
Rash
Limit the number of personnel in contact with suspected patient to reduce the potential of exposure to other providers and bystanders.
 Patients suspected of being infected with a possible airborne pathogen should be masked if tolerated. Patients requiring oxygen therapy should receive oxygen through a maskwith a surgical mask placed over the oxygen mask to block pathogen release. Close monitoring of the patients respiratory status and effort should be maintained
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Airborne pathogens continued

APPE should be in place when performing suction, airway management, and ventilation assistance.                    								 	
Limit procedures that may result in the spread of the suspected pathogen, e.g. nebulizer treatments.

Exchange of fresh air into the patient compartment is recommended during transport of a patient with a suspected airborne pathogen.

Early notification to the receiving hospital should be made such that the receiving hospital may enact its receptive airborne pathogen procedures.

DECONTAMINATION

In addition to accepted decontamination steps of cleaning surfaces and equipment with an approved solution and proper disposal on contaminated disposable equipment, the use of fresh air ventilation should be incorporated (open all doors and windows to allow fresh air after arrival at the hospital).

All personnel after contact with the patient should wash hand thoroughly with warm water and an approved hand-cleaning solution.

Ambulance equipment with airborne filtration systems should be cleaned and maintained in accordance with manufactures guidelines.
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Behavioral Emergencies including Suicide Attempts and Threats
Scene Safety
· Avoid the use of light and sirens on approach
· Secure the area and move bystanders away.
· Approach in teams of two, with one rescuer focusing on patient and other on scene control.
· Approach in calm supportive manner.
· Offer reassurance: Let them know you can help them/get them help.
· Respect the dignity and privacy of the individual.
· Keep distance from patient if the rescuers presence increases the patient’s agitation.
· Avoid care of an agitated patient in room with only a single entrance/exit, if possible.
· Position yourself to allow easy egress for either yourself or the patient.
· Never leave a rescuer alone with a potentially violent or dangerous patient.
· Do not leave an at risk or potentially dangerous patient unattended or unsupervised even briefly
· Talk in conversational tones, reflect back to them what they said (insures accuracy)
· Respond to hallucinations or delusions by talking about the patients feeling rather than what he/she is saying.
· Give firm, clear directions; one person should talk to the patient
· Explain clearly what will happen next and allow patient choice when possible
Basic/ Intermediate -85 Standing Orders:
Routine Patient Care
Observe and record patients behavior.
Determine if the patient is under the care of mental health professional and record contact information
Assess for the rick to self and others
· Ask directly “ Are you thinking about killing yourself or someone else, hurting yourself or hurting others” 
· If yes, ask directly “ Have you thought about how you will do this”
· If yes, find out if he or she has the means available, or is attempting to procure the means to carry out his/her thoughts. Ask directly , “Do you have or know where you can get{ gun, pills, rope car, etc.}”
· If yes, “Have planned out where and when you will do this?”
· If  yes,” Does anyone else know about your plans?” ( Teenagers and young adults sometimes engage in suicide pacts with another  person).
If the patient is a risk for suicide or violence towards others:
· Transport to the hospital for evaluation by mental health professionals
· If patient refuses transport, contact law enforcement for assistance
· Restrain if necessary and only for the patient’s and crew’s safety.
Restraint Notes: 
Use the minimum force necessary. Restraint is never for punitive reasons.
Frequent airway monitoring
DO NOT restrain patient:
· face down,
· with hands behind back,
· with both hand over head to the top bar of stretcher (one hand is accepted),
· with straps over lower thorax or upper abdomen
· using a “sandwich” restraint with scoop and backboard.
41
Crime Scene/Preservation and Evidence							         

*If you believe a crime has been committed, immediately contact law enforcement.
*Protect yourself and other EMS personnel. You will not be held liable for failing to act if a scene is not safe to enter. Once crime scene is deemed safe by law enforcement, initiate patient contact and care.
*Have all EMS providers use the same path of entry and exit. Do not walk through fluids on the floor.
*Observe and document original location of items that are moved by the crew.
*When removing the patients clothing, leave intact as much as possible. DO NOT cut through clothing holes made by gunshot or stabbing.
*If you remove any item from the scene, such as impaled object or medication bottle, document your action and advise investigating officers.
*DO NOT sacrifice patient care to preserve evidence.
*Consider requesting a law enforcement officer to accompany the patient in the ambulance to the hospital.
*Document comments made by the patient and bystanders on the  EMS PCR form.
* Inform the staff at the hospital that this is a “crime scene” patient.
* If the patient is obviously dead, contact medical control for directions to withhold resuscitation measures and do not touch the body.
* For traffic accidents, preserve the scene by parking away from skid marks and debris.
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Management of Patient Subdued by Taser
						






								43
Abuse & Neglect- Child, Elderly or Other Vulnerable Individuals		                  

Purpose: To provide the process for identification, assessment, management and reporting of patients with suspected physical abuse (children, elderly, or other vulnerable individuals), exploitation and/or neglect.

Procedure for Assessment:
Treat and document only physical injuries requiring immediate attention using appropriate medical treatment protocols, without causing undue emotional trauma for non life–threatening injuries. Secure and bag (in paper), when possible, any clothing or items that could be preserved for evidence.
Interviews with patients shall be conducted calmly, with respect and privacy, and should include close observation for:
· Over-sedation
· Inappropriate fears
· Avoidance behaviors
· Poor parent-child bonding
· Inappropriate interaction with care giver
DO NOT address specifics of abuse or neglect.
Obtain pertinent history relating to presenting injuries.
Carefully and specifically document verbatim any patient statements of incidences of rough handling, sexual abuse, alcohol/drug abuse, verbal or emotional abuse, isolation or confinement, misuse of property, threats, and gross neglect such as restriction of fluid, food, or hygiene.
Note problems with living conditions and the environment.
Note any of the following indicators of an abusive history or environment:
· Unsolicited history provided by the patient
· Delay in seeking care of injury
· Injury inconsistent with history provided
· Conflicting reports of injury from patient  and care-giver
· Patient unable or unwilling to describe mechanism of injury
· Lacerations, bruising, ecchymoses in various stages of healing 
· Multiple fractures in various stages of healing
· Scald burns with demarcated immersion lines without splash marks
· Scald buns involving anterior or posterior half of extremity.
· Scald burns involving buttocks or genitalia
· Cigarette burns
· Rope burns or marks
· Patient confined to restrictive space or position
· Pregnancy or presents of sexually transmitted disease in a child less than 12 years

Special Considerations
Law enforcement may be contacted at the discretion of the EMS provider, however assure the safety of EMS personnel before entering the scene.
If patient is not transported, the suspected abuse must still be reported. If a parent/guardian refuses treatment of a minor child whom you feel needs medical attention, contact law enforcement immediately.
Careful and specific documentation is vital because the “story” often changes as the investigation proceeds.											                44
	Child Abuse: Follow Idaho Specific Code CHILD PROTECTIVE ACT (see appendix A)
	Elderly Abuse: Follow Idaho Specific Code Idaho Code 39-5303


