
NH EMS MEDICAL CONTROL BOARD 
 

Division of Fire Standards and Training & Emergency Medical Services 
Richard M. Flynn Fire Academy, 98 Smokey Bear Blvd. 

Concord, NH 03305 
 

MINUTES OF MEETING (Approved) 
January 19, 2017 

 
Members present: James Suozzi-Chair; Kenneth Call, Frank Hubbell, 

Joshua Morrison, Joey Scollan, Brian Sweeney, Thomas 
Trimarco, and Harry Wallus (8) 

 
Members pending: Patrick Lee (replacing Michelle Nathan) 
 
Members absent: Trevor Eide, David Hirsch, and John Seidner (3) 
 
Bureau staff: Chief Nick Mercuri, EMS Deputy Chief John Bouffard, 

Captains Vicki Blanchard and Chip Cooper, and 
Administrative Assistant, June Connor (5) 

 
Guests: Pamela Drewniak, Eric Jaeger, Jeanne Erickson, Steve 

Erickson, Michael Flynn, Christopher Gamache, 
MaryEllen Gourdeau, Stephanie Locke, Tim Monahan, 
Todd Robinson, Grant Turpin, Jared Whalen, and Craig 
Clough (13) 

 
Guest Speakers: Louis Chatel and Josh Patrick 
 

I. Welcome 
The meeting was called to order at 9:00AM. A quorum was present with 8 
members present when the meeting began. 
A. Introductions / Disclosures / Membership 

• Some members have not yet submitted their RSA 15-A forms. 
• Dr. Scollan’s Region II nomination letter arrived during the meeting, 

and the MCB members took a vote to ratify her membership. 
• Dr. Seefeld – no update  
• Dr. Freese (from Frisbee) introduction – Dr. Freese was not present; 

no nomination letter received as of this date. 
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II. Approval of the September 1, 2016 and November 17, 2016 Minutes: 
 
Motion made by Kenneth Call; seconded by Harry Wallus – to approve 
the minutes from both the September 1st and November 17th MCB meetings; 
passed unanimously. 
 

III. Division/Committee Reports 
A. Bureau of EMS and Division Updates – EMS Deputy Chief J. 

Bouffard 
• EMS in the Warm Zone Operations – on track to be out mid-

March. 
• Infection control memorandum – back at DHHS. 
• This year’s AFG money bought a simulation Trauma Hal, a power 

stretcher, and a cardiac monitor.  The new ambulance, bought with 
last year’s grant money, has been delivered. 

• Operations:  licensing season! 
• Background check federal legislation for new and lapsed providers 

went into effect on January 1, 2017.  State Police background 
checks, being done by individual services, are not a substitute.  
Spread the word…DO NOT GO PAST THE APRIL 30TH 
DEADLINE!  Changing certification levels – waiting for legal 
input on this as to whether or not it requires a background check; it 
does not at this point. 

• “LEAN” process – This efficiency process is being done for the 
Division’s course authorization, practical exam, and course 
completion processes.  The current system will be analyzed and 
then streamlined into a more efficient way to doing business. 

• EMS Week – May 21-27.  The theme is “EMS Strong, Always in 
Service”. 

• Ambulance inspections – Diane Bunnell is the contact person. 
• Clinical Systems Section – working on protocols.  This year, the 

scope of practice modules will be slimmed down to their required 
content and included in the protocol roll-out.  This guarantees that 
every 2 years, everyone will get the expanded scope of practice 
education. 

• New London DHART Conference – April 29 & 30, 2017 
• Stroke Collaborative – tentatively set for June 8, 2017 
• Brain Injury Association Conference – May 17, 2017 (Vicki 

Blanchard and Dr. Lukovits will be speaking about EMS 
protocols) 
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• New England Guideline for Sepsis – Jim Suozzi and Vicki 
Blanchard are working on this. 

• Simulation Coordinator – a conditional offer has been made for 
this position. 

• Chip’s Data Group –  
* Aaron McIntire has joined the group part time.  The group is 

now completing the third party vendor information so they 
can submit compliant data to us. 

