





Burns: Chemical and Electrical

History ‘ Signs and Symptoms Differential
e Type O_f exposure (heat, gas, chemical) | «  Burns, pain, swelling e Superficial (1> Degree) red and painful
*  Inhalation injury e  Dizziness e Partial Thickness (2™ Degree) blistering
e Time of Injury e  Loss of consciousness e Full Thickness (3" Degree) painless/charred or
e  Past medical history and Medications e Hypotension/shock leathery skin
¢  Othertrauma e Airway compromise/distress e Thermal
*  Lossof Consciousness e singed facial or nasal hair e  Chemical
e Tetanus/Immunization status e  Hoarseness / wheezing e  Electrical
N\ AN _A_e _ Radiation
Front of Bod : , Legend
ronter Sody %8 Universal Patient Care Protocol )
4.5% Face/Neck
9% Entire Head/Neck @ ¢ M R
9%Entire Right A < P ) Cardiac Moni p B EMT B
nt!re ight Arm N ‘;' Fat ardiac OnItOI'
9%Entire Left Arm @ | =) g | EMT- | I
9% Upper Anterior Trunk
9% L Anterior Trunk
TR B AT A P EMT-P P
1% Perineum .
Eye Involvement? Continuous saline Medical Control [
9%Upper Front Leg elle flush in affected eye. Flush are with
9% Lower Front Leg H H
T N\ water or Normal Saline for 10-15 minutes
D\

Remove Rings, Bracelets, and other
Constricting Items. Remove clothing or

Estimate spotty areas

by using the size of the eXpose area

patient’s palm as 1%

Back of Body Identify entry and exit sites, apply sterile
dressings

4.5% Back of Head/Neck
9% Entire Head/Neck

=z Pain Control Protocol

“ (v only for Burn Patients)
g IV Protocol

Normal Saline Bolus

v

Chemical and Electrical Burn Patients
Must be Triaged using the Guidelines below
and their care must conclude in the

228 Thermal Burn Protocol

9% Upper Posterior Trunk
9% Lower Posterior Trunk
18% Entire Posterior Trunk
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[ |
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9% Upper Back Leg
9% Lower Back Leg
18% Entire Leg

Serious
(Yellow)

5-159% TBSA 2"%/3™ Degree Burn
Suspected Inhalation injury or requiring intubation
for airway stabilization
Hypotension or GCS < 14
(When reasonable accessible, transport to either a
Level | Burn Center or a Trauma Center)

Pearls Chemical Y Pearls Electrical

e  Refer to Decontamination Standard Procedure (Skill) WMD e Do not contact the patient until you are certain the source of the electric
Page shock has been disconnected.

e Certainly 0.9% NaCl Soln or Sterile Water is preferred, e  Attempt to locate contact po.ints, (entry Woundlwhere thg AC source

however if it is not readily available, do not delay, use tap contacted the patient, an exit at the ground point) both sites will generally

water for flushing the affected area or other immediate water be f“_” th|ckngss. " . - . )
sources. Flush the area as soon as possible with the . Cardiac monitor, anticipate ventricular or atrial irregularity, to include V-

; : ; : ; tach, V-fib, heart blocks, etc.
cleanest readily available water or saline solution usin ' . . ’ .
. y : 9 e Attempt to identify the nature of the electrical source (AC vs DC), the
copious amounts of fluids. .
amount of voltage and the amperage the patient may have been exposed

to during the electrical shock.
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Drowning

History Signs and Symptoms Differential
e Submersion in water e Unresponsive e Trauma
regardless of depth e Mental status changes e Pre-existing medical problem
e Possible trauma to C-spine e Decreased or absent vital signs e Pressure injury (diving)
e Possible history of traumaie: | e Vomiting ) Barotrauma
diving board e Coughing o Decompression sickness
e Duration of immersion e Apnea e Post-immersion syndrome
e Temperature of water or e  Stridor
possibility of hypothermia e Wheezing
\_ A* Rhales AL
Legend
MR oEmE . .
223 Universal Patient Care Protocol
B EMT B
I EMT- | I 1
P EMT-P P B g8 Spinal Immobilization Protocol B
Medical Control P . cardiac Monitor P
B Pulse Oximetry B
Capnography if Available
B 12-Lead ECG B
| Consider CPAP if available for respiratory | #
distress g
I 2 IV Protocol I g
Consider Albuterol or other Beta-
B| @ . : . B 9
Agonist for respiratory distress o
(=g
o
- 0
Monitor and reassess o
"]
y
sss  Appropriate Protocol
"% based on symptoms