	NOTE: Nothing contained herein shall be construed to mean that any minor of sound mind is legally incapable of consenting to medical treatment provided that such minor is of sufficient maturity to understand the nature of such treatment and the consequences thereof.
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 Response to Domestic Violence							
	When domestic violence is suspected, the health-care provider will further assist the patient and take appropriate action in accordance with Idaho State Law.
PURPOSE: To ensure that battered woman and men that have experienced domestic abuse or neglect are identified and provided with comprehensive medical and psychosocial interventions.
INDICATORS OF DOMESTIC VIOLENCE: The following is a list of potential indicators of domestic violence. If the patient presents with one or more of the following indicators, further assessment is warranted.
· The patients admit to past or present physical or emotional abuse, as a victim or witness.
· The patient denies physical abuse, but presents with unexplained bruises, whip-lash injuries consistent with shaking, areas of erythematic consistent with slap injuries, grab marks on arm or neck, lacerations, burns, scars, fractures or multiple injuries in various stages of healing, fractured mandible, or perforated tympanic membranes.
· The patient presents with injury sites, suggestive of battery. Common sites of injury are areas hidden by clothing or hair(e.g.. face, head, chest, breast, abdomen and genitals).
· The extent of type of injury is inconsistent with the explanation offered by patient.
· The woman is pregnant. Violence often begins with the first pregnancy, and with injuries to the breasts or abdomen
· The patient present evidence of sexual assault, or forced sexual actions by partner.
· The partner (or suspect abuser) insists on staying close to the patient and may try to answer all questions directed to patient.
· The patient is afraid to return home and fears for the safety of her children.
· A substantial delay exists between the time of the injury and the presentation for treatment. The patient may have been prevented from seeking attention earlier, or may have had to wait for the batterer to leave.
· The patient describes the alleged “accident” in a hesitant, embarrassed or evasive manner, or avoids eye contact.
· The patient has “psychosomatic” complaints such as panic attacks, anxiety, choking sensation, or depression.
· The patient has complaints of chronic pain (back or pelvic pain) with no sustaining physical evidence.
· The patient or partner has a history of psychiatric illness, alcohol and/or drug abuse.
· The patient has history of suicide attempts, or suicidal ideation.
· Medical history reveals many “accidents” or remarks indicating that previous injuries were of suspicious origin
· The patient has a history of self-induces abortions or  multiple therapeutic abortions.
· The patient has a pattern of avoiding continuity in health care.
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On-Scene Medical Personnel							         
	The medical care provided at the scene is the responsibility of the highest level of EMS provider who has responded by usual dispatch system to that scene. Passersby who stop to help, even though possibly more highly trained than the system provider, may NOT assume responsibility (except as outlined below) but may be allowed to help in care at the discretion of the lead EMS provider and assuming they have proof of licensure.
	*When an EMS provider, under medical control (on-or- off-line), arrives at the scene of an emergency, the provider acts as the agent of medical control, i.e., the on-line physician is ultimately responsible.
	* Any healthcare provider (MD, PA, RN, nurse midwife, non-ID. Licensed EMS provider, ECT.) who is not an active member of the responding EMS unit, and who is either at the scene at the time of EMS’ arrival or arrives after an EMS unit provider has initiated care, and who desires to continue to participate, should be put in touch with the on-line medical control physician.
	AT NO TIME SHOULD AN EMS PROVIDER PROVIDE CARE OUTSIDE OF THEIR SCOPE OF TRAINING AND/OR PROTOCOLS										46
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REFUSAL OF CARE /CONSENT TO TREAT Adult						
The following guideline is to be used by EMS Providers any time an adult patient refuses patient
care or transport:
1. For a patient declaring no need for emergency medical care, where no patient care
has occurred and no injuries, mechanism of injury or illness is obvious, do not treat
patient.
2. For a patient declaring no need for emergency medical care, where patient care has
already begun, and the EMT suspects injury or illness, proceed with the following:
For the alert, conscious, ill, or injured patient who requests no transport or further
treatment, the EMS Provider shall explain risks of refusal and benefits of transport.
Should the patient continue to refuse, the EMS Provider shall contact medical
control and try to establish communication between the patient and physician.
The EMS Provider shall accept the right of the patient to refuse treatment and
transport and document informed refusal.
The EMS Provider shall document general patient status including observation about
patient competence.
3. For a patient unable to declare his or her own decision due to diminished
consciousness or other incapacitation (alcohol, drugs or other) and where care is
refused:
The EMS Provider will contact on-line medical control at the receiving hospital and
attempt to establish communication among the EMS Provider, medical control, and
family member(s). After discussion, the EMS Provider will follow the orders of the
on-line medical control physician.
The EMS Provider shall document the general patient status, including observation
about patient competence and directions received from medical control.
Exceptions to the right to refuse may be altered mental status due to alcohol or drug
intoxication or under arrest by police. Confer with local law enforcement.
39-4302. PERSONS WHO MAY CONSENT TO THEIR OWN CARE. Any person of ordinary intelligence and
awareness sufficient for him or her generally to comprehend the need for, the nature of and the significant risks
ordinarily inherent in any contemplated hospital, medical, dental or surgical care, treatment or procedure is
competent to consent thereto on his own behalf. Any physician, dentist, hospital or other duly authorized person
may provide such health care and services in reliance upon such a consent if the consenting person appears to the
physician or dentist securing the consent to possess such requisite intelligence and awareness at the time of giving
it.
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 REFUSAL OF CARE /CONSENT TO TREAT Under Age Patient						6.8P
IN THE EVENT OF AN EMERGENCY WHEN LIFE AND/OR HEALTH ARE ENDANGERED,
TREAT AND TRANSPORT
INDICATIONS:
Refusal of care by an unaccompanied minor
Treatment and release of an unaccompanied minor
CONTRAINDICATIONS:
Endangerment of life and/or health by withholding or delaying treatment and/or transport.

1. A minor is a person under the age of 18 who has never been married or emancipated by
legal proceeding and is currently not under the care of a parent or guardian.
2. Except in an emergency, a parent or guardian must give consent for treatment/transport
of minors. If unavailable, a competent relative representing him/herself as the appropriate
responsible person for the minor may act for a minor.
3. In the case of a self reported infectious, contagious or communicable disease a person
over the age of 14 may seek treatment without parent/guardian consent.
4. Refusal of care is valid if the parent/guardian refusing for the minor is sufficiently aware of
pertinent facts regarding the need for treatment and/or transport, the nature of the
treatment and transport and the significant risks of refusing the treatment and/or transport.
5. Consent to treat and release does not have to be in writing.
6. Refusal of treatment/transport should be documented in the area provided on the back of
the Idaho EMS Patient Care Report or run report.
7. If a parent/guardian refuses treatment or transport of a minor child whom you feel needs medical attention, contact law enforcement immediately
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Treatment During Decontamination  (continued)
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[bookmark: OLE_LINK13][bookmark: OLE_LINK14]	Chemical Burns – Adult								          
	Chlorine, Phosgene
	Basic Standing Orders
	Routine Patient Care.
	If eye contamination occurs, irrigate with saline for 10-30 minutes until symptoms resolve.
	Monitor for delayed effects as symptoms (mucus membrane irritation, cough, wheezing, choking) may not appear for 6-80 hours after exposure.
	Consider ALS intercept.
	Intermediate Standing Orders
	Obtain IV access if situation permits.

	Chemical Burns – Pediatric							       
	Chlorine, Phosgene
	Basic Standing Orders
	Routine Patient Care.
	If eye contamination occurs, irrigate with saline for 10-30 minutes until symptoms resolve.
	Monitor for delayed effects as symptoms (mucus membrane irritation, cough, wheezing, choking) may not appear for 6-80 hours after exposure.
	Intermediate Standing Orders
 	If possible contact medical control for obtaining IV access if not under specific orders.
 

											 
												 55
In the event of Chemical incident to include: Nerve Agents, Organophosphates, Cyanide, and Arsenic
Refer to the State of Idaho’s Scope of Practice modular JUST IN TIME TRAININIG
                                                                                                                                                                                             56
	(State of Idaho Module Just in time training)



												57

(State of Idaho Module Just in time training)
Cyanide and Arsenic- Adult/Pediatric
Basic Standing Orders
Decontaminate concurrent with initial resuscitation,(if you are trained and have appropriate PPE to do so without further harm to patient or yourself).
if patient exposed to gas only and does not have skin or ocular irritation, does not need decontamination
If patient exposed to liquid, decontamination required
Routine Patient Care, after appropriate decontamination.
Pulsoximetry may be inaccurate and should be avoided.
If available and you have been trained to do so, administer amyl nitrite inhalant from cyanide antidote kit
Crush 1-2 ampules onto gauze.
Have patient inhale amyl nitrite through gauze or place gauze within facemask, over intake valve of bag-valve-mask device during assisted ventilation.
Alternate amyl nitrite every 30 seconds, with 100 percent oxygen.
Obtain IV access for administration of sodium nitrite.
Immediate transport of patient.    
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MUTUAL AID
EMT of any level may call for Mutual Aid under the following circumstances:
1) EMS Unit is unable to respond in a timely fashion due to lack of man power i.e.—
* All available ambulances and personnel in that service area are already responding to other calls.
* Mechanical difficulties
* Environmental hazards---flood, fire, inaccessibility
2) After scene evaluation it is felt that the circumstances, location, or number of victims will overwhelm the capabilities of the ambulance unit and EMS personnel on scene.
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Lemhi County Idaho Emergency Medical Service Special Event 
Stand-By Deployment Plan
To cover: Leadore Advanced Ambulance, Salmon Advanced EMT’s ,Salmon Search and Rescue ,Elk bend QRU, EMS personnel and ambulances/resources  that are deployed to Special events such as Rodeos, Races, Football games etc.
Establishing a planned deployment, this will allow eligible Idaho EMS personnel to provide EMS at a Special Event Stand -By 
1. Requests must be submitted at least one month prior to the intended event. 
2. Ambulance and Crew will be a stand-by service only no transportation of any person or persons that are injured or become ill at event will be provided. Any transport needed to nearest receiving facility will be accomplished by a transporting ambulance dispatched through dispatch center (S.O. 911) per request of stand-by ambulance/crew
3. Every attempt will be made to keep an ambulance at this special event for the entire duration of the event. However, a 911 call will take precedence over this event and the ambulance will have to leave to respond to perform its primary duties. 
4. Fees: Organization will be charged at contract specified rate (see contract for non-profit organizations).
5. All crew members (“2”) covering this event shall practice within their Idaho licensed scope of practice. 
											
Lemhi County Idaho Emergency Medical Service Wild Land Fire Deployment Plan


To cover: Leadore Advanced Ambulance, Salmon Advanced EMT’s ,Salmon Search and Rescue ,Elk bend QRU, EMS personnel and ambulances/resources  that are deployed to Wild land fires as part of the operational  aspect of incident.
Establishing a planned deployment, this will allow eligible Idaho EMS personnel to provide EMS at a wild land fire incident that is out of their affiliated jurisdiction.
1. Any EMS personnel planning to deploy as EMS provider to a wild land fire need to be preapproved by their authorizing Medical Director (see credentialing form) and affiliation department Leader (President)
2. Any EMS personnel planning to deploy as EMS provider to a wild land fire will practice at their current scope of practice level.
3. Any EMS personnel planning to deploy as EMS provider to a wild land fire will have a planned deployment form filled out and signed my authorizing Medical Director. Form can be accessed per State of Idaho Web site. A new form must be completed for each incident responding to.
4. Ambulances that are deployed as single resource unstaffed. A contract with Requestor for the resource and department will be signed by affiliation department head. Ambulance on return will be cleared of any medication, equipment, and solutions that are not in the present ambulance license level.
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Lemhi County Idaho Emergency Medical Service Self Deployment Plan
To cover: Leadore Advanced Ambulance, Salmon Advanced EMT’s ,Salmon Search and Rescue ,Elk bend QRU, EMS personnel and ambulances/resources  that are deployed to Wild land fires as part of the operational  aspect of incident.
Establishing a planned deployment, this will allow eligible Idaho EMS personnel to provide EMS out of their affiliated jurisdiction.
1. Any EMS personnel planning to deploy as EMS provider for an Institution (school, work), Camp (Boy Scout/Girl Scout etc.),  need to be preapproved by their authorizing Medical Director (see credentialing form) and affiliation department Leader (President)
2. Any EMS personnel planning to deploy as EMS provider will practice at their current scope of practice level.
3. Any EMS personnel planning to deploy as EMS provider will have a planned deployment form filled out and signed my authorizing Medical Director. Form can be accessed per State of Idaho Web site. A new form must be completed for each deployment responding to.
4. Ambulances that are deployed as single resource unstaffed. A contract with Requestor for the resource and department will be signed by affiliation department head. Ambulance on return will be cleared of any medication, equipment, and solutions that are not in the present ambulance license level 
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Lemhi County Emergency Medical Personnel
Exposure Protocol/Plan


Exposure Matrix 

											63
Post Exposure Follow-up Procedure


Immediately following exposure:

1. Determine Exposure Type 			

· Percutaneous: Needlestick, blade, suture needle
· Make site bleed
· Wash with soap & H2O
· Evaluate risk factors of source patient
· Mucous Membrane:  splash or splatter to nose, mouth, or skin
· Flush area with H2O thoroughly with water
· Eyes should be irrigated with clean water, saline, or sterile irrigate.
· Evaluate risk factors of source patient
· Skin:  contact of blood or body fluids to non-intact skin
· Wash with soap & H2O
· Evaluate risk factors of source patient

2. Report exposure to Department Manager or charge person.

3. Report exposure to Infection Control Officer) , (Jean Anders, Janet Nelson), or the Nursing Supervisor.

4. Report to the E.R. for post exposure evaluation and lab draw of Hepatitis B surface antibody, 
    Hepatitis C and HIV

6. Employee to complete Employee Incident/Exposure Report Form obtained at the Courthouse from Clerk to have on file and give copy to Infection Control.
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Lemhi County EMS Affiliation Exposure Report 
Department Affiliation _________________________________


 Name                           Type of Exposure/Date                 Post         Treatment                  Phone    
                                                                                         Exposure
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			Credentialing Process Form
Provider_____________________________________________Agency_____________________________________


Level of Credentialing              EMR            EMT-B         AEMT-85         Paramedic

State EMS Licensure #______________________________ Exp.Date_____________________________
CPR                             # _____________________________ Exp. Date  ____________________________
ACLS                          #______________________________Exp. Date_____________________________
PALS                          #______________________________Exp. Date _____________________________
                              Please Provide Copies of above certificates

Skills Verification aAttached Skill credentialing check list)     
Training Officer Signature_____________________________________________Date:_______________________

The above provider has successfully completed all requirements for credentialing for the ____________________________________ EMS Agency and is fully credentialed at the level of________________

Provider understands and agrees to adhere to all requirements for continuous credentialing within the system. Failure to do so will result in loss of credentials and nee for recommendation of the process .


Provider Signature                                         Date               Medical Director Signature                                              Date
   
_______________________________       ______          _______________________________                           ________
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Lemhi County Idaho Emergency Medical Service Credentialing Plan
ALL: Emergency Medical personnel that are affiliated with a State of Idaho Licensed EMS Service go through a credentialing every recertification cycle. Credentialing can be completed by Department/Agency Training Officer and/or President. All EMS Providers will supply needing documentation for this process. 								
Credentialing Check list
	Name
	ID
	Date Completed
	Annual skills
	Semi-Annual





	Airway/Ventilation/oxygenation


	       Observed

Adult         Ped.
	Training/Testing

Adult          Ped
	Date
	Initials 

	Airway nasal
	
	
	
	

	Airway- Oral
	
	
	
	

	Bag Valve Mask (BVM)
	
	
	
	

	Cricoid Pressure (Sellick)
	
	
	
	

	Head tilt /Chin lift
	
	
	
	

	Jaw- Trust
	
	
	
	

	Modified Jaw Trust (trauma)
	
	
	
	

	Modified chin lift
	
	
	
	

	Mouth to barrier
	
	
	
	

	Mouth to Mouth
	
	
	
	

	Mouth to mask
	
	
	
	