\ 4
Notify Destination or Contact Medical Control

/Pearls

Recommended Exam: Trauma Survey, Head, Neck, Chest, Abdomen, Pelvis, Back, Extremities, Skin, Neuro
Have a high index of suspicion for possible spinal injuries

With cold water no time limit -- resuscitate all. These patients have an increased chance of survival.

Some patients may develop delayed respiratory distress.

All victims should be transported for evaluation due to potential for worsening over the next several hours.
Drowning is a leading cause of death among would-be rescuers.

Allow appropriately trained and certified rescuers to remove victims from areas of danger.

With pressure injuries (decompression / barotrauma), consider transport to or availability of a hyperbaric chamber.
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History Signs and Symptoms Differential
e Type of injury e Pain, swelling e Abrasion
e Mechanism: crush / penetrating / e Deformity e Contusion
amputation e Altered sensation / motor function e Laceration
e Time of injury e Diminished pulse / capillary refill e Sprain
e Open vs. closed wound / fracture e Decreased extremity temperature e Dislocation
¢ Wound contamination e Fracture
e Medical history e Amputation
Medications
. A A
Legend
MR 228 Universal Patient Care Protocol
B EMT B
I EMT- | I
P EMT-P P
Medical Control m v
~ Wound care
Sy Control Hemorrhage with Pressure
Splinting as required
If hemorrhage can not be controlled by
B direct pressure and is life threatening then B

- consider Tourniquet procedure and/or
a Hemostatic Agent if available

IV Protocol if life or limb threatening event
or if pain medication needed

oo
oomE
OoEm

=[]
oom
Omm

Pain Control Protocol

If amputation Clean amputated part Wrap
part in sterile dressing soaked in normal
saline and place in air tight container.

Place container on ice if available

\ 4
Notify Destination or Contact Medical Control

s

Pearls

Recommended Exam: Mental Status, Extremity, Neuro

Peripheral neurovascular status is important

In amputations, time is critical. Transport and notify medical control immediately, so that the appropriate destination
can be determined.

Hip dislocations and knee and elbow fracture / dislocations have a high incidence of vascular compromise.

Urgently transport any injury with vascular compromise.

Blood loss may be concealed or not apparent with extremity injuries.

Lacerations must be evaluated for repair within 6 hours from the time of injury.
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Head Trauma

History Signs and Symptoms Differential
e Time of injury e Pain, swelling, bleeding e  Skull fracture
e Mechanism (blunt vs. penetrating) e Altered mental status e Brain injury (Concussion,
e Loss of consciousness e Unconscious Contusion, Hemorrhage or
e Bleeding e Respiratory distress / failure Laceration)
e Past medical history e Vomiting e Epidural hematoma
e Medications e  Major traumatic mechanism of injury e  Subdural hematoma
e Evidence for multi-trauma e  Seizure e Subarachnoid hemorrhage
e Spinal injury
Abuse
\ A N
st Universal Care Protocol Legend
v MR
omE Adult MUlUpIe
oom — ?
% Trauma Protocol <«+—No Isolated heTld trauma * B EMT B
Yes [ EMT- | [
h 4
E88  Spinal Immobilization Protocol P EMT- P P