	Mouth to Nose
	
	
	
	

	Mouth to stoma
	
	
	
	

	Obstruction Manual
	
	
	
	

	Oxygen Therapy Nasal Cannula
	
	
	
	

	Oxygen Therapy Non- rebreather mask
	
	
	
	

	Oxygen Therapy Simple face mask
	
	
	
	

	Oxygen Therapy King airway
	
	
	
	

	Oxygen Therapy Combitube
	
	
	
	

	Pulse Oximetry
	
	
	
	

	Suction Upper airway
	
	
	
	

	Ventilators ATV for non-intubated patients
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	 Cardiovascular/Circulation


	     Observed

Adult          PED.
	Training/Testing

Adult          Ped.
	Date
	Initials

	Cardiopulmonary Resuscitation (CPR)
	
	
	
	

	Defibrillation Automated/Semi Automated
	
	
	
	

	Hemorrhage control Direct Pressure
	
	
	
	

	Hemorrhage control Dressing
	
	
	
	

	Hemorrhage control Pressure dressing
	
	
	
	

	Hemorrhage control Tourniquet
	
	
	
	


											
	IMMOBILIZATION
	     Observed

Adult          PED.
	Training/Testing

Adult          Ped.
	Date
	Initials

	Cervical Stabilization-Cervical Collar
	
	
	
	

	Spinal Immobilization - Long Board
	
	
	
	

	Cervical Stabilization  - Manual 
	
	
	
	

	Spinal Immobilization – Seated Patient (KED, ect)
	
	
	
	

	Extremity Stabilization- Manual
	
	
	
	

	Extremity Stabilization-
	
	
	
	

	Extremity Stabilization- Traction
	
	
	
	

	MAST/PASG for pelvic immobilization only
	
	
	
	

	Pelvic immobilization devices
	
	
	
	

	
	
	
	
	

	Technique of Medication 
Administration
	     Observed

Adult       Ped   
	Training/Testing

Adult          Ped.
	Date
	Initials

	Auto-Injector
	
	
	
	

	Buccal
	
	
	
	

	Oral
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	MISCELLANEOUS  



	     Observed

Adult      Ped  .
	Training/Testing

Adult          Ped.
	Date
	Initials

	Assist with prescribed medication
	
	
	
	

	Assist with childbirth delivery -normal
	
	
	
	

	Assist with childbirth delivery-complicated
	
	
	
	

	Blood pressure  Manual
	
	
	
	

	Blood Pressure Automated
	
	
	
	

	Emergency Move for Endangered Patient
	
	
	
	

	Eye Irrigation
	
	
	
	

	Mechanical patient restraints
	
	
	
	

	Rapid extrication
	
	
	
	

	
	
	
	
	

	
	
	
	
	



											
	OPTIONAL SCOPE SKILLS  



	     Observed

Adult     Ped.     
	Training/Testing

Adult          Ped.
	Date
	Initials

	Blood Glucose Monitoring - automated
	
	
	
	

	CO Oximetry
	
	
	
	

	EKG- 12-lead data acquisition
	
	
	
	

	Impedance Threshold Device
	NA	NA
	NA	NA
	
	

	Glucagon Administration
	
	
	
	

	Intramuscular (IM) Medication Administration
	
	
	
	

	Subcutaneous  - Medication Administration
	
	
	
	

	Taser Barb Removal
	
	
	
	

	Administration of Aspirin for Chest Pain
	
	
	
	

	
	
	
	
	

	
	
	
	
	





I hereby affirm that the above individual is proficient with the above skills.


Signature                                                        Printed name                            Title                                 Date
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                         Air Plane Crash at Lemhi County Municipal Airport
This protocol is developed for the safety of Emergency Responder.

Incident: Air Craft/Air plane / collision at Salmon/Lemhi Municipal Airport.

♦ Response: Initial call out per Lemhi County 911 Dispatch; by ALL-CALL or jurisdictional tones (i.e. Salmon S&R, Salmon EMTs etc.) NO jurisdiction will self- deploy. 

♦ Lemhi County Sheriff’s Office has the primary authority in all air craft incidents

♦ Incident Command System: As in all incidents the ICS system is to be activated.
  Incident Commander: The Incident Commander for Air plane crash incident (First Arriving department,(i.e. Fire Fighter, EMT, S&R) should assume the responsibility of IC; as help arrive IC should be handed over to Lemhi County Sheriff Officer unless otherwise deferred to other responding jurisdiction. (ISP, Fire Chief, Lead EMT Commander of S&R etc.) 
♦ Staging: As per safety of Incident scene the IC will inform all responding jurisdiction location of staging zone. Scene Safety always first! IC will notify responders what resources are needed.

♦ Scene Safety Size-up: Sheriff Office confirmation on air traffic,
*Incidents that require Airport Closure
· An incident where air traffic incoming or outgoing flights could jeopardize the safety of Emergency Responders.
· An incident that involves safety of incoming or outgoing flights.
Authorization of Air Port closure
Law enforcement officer or Incident Commander can contact the Boise Flight Service, ask for an advisory due to the incident, the Boise Flight Service will make the decision on advisory to incoming and outgoing aircrafts of the emergency incident.

1-800-992-7433

· During any aircraft incident; Lemhi County Airports are mandated by law to turn off all fuel immediately.
When requesting additional resources i.e. air ambulance, fixed wing or rotor, there is no fuel at the airport, also depending on location of incident the access to airport may be unavailable. You need to identify secondary landing and fueling locations, along with resourced needed to transport patient to air ambulance location
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 Incident off Airport Procedure
· Locate the aircraft and determine safety of scene.
· Examine the aircraft and area for occupants/survivors
· Stability of aircraft.
· Threat of fire
· Location of aircraft
· Number of Victims
· Number of Fatalities 
· 
Preservation of Scene and Documentation
· Secure incident scene from bystanders
· Minimize damage to aircraft
· Record any switch position changes made.
· Document all that was seen and done. (Paint a picture).
· DO NOT remove objects unless necessary for patient removal or care.

· Additional Resources available during spring summer 
Salmon /Cobalt hela-tac training center.  Provide fuel, personnel, rotor landing area, and staging space 
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OUR EMT’S ARE CURRENTLY TRAINED IN EPINEPHRINE AUTO INJECTOR WITH PROTOCOLS ALREADY IN PLACE.
AT THE AEMT (1-85) LEVEL

» CPAP

» CO OXIMETRY

» INTRAMUSCULAR MEDICATION ADMINISTRATION
> SUBCUTANEOUS MEDICATION ADMINISTRATION

> GLUCAGON
> ASPIRIN FOR CHEST PAIN
> OURAEMT’S ARE CURRENTLY TRAINED IN EPINEPHRINE AUTO INJECTOR WITH PROTOCOLS ALREADY IN

PLACE. THEY ARE ALSO TRAINED IN PULSE OXIMETRY.

Kelly Phelps MD Signature:
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+0-10 Scale: Avoid coaching the patient, simply ask them o rate their pain on a scale from 0-10, where 0 is
no pain at all and 10 is the worst pain ever experienced by the patient. Wong-Baker ‘faces” scale: The
faces correspond to numeric values from 0-10. The scale can be documented with the numeric value o
the textual pain description.
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SPECIAL RESUSCITATION SITUATIONS AND EXCEPTIONS

WHEN NoT 10 START

DOA. A person is presumed dead on arrival when they are apneic and pulseless in the context of
transection of head or trunk, extensive full thickness burns, deforming head trauma, or rigor mortis/ividity.
DNR. Full palliative measures should be instituted when the person or family has evidence of a Do Not
Resuscitate order at hand. An attending physician's order at the bedside or an on-line order from medical
control are equivalent. [Paliative measures are comfort measures exclusive of BCLS and/or ACLS, but
they may include such measures as ainway suctioning and positioning ]

INFANT DEATH (SIDS). An infant under the age of three months who is apneic, asystolic and meets the
non-trauma crieria in DOA may be presumed dead. In some cases, resuscitation and transport may be
initiated. Activation of family support systems may be beneficial

MCI. During a Mass Casualty Incident EMS Providers should not attempt to resuscitate the near-arrest or
full-arrest Category Black (expectant) persons if personnel are required to care for the Category Red
(immediate) patients.