[=[=]s}

| 228 |V Protocol | m Medical Control

If Intubation required, _ * P
= gon5|d_er = Obtain and Record GCS \ -
@ Lidocaine | N\ 3
if Available No GCS <8 c
omm H . * 5
@ss  Airway Protocol I— Can patient cough or speak? Q
| a)
Maintain EtCO2 ves §
Between 35 and 45 »\,) Basic Airway Maneuvers with BVM g
k > Maintain Pulse Ox > 90% GCS > 8 R(;pme?r:ft\;iry o
Maintain EtCO2 between 35 and 45 ®
v
2% Seizure Protocol «—Yes— Seizure?
I
No
|| - D50 | [e—<60— [ Blood glucose | |
Glucagon (if no 1V)

|
B | Consider Naloxone | B >$30
‘ #{ .’ Monitor and reassess .‘ j

v
Notify Destination or Contact MC

/Pearls

e Recommended Exam: Mental Status, HEENT, Heart, Lungs, Abdomen, Extremities, Back, Neuro

e |f GCS < 12 consider air / rapid transport

e Inthe absence of Capnography, hyperventilate the patient (adult: 20 breaths/min, child: 30, infant: 35) only if ongoing evidence of

brain herniation (blown pupil, decorticate or decerebrate posturing, or bradycardia)

Increased intracranial pressure (ICP) may cause hypertension and bradycardia (Cushing's Response).

Hypotension usually indicates injury or shock unrelated to the head injury and should be aggressively treated.

The most important item to monitor and document is a change in the level of consciousness.

Consider Restraints if necessary for patient’s and/or personnel’s protection per the Restraint Procedure.

Limit 1V fluids unless patient is hypotensive.

Concussions are periods of confusion or LOC associated with trauma which may have resolved by the time EMS arrives. Any

prolonged confusion or mental status abnormality which does not return to normal within 15 minutes or any documented loss of

consciousness should be evaluated by a physician ASAP.

e In areas with short transport times, RSI/Drug-Assisted Intubation is not recommended for patients who are spontaneously
breathing and who have oxygen saturations of greater than 90% with supplemental oxygen.

Protocol 54 2009

Any local EMS System changes to this document must follow the NC OEMS Protocol Change Policy and be approved by OEMS



History Signs and Symptoms Differential
e Age e Altered mental status or e Fever (Infection)
e Exposure to increased unconsciousness e Dehydration
temperatures and / or humidity e Hot, dry or sweaty skin e Medications
e Past medical history / medications e Hypotension or shock e Hyperthyroidism (Storm)
e Extreme exertion e Seizures e Delirium tremems (DT's)
e Time and length of exposure e Nausea e Heat cramps
e Poor PO intake e Heat exhaustion
e Fatigue and / or muscle cramping e Heat stroke
\_ AL “A* CNS lesions or tumors
Legend
MR omE . .
g5 Universal Patient Care Protocol
B EMT B
I EMT- | I : :
Cardiac monitor
P EMT-P P —
- B 12-Lead ECG
Medical Control
Document patient temperature
Remove from heat source -
Remove clothing 3
[
Apply room temperature water to skin and 3
increase air flow around patient :
I E8 IV Protocol - Bolus (may repeat X 3) I §
o
0
h 4 o
»',” Monitor and reassess L
v
gse Appropriate Protocol
"%% Based on patient symptoms
v
M Notify Destination or
Contact Medical Control
(Pearls
e Recommended Exam: Mental Status, Skin, HEENT, Heart, Lungs, Neuro
e Extremes of age are more prone to heat emergencies (i.e. young and old).
e Predisposed by use of: tricyclic antidepressants, phenothiazines, anticholinergic medications, and alcohol.
e Cocaine, Amphetamines, and Salicylates may elevate body temperatures.
e Sweating generally disappears as body temperature rises above 104° F (40° C).
e Intense shivering may occur as patient is cooled.
e Heat Cramps consists of benign muscle cramping 2° to dehydration and is not associated with an elevated

temperature.
Heat Exhaustion consists of dehydration, salt depletion, dizzyness, fever, mental status changes, headache,
cramping, nausea and vomiting. Vital signs usually consist of tachycardia, hypotension, and an elevated temperature.
Heat Stroke consists of dehydration, tachycardia, hypotension, temperature >104° F (40° C), and an altered mental
status.
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Hypothermia

History Signs and Symptoms Differential

Past medical history e Cold, clammy e Sepsis

Medications e Shivering e Environmental exposure
Exposure to environment even in e Mental status changes e Hypoglycemia

normal temperatures e Extremity pain or sensory e CNS dysfunction
Exposure to extreme cold abnormality Stroke

Extremes of age Bradycardia Head injury

Drug use: Alcohol, barbituates e Hypotension or shock Spinal cord injury
Infections / Sepsis
Length of exposure / Wetness AL AL

4t Universal Patient Care Protocol Legend
A MR
P 1, Cardiac Monitor P B EMT B

ﬁ Temperature < 95° F (35° C) I EMT- | I
[

Yes EMT- P P

P
v Medical Control lY
Handle very gently

Remove wet clothing
Hot Packs and Blankets

Blood Glucose

IV Protocol |

If Glucose < 60

| p- D50 if Adult |
D10 if Pediatric

Glucagon if No IV

o

og | &
oom | ! »
omm

B wi Consider Naloxone B

AN - Appropriate Protocol

°°% Based on patient symptoms

Contact Medical Control

s

Pearls

Recommended Exam: Mental Status, Heart, Lungs, Abdomen, Extremities, Neuro

NO PATIENT IS DEAD UNTIL WARM AND DEAD.

Defined as core temperature < 35° C (95° F).

Extremes of age are more susceptable (i.e. young and old).

With temperature less than 30° C (86° F) ventricular fibrillation is common cause of death. Handling patients gently
may prevent this.

If the temperature is unable to be measured, treat the patient based on the suspected temperature.

Hypothermia may produce severe bradycardia so take at least 45 second to palpate a pulse.

Hot packs can be activated and placed in the armpit and groin area if available. Care should be taken not to place
the packs directly against the patient's skin.

Consider withholding CPR if patient has organized rhythm or has other signs of life. Discuss with medical control.
Intubation can cause ventricular fibrillation so it should be done gently by most experienced person.

Do not hyperventilate the patient as this can cause ventricular fibrillation.

If the patient is below 30 degrees C or 86 F then only defibrillate 1 time if defibrillation is required. Normal
defibrillation procedure may resume once patient reaches 30 degrees C or 86 F.

Below 30 degrees C (86 F) antiarrythmics may not work and if given should be given at reduced intervals contact
medical control before they are administered.
Below 30 C or (86 F) pacing should not be done
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History Signs and Symptoms Differential (Life threatening)

Time and mechanism of injury e Pain, swelling e Chest Tension pneumothorax
Damage to structure or vehicle e Deformity, lesions, bleeding Flail chest

Location in structure or vehicle e Altered mental status or Pericardial tamponade
Others injured or dead unconscious Open chest wound
Speed and details of MVC e Hypotension or shock Hemothorax

Restraints / protective equipment | e  Arrest Intra-abdominal bleeding

Past medical history Pelvis / Femur fracture
Medications Spine fracture / Cord injury

Head injury (see Head Trauma)
Extremity fracture / Dislocation
HEENT (Airway obstruction)

A “A* Hypothermia

S5 Universal Patient Care Protocol Legend
v MR

e Adult Assessment Procedure focusing on B EMT B
=88 initial ABC and level of responsiveness

838 Spinal Immobilization Protocol

ge=  Airway Protocol if appropriate
m Medical Control

v

Vital Signs including GCS

' | :
Abnormal Normal
v ‘ v

Limit Scene Time to 10 minutes Control External Hemorrhage

Rapid Transport to appropriate »,/ Complete Assessment

destination using ~ Splint Suspected Fractures
EMS System Trauma Plan ., Consider Pelvic Binding

Provide Early Notification Transport to appropriate destination

g% IV Protocol using EMS System Trauma Plan
- Normal Saline Bolus |
May repeat for hypotension

S]020304d ewnea]

»\,/Continually Reassess

~ Splint Suspected Fractures
,/Consider Pelvic Binding
Control External Hemorrhage

__Tension Pneumothorax?
»'Chest Decompression

z=z Consider o Notify Destination or M
"™ Head Injury Protocol Contact Medical Control

e o 0 o )

earls

Recommended Exam: Mental Status, Skin, HEENT, Heart, Lung, Abdomen, Extremities, Back, Neuro
Items in Red Text are key performance measures used in the EMS Acute Trauma Care Toolkit

Transport Destination is chosen based on the EMS System Trauma Plan with EMS pre-arrival notification.
Geriatric patients should be evaluated with a high index of suspicion. Often occult injuries are more difficult to
recognize and patients can decompensate unexpectedly with little warning.