BLUNT TRAUMA patients with significant injuries, apnea and elecrical asystole.

SCENE SAFETY. The physical environment s not safe for providers.

Wrgn 7o Stor

Resuscitation may be stopped under the following circumstances:

. Exhaustion of EMS providers

. No retum of spontaneous vital signs after 20 minutes of combined BCLS and/or ACLS efforts in
the absence of hypothermia.
‘The physical environment becomes unsafe for providers.
If directed to do 50 by Medical Control

DECLARING DEATH IN THE FIELD

Do not initiate resuscitation when the patient is apneic and pulseless and other obvious signs of death are
present:

= Rigor mortis and or fividity

«  Injury incompatible with life (decapitation, transaction of head or trunk, extensive full thickness
burns, massive blunt trauma)

NOTES:

+  SIDS: Even in the case of an infant, death may be declared in the field, however in some cases
resuscitation and transport may be initiated. ~ Activation of family support systems may be
beneficial,

MASS CASUALTY INCIDENT
Do not attempt resuscitation of near arest or full arest patients (category Black/Expectant) if EMS
personnel are required to care for category Red/lmmediate patients.

DocumenTaTIoN

Complete a patient care record (PCR) in all cases.

Special orders including DR, on-line medical control, etc.

MCI conditions may reqire a Tag in addition to an abbreviated PCR.

Record any special circumstances or events that might impact patient care o forensic issues.

LecaL Sranoive:
All deaths are potentially criminal unti the Medical Examiner deciines jurisdiction.
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State and local police departments may use a conductive energy weapon called a Taser. This device is
non-lethal tool. When used, the device discharges a wire that at the distal end contains an arrow-lik
barbed projectile that penetrates the suspect's skin and embeds itself, allowing a 5-second incapacitating
elecric shock 1o be administered. Depending on the agency, officers may or may not routinely initiate EM

response when the device is discharged on a suspect. However, EMS will likely be requested if the Taser
strikes the patient in the face, neck, groin or spinal colurn or other complications arise.

]

"

BASIC STANDING ORDERS
Routine Patient Care.

Obtain history from the patient including date of last tetanus shot and any cardiac history.

Ensure the officer has disconnected the wires from the hand-held unit before contact with patient.

PR ST R s T T SR e o
do not remove them and transport the patient to an Emergency Department: Face, Neck, Bone, Groin an
Spinal column.
Confer with the officer and determine the patient’s condition from the time of the Taser discharge until EMS
arival

REMOVAL OF PROBES BY EMS PROVIDERS

Ifthe probes are located in an area not excluded previously, it may be removed. To remove:
Place one hand on the patient where the probe is embedded and stabilize the skin surrounding the
puncture ste.

Place your other hand firmly gripping the probe.

in one quick fiuid motion pullthe probe straight out of the puncture site.
Repeat procedure with second probe.

Removed probes should be handled and disposed of fike contaminated sharps in a designated sharps
container.

IREATMENT AND FOLLOW-UP INSTRUCTIONS

Clean puncture sites and bandage.

If patient has not had a tetanus shotin the last 5 years, they should be advised to get one.

Transport decisions regarding patients subdued by Taser shouid be based on patient condition.

If transport s indicated based on patient condition and the patient refuses treatment and/or transport they
should be advised to seek medical attention immediately or to contact EMS if they experience an)
‘abnormal signs or symptoms. Exceptions to the right to refuse may be altered mental status due to alcohol
or drug intoxication or under arrest by police, confer with local law enforcement

INTERMEDIATE STANDING ORDERS
IV access, obtain blood sample and administer fluids to maintain systolic biood pressure >90 mmH.
EKG monitoring for cardiac abnormalities





image14.jpeg
RESPONSIBILITY OF EMS PROVIDER

Decide whether to withdraw 10 a staging area and call or police, or proceed with caution.
Don't hesitate to return to vehicle to make decisions, notify police and/or medical control. Consider using
cell phone vs. radio.

If decision is to proceed:
Clearly and simply ideny yourself and your role. Use non-threatening body language and approach.

Use team approach. Designate one provider to observe for safety, one or more to work on patient, another
o calmly distract aggressor or discreetly assess children for injuries.
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Be aware of suroundings: The number and location of exits, number and location of people in the
residence, potential weapons and hiding places; position rescuers with access {o exit.

Let occupants lead down hallways or into stainwells or rooms. Keep them in front.

Avoid treating patient in a bedroom (only one exit, intimate setting, often weapons hidden) or kitchen
(many possible weapons). Use hard chairs rather than upholstered furniture; weapons are easily hidden
among cushions.

Limit number of people present: responders, neighbors, etc.: secure pets.

Attempt to separate patient from suspected batterer for treatment, questioning. If possible, move patient to
‘ambulance to assess and treat, even if non-transport.

Use only paper bags to collect evidence. Take appropriate body substance isolation precautions.
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GUIDING PRINCIPLES FOR DOMESTIC VIOLENCE ASSESSMENT AND INTERVENTION

Increase the safety of domestic violence victims including the elderly and their children. Respect the right
of domestic violence victims for self-determination. Hold perpetrators, not victims, responsible for the
violence & for stopping it. Advocate on behalf of domestic violence victims and their children. Be willng to
make changes in both individual practice and in the health-care system in order to improve the response to
domesiic violence victims.
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PEDIATRIC RESTRAINT AND TRANSPORTATION 6.9

Bament TranspoRT

Anill or injured child must be restrained directly to the Cot in a manner that prevents ramping or sliding in a
collision:

Abeltfstrap looped over each shoulder and attached to a non-siding cot member.

A soft, siding, or breakaway connector holding the shoulder straps together on chest

Belsrap anchored to non-slding cot member and routed over thighs, not around waist.

Note: Standard belt systems do not adequately secure child to the cot during a crash.

Wi or injured chid/infant (5 to 40 Ibs) who can tolerate a semi-upright position may be secured using a child
passenger safety seat:

Use a convertible child safety seat that has a front and rear belt path

Position safety seat on cot facing the foot-end with backrest fully elevated
Secure safety Seat with 2 pairs of belts in both the forward & rear positions
Place the shoulder straps of the haress through slots just below child's shoulders
For infants, place rolled towels on sides of child to maintain centered position.
Note: Non-convertible safety seats cannot be secured properly to the cot.

For infants who cannot tolerate a semi-upright position or who must lie flat:

Use car bed, if available, that can be secured against both rearward and forward motion
Position car bed across cot so child lies perpendicular to cot
Fully raise cot's backrest and anchor car bed 1o cot with 2 belts.
Fasten car bed hamess snugly 1o infant.

WeLL CriLo TRanspoRT

There is no place in the patient compartment that is recommended for child passengers.

Well children should be transported in a vehicle other than the ambulance whenever possible.

Children may be transported relatively safely in the passenger seat of the driver's compartment if they are
Iarge enough to ride forward facing in a child passenger safety seat or booster seat.

fthe air bag can be deactivated, the restrained, rear-facing infant can be placed in the passenger seat of
the driver's compartment.

Use of Child Passenger Safety Seat After Involvement in Motor Vehicle Crash
Child safety seats may be used after involvement in a minor crash.
ALL of the following must apply to be considered a minor crash:
Visual inspection including inspection under movable seat padding does not reveal any cracks or
deformation,
The vehicie in which the child safety seat was installed was capable of being driven from the scene of the
crash,
The vehicle door nearest the child safety seat was undamaged,
There were no injuries to any of the vehicle occupants,
“The air bags (if any) did not deploy.