Mechanism is the most reliable indicator of serious injury.

In prolonged extrications or serious trauma, consider air transportation for transport times and the ability to give blood.
Do not overlook the possibility of associated domestic violence or abuse.

Scene times should not be delayed for procedures. These should be performed en route when possible. Rapid
transport of the unstable trauma patient is the goal.

Bag valve mask is an acceptable method of managing the airway if pulse oximetry can be maintained above 90%
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WMD-Nerve Agent Protocol

History Signs and Symptoms Differential
e Exposure to chemical, biologic, e Visual Disturbances e Nerve agent exposure (e.g., VX,
radiologic, or nuclear hazard e Headache Sarin, Soman, etc.)
e Potential exposure to unknown e Nausea/Vomiting e Organophosphate exposure
substance/hazard e Salivation (pesticide)
e Lacrimation e Vesicant exposure (e.g.,
e Respiratory Distress Mustard Gas, etc.)
e Diaphoresis e Respiratory Irritant Exposure
e Seizure Activity (e.g., Hydrogen Sulfide,
e Respiratory Arrest Ammonia, Chlorine, etc.)
G AN AN
Ensure Scene Safety and Proper PPE Legend
v MR
ge8 Universal Patient Care Protocol B EMT B
— * I EMT- | |
Obtain history of exposure
Observe for specific toxidromes P EMT- P P
Initiate triage and/or decontamination Medical Control BY
as indicated.
Assess for presence of major or minor Major Symptoms: ﬂ
symptoms. There must be symptoms > Altered Mental Status, Seizures, )
. - . [
f before treatment. Respiratory Distress, Respiratory Arrest 3
Y
Minor Symptoms: * _ -
Salivation, Lacrimation, Nerve Agent Kit IM o
Visual Disturbances B | @ X3rapidly B g
* (See Pediatric Doses Below) 0
oEmE °
I | 822 IV Protocol I ¢ Ty
Atropine 2 mg IV/IM g 5 min | | 538 IV Protocol |
P | @ (0.02-0.05 mg/kg) P If Seizures:
until symptoms resolve Midazolam,
* P& 5to 10 mg IV/IM P
Notif
Pralidoxime 2 grams Destinai/ion (0.3 mg/kg IV/IM)
YN @ (15-25 mg/kg for Peds) or *
IV over 30 minutes Atropine
i Contact MC o | @ 2mg VM g5 min 5
1 1 (0.02-0.05 mg/kg)
Monitor for appearance of major symptoms until symptoms resolve
/Pearls

e Inthe face of a bona fide attack, begin with 1 Nerve Agent Kit for patients less than 7 years of age, 2 Nerve Agent
Kits from 8 to 14 years of age, and 3 Nerve Agent Kits for patients 15 years of age and over.

o If Triage/MClI issues exhaust supply of Nerve Agent Kits, use pediatric atropens (if available). Use the 0.5 mg dose if

patient is less than 40 pounds (18 kg), 1 mg dose if patient weighs between 40 to 90 pounds (18 to 40 kg), and 2 mg

dose for patients greater than 90 pounds (>40 kg).

Follow local HAZMAT protocols for decontamination and use of personal protective equipment

For patients with major symptoms, there is no limit for atropine dosing.

Carefully evaluate patients to ensure they not from exposure to another agent (e.g., narcotics, vesicants, etc.)