NOTE: NEVER transport a child who is being held in someone’s ams nor who is secured together with
another person on a cot or seat.
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RESPONDER REHABILITATION ON THE INCIDENT SCENE 6.10

It is important o continually monitor personnel for signs of exhaustion, stress, and or physical injury.
Individual members are encouraged to report to the rehab at any time that they feel the need to do so.
Symptoms may include weakness, dizziness, chest pain, muscle cramps, nausea, altered mental status,
iculty breathing, and others. No personnel will be permitted to continue emergency operations beyond
safe levels of physical or mental endurance.

The intent of this policy is to lessen the risk of injury that may resuit from extended field operations under
adverse conditions. This procedure shall not diminish the aggressiveness of any rescue or initial fire
attack.

Regardiess of physical well being, all personnel should report to rehab immediately following:
Strenuous Activity - forcible entry, advancing hoselines, Stokes evolutions, etc.

Thirty (30) minutes of operation within a hazardous/dangerous environment

The use and depletion of two SCBA bottles

Failure of SCBA

Tumout gear, helmets, masks and hoods should be removed immediately. _Prior to ingesting anything
orally, fluid or sold, it is recommended that the firefighter clean his/her hands and face with water and a
cleaning agent, as provided by Rehab Section personnel. Personnel reporting here will receive evaluation
and treatment for heat siress and injuries. The EMS unit assigned wil advise the Rehab Section Officer of
the necessity of medical transportation and extended medical attention requirements of personnel due to
physical condition.

Additionaly, the rehabilitation section (REHAB) wil be utilzed to evaluate and assist personnel who could
be suffering from the effects of sustained physical or mental exertion during emergency operations. Rehab
Section will provide a specific area where personnel will assemble to receive:

A physical assessment

Revitalization - rest, hydration and refreshments
Medical evaluation and treatment of injuries

Continual monitoring of physical condition

‘Transportation for those requiring treatment at mediical facilties
Initial stress support assessment

At times, due to the incident size or geographic barriers, it may be necessary to establish more than one
Rehab Section. When this is done, each section will assume a geographic designation consistent with the
location at the incident site (e.g., Rehab South, Rehab Norih),

Atincidents involving large life loss, or extended rescue operations (e.g., plane or train wreck), a debriefing
team should be contacted and assigned to Rehab Section.

The Rehab Section and truck should be located adjacent to the Command Post whenever possible. A
utiity truck and the mobille canteen wil also be assigned to this Section.

‘The Rehab Section should be divided into the following four sections:

ENTRY POINT

This is the inital entry point and decontamination area. Assigned personnel will collect passports from
crews and take a pulse rate on all crewmembers. Any member who has a pulse rate greater than 120 will
report directly to Section C, Medical Treatment and Transport, where they will be treated appropriately.
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HAZARDOUS MATERIALS EXPOSURE IN LARGE-SCALE/MASS CASUALTY
INCIDENT 8.0

The goal of the Hazardous Materials Exposure in Large-Scale/Mass Casualty Incident is to prepare on a
regional basis for a unified, coordinated and immediate emergency medical services (EMS) mutual aid
response by prehospital and hospital agencies to, and the effective emergency medical management of,
the victims of any type of Mass Casualty Incident (MCI).

Successful management of any MCI depends upon effective cooperation, organization and planning
among health care professionals and administrators in hospitals and out-of-hospital EMS agencies,

state and local goverment representatives, and individuals and/or organizations associated with
disaster-related support agencies.

PATIENT DECONTAMINATION

Only properly trained and protected personnel should conduct patient decontamination. The decon-system
is established by the fire departmentihazmat team and EMS personnel should work cooperatively with
them during decontamination process.

Patient decontamination is only required when there s a risk of secondary contamination. If the agent(s) is
not known, decontamination should be carried out unti the agent(s) is identified and a determination made
that there is no longer a risk.

1. Gross Decontamination: _

Immediate patient evacuation from the danger area.

Removal of patient clothing, jewelry and personal effects using a bagging and tagging procedure.

Rinse with water (preferably lukewarm) in the head-to-toe direction (avoid abrading skin with rough
brushes).

Water may come from any available source.

Dried patient should don temporary clothing/cover and transfer to treatment location.

2. Secondary Decontamination:
Site will be determined by resources, continuing and emerging threats, and weather conditions; it may
occur at hospital.

‘Wash thoroughly from heac-to-toe with water using very soft brush or washcloth (avoid abrading skin).
Airway and open wounds should be the first areas cleaned.

Dried patient should don temporary clothing/cover and transfer to treatment location.

3. Definitive Decontamination:
Usually completed at the hospital, it involves additional washing and rinsing. In the case of radiation
exposure, detection equipment will determine cleaniiness.  For other agents, clinical judgment will usually
determine cleanliness.

Decontamination of Special Needs Populations:
Children and their families, elderly/frail, and patients with medical appliances will require more EMS staff
and time for general assistance and may also require simultaneous basic life support assistance during
decontamination.

- Keep children with their families as decontamination process is frightening and children may resist.

- Keep patients with existing medical conditions together with their caregivers.

- Utiize warm water and keep special needs patients warm and dry after decontamination.

+ Use low-pressure water, soft wash cloths and protect airway and eyes.

Treatment During Decontamination
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« If medication is required, limit administration route Lo intramuscular or medinhaler.
Intravenous therapy and advanced aiway interventions should be delayed until after gros
decontamination.

Document exposure and treatment information on patient triage tags
- Name of chemical(s)

- Amount and time of exposure

- Decontamination information

+ Treatment/antidotes administered

Transport:

- EMS personnel transporting contaminated patients must have appropriate PPE.

+If ambulance has transported contaminated patient, it can only be used lo transport contaminatef
patients unti proper decontamination of ambulance.

« If necessary, contaminated patients of different triage categories can be transported in same ambulance

- Contaminated patients wil not be transported by helicopter.

Personal Safely:

« Personal protection is the highest priority when responding to an incident where hazardous mater
exposure is suspected. DO NOT ENTER THE HOT ZONE. Only Hazmat Teams should ever enter the h
zone. Emergency response personnel caring for decontaminaled patients should wear univers:
precautions including gowns, gloves, booies and goggles/face shields.

- If major hazardous material release:

Request specific staging information and be alert for clusters of injured patients.

Maintain safe focation upwind and uphill of the site (at least 300 feet).

Observe strict adherence to hot, warm and cold zone areas for personal safety, decontamination
treatment.

Activate HAZMAT Response / Incident Command System

Incident Command to notify NH Bureau of Emergency Management (603-271-2231) to request

additional resources including law enforcement and pharmaceutical supply cache.

INmaL TRiIAGE

Triage systems such as START (adults) and JumpSTART (children) are designed for injuries and not f
use in chemical incidents. Use of these systems without consideration of chemnical exposure may lead
mis-triage, especially for agents with delayed symptoms onset.

Decontamination:
The need for decontamination is the “frst triage” decision. Since decontamination can be a length
process, the “second” decision is which patient(s) are first to be decontaminated. The “third" decision |
based on need for treatment during the decontamination process, as only simple procedures such a
antidote administration can be accomplished while wearing PPE.

Triage:

Direct those who can leave the area to evacuate to a designated decontamination location. NOTE: A
many victims may leave the scene without being decontaminated, it is imperative to notify hospitals a
s00n as possible in order to prepare for hospital-based decontamination of both ambulatory and nor
ambulatory patients.

Immediate:

Patients demonstrating serious impaimment of 2 or more major organ systems, seizing, altered ment
status, unconciousness, severe respiratory distress, or hemorrhaging.