Each Nerve Agent Kit contains 600 mg of Pralidoxime (2-PAM) and 2 mg of Atropine

The main symptom that the atropine addresses is excessive secretions so atropine should be given until salivation

improves.
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Suspected Influenza (H1IN1 Flu)

%
4 A suspected influenza patient = Any patient with Fever and 1 or more of the listed signs or symptoms R
Local implementation of this protocol should be coordinated with your local health department.
Y Implementation is recommended if a case of HIN1 Influenza has been confirmed in the community. )
/History \/Signs and Symptoms \/Differential R
e Fever and 1 or more of the Acute Febrile Respiratory lliness e Influenza A (H1IN1 and Non-
listed Signs and Symptoms e Fever H1N1)
. . e Breathing Problems e Influenza B
e Exposureto sick contact in a : .
. . e Cough ¢ Non Influenza Viral Infections
community with known H1N1 . : . .
influenza e Runny Nose or Congestion e Respiratory Bacterial Infections
\_ A Sore Throat AL y
Dispatch Center Staff Initial EMS Contact of Suspected Influenza Patient
Follow existing EMD Protocols and Guidelines v/ Bring Surgical Mask and personal protective equipment with
(Implement Priority Dispatch Protocol 36: you into the home or patient area.
Pandemic Flu if possible) v Stay a minimum of 2 meters (6 feet) from the patient until the

Ask the following Question patient history has been completed and no identified influenza

Listen carefully and tell me if you have any of the symptoms have been identified.

following symptoms? v" If the patient history is positive for Fever and 1 or more listed
o Fever or Chills signs and symptoms, all EMS personnel should put on a N-95
o Upper Respiratory Infection with a runny nose mask if in the patient treatment area

nasal congestion, or a cough v If the patient history is positive, place a surgical mask on the
o Sore Throat patient (Use a Non-Rebreathing mask if Oxygen is clinically
o Vomiting or Diarrhea indicated).
o Body Aches or Weakness . . )
o  Contact with someone with the Flu v" Follow strict hand-washing procedures and disposal of all PPE
o Travel to an area with a known Flu outbreak if not transporting the patient. Disposal should be in EMS

biohazard waste containers.

If any symptom is Positive (Yes)
Notify Responding EMS Units of Potential EMS Transport of Suspected Influenza Patient
Influenza Patient.

v Confirm surgical mask is in place on patient

v' Use PPE including gloves and surgical mask if in the patient
compartment. When performing any direct patient care (any
airway procedure) that could result in droplet or aerosol
exposure a gown, N-95 mask, and eye protection must also be

Use Normal Treatment Protocols with the
following exceptions

(n14) ezuanpuj pajoadsng

No Nebulized Medications should be given. used.
¢ Multi-Dose Inhalers (if possible with spacers) or v’ Driver must wear surgical mask if drivers cab is open to the
IM Epinephrine should be used instead patient compartment
¢ :;;ﬁgr':::gm;ne should be reserved for pre-arrest v Create negative pressure in the unit by having an open
. window
e Only use CPAP devices if they have v Notify the receiving facility early of the patients impending
disposable filters. arrival so they may prepare an appropriate room to receive the
e If an Invasive Airway is required, any BIAD patient
(King LT or Combitube) is preferable to v’ Carefully clean the unit after the call using approved infection
endotracheal intubation. control practices
The purpose of this protocol is to provide direction to communication center and EMS professionals on the safe A

identification, treatment, and transport of any patient with suspected influenza. By identifying any potential influenza

patient, EMS professionals can more effectively reduce their exposure risk through the utilization of appropriate personal

protection equipment (PPE).

Pearls

e Document Primary Symptom and all Associated Symptoms in the Patient Care Report for influenza surveillance.

e Patients with Swine Flu (H1N1) are infectious/contagious for up to 7 days after the onset of symptoms. If symptoms last longer
than 7 days, the patient is considered contagious until the symptoms resolve.

e If you develop influenza like symptoms, notify your health care provider, your EMS Agency, and avoid contact with others to limit
the spread of the illness.

e This protocol is consistent with CDC droplet based precautions as of August 2009 and may not be consistent with federal or state
\_ OSHA workplace guidelines. NC public health information can be found at www.epi.state.nc.us/epi/gcdc/H1IN1flu.html )
Protocol 100 2009
This protocol has been developed by the North Carolina Office of EMS (Version 8-25-2009)