Cyanide exposure- active seizure, altered mental status or recent onset of apnea with preserve
circulation. Nerve agent exposure- trouble breathing, twitching andlor vomiting, convulsing, post-icta
decreased level of consciousness. Also patient with cardiac activity in the absence of spontaneou
respirations.
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Phosgene exposure- Ainway symploms within several hours and/or eye iritation or damage.
Radiation exposure- Vomiting starts less than 4 hours after exposure.

Delayed:

Patients who suspect exposure but who have no immediate life-threatening effecs.

Cyanide exposure- Unconscious and breathing.

Nerve agent exposure- Patient without symptoms or has been given > 4 mg of atropine and is recoverin
from effects of both agent and antidote. Require observation of at least 18 hours.

Phosgene exposure- skin lesions without eye or airway damage.

Radiation exposure- Vomiting starts 4 hours or more afler exposure.

Minimal:

Patients able to walk and talk after exposure.

Cyanide exposre- Patient is asymptomatic more than a few minutes after exposure

Nerve Agent Symptoms of miosis without other effects, mayimay not require antidotes althoug}
observation required.
Phosgene exposure- very small skin lesion.
Radiation exposure- No vomiting.

ExpectantDeceased:

Deceased or appears o have pre-terminal injuries and/or insuffiient responders for the number
casualties or definitive pre-hospital medical care is not available.

Radiation exposure- Vomiting starts within 1 hour of exposure

Tagging Systems:

Use water-repellant triage tags with waterproof markers and attached to the patient

Indicate patient’s triage priority, degree of decontamination performed, and medication received

Note: Waterproof tags of similarly colored surveyor's tape wrapped around patients’ wrists/ankles may b
used
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NERVE AGENTS & ORGANOPHOSPHATES - ADULT.

82

Basic Stanoie Orers

Routine Patient Care: Assess for SLUDGE (salivation, lacrimation, urination, defecation, gastric upset,
emesis)

Remove to cold zone after decontamination and monitor for symptoms

Treatment using Mark-1 Kit Autoinjectors in Mass Casualty Incidents only

Antidotal therapy should be Started as soon as symploms appear.

Alinjections must be given IM

Atropine (ube1) should always be given before 2-PAM chloride (tube#2)

Assess symptoms and determine dosing according to the following guidelines:

Progressive Symptoms.

If patient has 2 or more mild symptoms (vomiting, shortness of breath, wheezing, runny nose, miosis,
twitching)

Administer one ADULT Mark-1 Kit

If within 10 minutes of receiving the first Mark-1 kit, patient develops more severe symptoms (altered
mental status, severe secretions, loss of bladder and/or bowel control) Administer two additional ADULT
Mark-1 Kits in rapid succession.

Initial Severe Symptoms

If patient exhibits severe symptoms including convulsions/seizures:

Administer three ADULT Mark-1 Kits

AND

Administer one Adult Diazepam (10 mg) Auto-injector. Diazepam may be repeated at 10-15 min. intervals
up to 3 auto-injectors (30 mg).

Maintenance Treatment

Administer one ADULT Mark-1 Kit every hour for three hours

Consider ALS intercept.

INTERMEDIATE STANDING ORDERS
Obtain IV access f situation per
Consider paramedic intercept.
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NERVE AGENTS & ORGANOPHOSPHATES - PEDIATRIC 8.2P

BASICIINTERMEDIATE STANDIN rs

Routine Patient Care: Asses for SLUDGE (salivation, lacrimation, urination, defecation, gastric upset,
emesis)

Remove to cold zone after decontamination and monitor for symptoms.

Treatment using Mark-1 Kit Auto-injectors in Mass Casualty Incidents only.

Antidotal therapy should be started as 500 as symptoms appear.

ADULT Mark-1 kit may be used for pediatric patients in a lfe-threatening situation with exposure
symptoms.

Allinjections must be given IM.

Atropine (tube#1) should always be given before 2-PAM chioride (tube#?2).

Determine dosing according to the following guidelines:

Child (13 10 25 kg): Administer one Adult Mark-1 Kit

Child (26 to 50 kg): Administer up o two Adult Mark-1 Kits based on progression & severity of symptoms
Child (>51 kg): Administer up to three: Adult Mark-1 Kits based on progression & severity of symptoms

Children and Infants (<12 kg): Use of Adult Mark-1 Kit in chidren < 12 kg s not recommended. If no
other source of atropine and praiidoxime s available within 90 minutes after severe nerve agent exposure,
use of ane Adult Mark-1 Kit should be considered.

If child has seizures and is > 26 kg: Administer One Adult Diazepam Auto-injector.

Consider ALS/Paramedic intercept
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NERVE AGENTS & ORGANOPHOSPHATES - PROVIDER PROTECTION

83

BASIC STANDING ORDERS

If frst responder(s) display chemical poisoning symptoms:

Nolify dispatch immediately.

Al irst responders will evacuate area until secured by Hazmat Team.

Remove clothing and decontaminate yourself andjor assist other responders.

Routine Patient Care: Asses for SLUDGE ( salivation, lacrimation, urination, defecation, gastric upset,
emesis).

Treatment using Mark-1 Kit Auto-injectors.

Use only if nerve agent symptoms are present. Mark-1 kits offer no prophylactic protection and use prior to
appearance of symptoms may be harmful. All injections must be given M.

Atropine (tube#1) should always be given before 2-PAM chioride (tube#2).

Assess symptoms and determine dosing according to the following guidelines:

Progressive Symptoms

If patient has 2 or more mild symptoms (vomiting, shortness of breath, wheezing, runny nose, miosis,
twitching):

Administer one ADULT Mark-1 it

If within 10 minutes of receiving the first Mark-1 kit, patient develops more severe symptoms (altered
mental status, severe secretions, l0ss of bladder and/or bowel control).

Administer two additional ADULT Mark-1 kits in rapid succession.

Initial Severe Symptoms

If patient exhibits severe symptoms:

Administer three ADULT Mark-1 Kits.

AND

Administer one Adult Diazepam (10 mg) Auto-injector. Diazepam may be repeated at 10-15 min. intervals
up to 3 autorinjectors (30 mg).

Maintenance Treatment

Administer one ADULT Mark-1 Kit every hour for three hours.

Transport self and any other first responder receiving Mark-1 therapy 1o hospital.

INTERMEDIATE STANDING ORDERS

Obtain IV access if ituation permits.
Consider paramedic intercept.
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RADIATION INJURIES

Exposure to radioactive source or radioactive materialdebris

BASIC STANDING ORDERS

Remove patient from scene and decontaminate by appropriately trained personnel.

Triage tools for mass casualty incident:

Ifvomiting starts:

within 1 hour of exposure; survival s unlikely and patient should be tagged “Expectant”.

« less than 4 hours of exposure, patient needs immediate decontamination and evaluation and tagged
“Immedate”.

after 4 hours, re-evaluation can be delayed 24 — 72 hours if no other injury is present and patient tagged

“Delayed”.

Routine Patient Care.

Treat traumatic injuries and underlying medical conditions.

Patients with residual contamination risk from wounds, shrapnel, and intemal contamination shouid be

wrapped in water-repellent dressings to reduce cross contamination.

Consider ALS intercept.

Consider air medical transport after proven definitive decontamination of patient.

INTERMEDIATE STANDING ORDERS
IV access and administer fluds to maintain systolic blood pressure >30 mmHg. if situation permits
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GENERAL
IDAHO EMS PROTOCOL
Administration of Atropine and Pralidoxime by Auto-Injector

This protocol may not be modified by the Medical Director except at the paramedic level.
“

INDICATIONS:
* An unexplained multi-casualty incident (MCI);
* Symptoms of nerve agent toxicity or organophosphate poisoning

MILD SYMPTOMS
* Blurred vision, miosis (pinpoint pupils)
Excessive, unexplained teary eyes
Excessive, unexplained runny nose
Increased salivation such as sudden drooling
Chest tightness or difficulty breathing
Tremors throughout the body or muscular twitching
Nausea and/or vomiting
Unexplained wheezing, coughing or increased airway secretions
Acute onset of stomach cramps
Tachycardia or bradycardia

SEVERE SYMPTOMS
= Strange or confused behavior
= Severe difficulty breathing or copious secretions from lungs/airway
= Severe muscular twitching and general weakness
* Involuntary urination and defecation
= Convulsions
= Unconsciousness

INITIAL DOSAGE FOR SEVERE SYMPTOMS:
* 0-2years of age : 1 dose of both Atropine and Pralidoxime
= 2-10 years of age: 2 doses of both Atropine and Pralidoxime
* >10 years of age: 3 doses of both Atropine and Pralidoxime

INITIAL DOSAGE FOR MILD SYMPTOMS:
= 0-2 years of age : None
= 2-10 years of age: None
= >10 years of age: 1 dose of both Atropine and Pralidoxime

POTENTIAL SIDE EFFECTS:
* Hypertension

The Idaho EMS Bureau has taken extreme caution to ensure all information is accurate and in accordance with professional standards in

cffect at the time of publication. This protocol must be followed by EMR, EMT and AEMT personnel. This protocol may not be modified by

the Medical Director except at the Paramedic level. It is recommended that care be based on the patient’s clinical presentation and on
authorized policies and guidelines.
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Version 0210 (previous versions should be disregarded/destroyed)

GENERAL

1) When severe symptoms are present:
e (-2 years of age: 1 dose
e 2-10 years of age: 2 doses in rapid succession
o >10 years of age: 3 doses in rapid succession

2) When mild symptoms are present AND patient is >10 years of age, give 1 dose.

3) If a patient with initially mild symptoms later develops severe symptoms, give
Atropine and Pralidoxime:
e 0-2 years of age: 1 dose
e 2-10 years of age: 2 doses in rapid succession
e >10years of age: 2 additional doses in rapid succession

j. Continue your assessment and treatment of the patient, including airway management.

k. If the patient continues to have severe symptoms 10 minutes after receiving Atropine
and Pralidoxime, administer additional Atropine per local protocol. Emergency Medical
Responders, EMTs and Advanced EMTs may only administer Atropine using an auto-
injector.

I If the patient develops seizures, administer a benzodiazepine (e.g., Diazepam/Valium)
per local protocol. Emergency Medical Responders, EMTs and Advanced EMTs may
not administer benzodiazepines.

m. At an MCI event, label the patient’s forehead to indicate they have received a MARK 1
Kit or DuoDote by writing “MARK 1”, “DuoDote”. Indicate the number of doses and the
time(s) of administration. If using triage tags, document the same information on the
triage tag.

n. Continue your assessment and treatment of the patient, including airway management.

4. Drug Administration
a. Determine if you have a Mark 1 Kit or DuoDote.
b. If you have a Mark 1 Kit:
1) Confirm the kit is not expired.
2) Remove the gray safety cap from auto-injector 1 (Atropine — smaller one).
3) Firmly push the black end of the auto-injector against the lateral side of the patient's
thigh, midway between waist and knee. The auto-injector may inject through clothing.
DO NOT hit buttons or other objects. Make sure pockets are empty.
4) Continue to push firmly until you feel the auto-injector trigger.
5) Hold the auto-injector firmly in place until the medication is injected — 10 seconds.
6) Massage the injection site for several seconds.
7) After the drug has been administered, push the needle against a hard surface to bend
the needle back against the auto-injector.

The Idaho EMS Burcau has taken extreme caution to cnsure all information is accurate and in accordance with professional standards in
effect at the time of publication. This protocol must be followed by EMR, EMT and AEMT personnel. This protocol may not be modified by
the Medical Director except at the Paramedic level. It is recommended that care be based on the patient’s clinical presentation and on
authorized policies and guidelines.
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C.

Note:

8)

9)

Version 0210 (previous versions should be disregarded/destroyed)

GENERAL

Safely store and dispose of the used auto-injector (e.g., biohazard “sharps”
container).
Repeat the process for auto-injector 2 (Pralidoxime — larger one).

If you have DuoDote:

8)
9)

Confirm the auto-injector is not expired.

Firmly grasp the center of the auto-injector with the green tip pointing down.

Pull off the gray safety release.

Firmly push the green tip of the auto-injector against the lateral side of the patient’s
thigh, midway between waist and knee at a 90 degree angle. The auto-injector may
inject through clothing. DO NOT hit buttons or other objects. Make sure pockets are
empty.

Continue to push firmly until you feel the auto-injector trigger.

Hold the auto-injector firmly in place until the medication is injected — 10 seconds.
Remove the auto-injector from the injection site and look at the green tip. If the needle
is visible, the drug has been administered. If the needle is not visible, check to be sure
the gray safety release has been removed and then repeat steps 4-6 but push harder
in step 4.

Massage the injection site for several seconds.

After the drug has been administered, push the needle against a hard surface to bend
the needle back against the auto-injector.

10)Safely store and dispose of the used auto-injector (e.g., biohazards “sharps”

container).

1. According to the 2010-1 EMSPC Standards Manual, the administration of Atropine and
Pralidoxime by auto-injector is a required skill for the EMR, EMT, Advanced EMT and
Paramedic.

2. The EMR, EMT and Advanced EMT must obtain EMS Bureau-specified “Just in Time”
training prior to auto injector use.

The 1daho EMS Bureau has taken extreme caution to ensure all information is accurate and in accordance with professional standards ir
effect at the time of publication. This protocol must be followed by EMR, EMT and AEMT personnel. This protocol may not be modified b;
the Medical Director except at the Paramedic level. It is recommended that care be based on the patient’s clinical presentation and o1
anthorized nolicies and cuidelines.
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Version 0210 (previous versions should be disregarded/destroyed)

GENERAL

= Tachycardia
= Chest pain/angina
= Urine retention

CONTRAINDICATIONS:
= None if severe symptoms are present

PRECAUTIONS:
= Use appropriate PPE, including respiratory protection
= Ensure patient decontamination
= Only providers in appropriate PPE should treat patients prior to decontamination

1. Atropine and Pralidoxime may be administered as a single auto-injector (e.g., DuoDote) or
as separate auto-injectors (e.g., Mark | Kit).

2. Before administering Atropine and Pralidoxime, the provider must receive training and
demonstrate competency in the following:

Pharmacology of the drug

Drug indications

Drug contraindications of

Specific route of drug administration

Manufacturer’s instructions

Paoow

3. Procedure:
a. Ensure scene safety, proper PPE and initiate decontamination as indicated.
Decontamination should include removal of clothing and washing with soap and large
amounts of water.

b. Confirm the patient has or may have been exposed to a nerve agent or
organophosphates.

c. Determine the presence of mild or severe symptoms.

d. Suction airway as necessary.

e. Administer high flow oxygen and assist ventilation as necessary.

f. Explain the procedure to the patient or family, if able.

g. Confirm the patient’s age, if able.

h. Obtain verbal consent, if able.

I

Administer Atropine and Pralidoxime.

T'he Idaho EMS Burcau has taken extreme caution to ensure all information is accurate and in accordance with professional standards in
effect at the time of publication. This protocol must be followed by EMR, EMT and AEMT personnel. This protocol may not be modified by
the Medical Director except at the Paramedic level. It is recommended that care be based on the patient’s clinical presentation and on
authorized policies and guidelines.
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This document contains;

Lemhi County EMS Medical Control Agreement,

Medical Supervision Plan and

Lemhi County Emergency Medical Services ,Patient Care Guidelines/Protocols.

Document will be reviewed annually by EMS department heads and updated every 5 years or as needed per
change in Idaho EMS Scope of Practice.
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