* “Todd’s RODS” – Revised OverDosed Score based on the 
high and low readings for both the respiratory rate and GCS. 
 In 2016 there were 2,793 Narcan administration cases: 
 Of those, there were 1,222 with no improvement; 321 

with some improvement; and 1,162 (42%) were 
considered to be “life saved”. 

 Overall, since 2012, 41% were considered to be life 
saved. 

• Elite program – The TEMSIS and Trauma Registry User 
Management process has diverted, resulting in an RFP for the 
entire program. 

• Chip Cooper and Jim Suozzi will be attending the NASEMSO 
National EMS Model Guidelines working group this coming 
weekend. 

• Data analyst interviews – one candidate has been moved to a 
second interview. 

• A part time person is still needed in the Data Group; this person 
should know TEMSIS and be skilled in Excel. 

• Data sharing – working on how to share data with the CARES 
registry. 

 
B. Coordinating Board Update – Frank Hubbell 

• The CB will meet this afternoon, January 19, 2017 at 1PM. 
• The most recent CB meeting was the joint Strategy & Planning 

meeting held on November 17, 2016. 
• Here is the link to the minutes from the CB meetings: 

http://www.nh.gov/safety/divisions/fstems/ems/boards/coordinating/cbminutes.html  
 

C. Trauma Medical Review Committee – K. Call 
• The TMRC meeting was held on December 21, 2016. 
• Highlights of that meeting included the following: 
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* The Hospital Designation sub-committee is looking for people 
interested in being reviewers.  There will be a workshop on 
February 1st. 

* 5 hospitals are on the docket for reviews in 2017. 
* The Education sub-committee, which plans the annual trauma 

conference, has 2 new co-chairs, and Karen Louis, from the 
Bureau of EMS, will join the committee. 

* The Pre-Hospital sub-committee will be shifting their focus from 
trauma triage to provider education. 

* Please refer to the minutes for the Injury Prevention and 
Rehabilitation reports. 

* Dr. Eric Martin will head up the new Process Improvement Sub-
Committee.  Chief Nick Mercuri will be working with this group. 

• The TMRC will meet again on February 15, 2017 at 9:30AM. 
• Here is the link to the minutes from the TMRC meetings: 

http://www.nh.gov/safety/divisions/fstems/ems/boards/traumamedicalreview/trauma_minutes.html  
 

D. Drug Diversion – R. O’Brien for Jeffrey Stewart 
• After more than 2 ½ years of work, the 7th version of the Best Practice 

Guide Book for Drug Diversion will be going in front of the 
Coordinating Board for review and adoption this afternoon, January 
19, 2017. 

• The next step for the Drug Diversion committee will be to work with 
the BEMS to get a training program developed for both the provider 
and UCDC levels. 

 
IV. Septic Protocol speaker – Josh Patrick 

Mr. Patrick gave a PowerPoint presentation on this subject, focusing on how 
EMS sepsis care can be improved.  (See attachment) 
 
Motion made (Trimarco/Hubbell) - to send the EMS sepsis issue to the 
Protocol Sub-Committee to be turned into a draft; passed unanimously. 
 

V. Protocol Committee – (J. Suozzi / V. Blanchard) (see attachments for 
informational articles and draft copies) 
Report below provided by Vicki Blanchard: 
In General:  For oxygen saturation changed from > 94% to 94 – 99%.  
 

Thoracic Injuries: A pediatric section was added under Paramedic for needle 
decompression. 
 

CPAP: PEEP range changed from 5 – 10 cmH20 to 5 – 15 cmH20. A new section 
regarding using a BVM with PEEP in the absence of a CPAP device was added. 
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Refusal of Care: No changes. 
 

Baby Safe Haven: New protocol outlining our legal obligation if a newborn is left at a fire 
station or ambulance station. 
 

Abdominal Pain: The assessment box removed and some of its content moved into 
PEARLS. 
 

Adrenal Insufficiency: hydrocortisone dose in extended care changed from 100 mg to 50 
mg. 
 

Anaphylaxis/Allergic Reaction Adult & Pediatric: Change AEMT epinephrine repeat 
administration from every 5 minutes (3 doses total) to Repeat every 5 minutes until 
sings and symptoms resolve.  
 

Anaphylaxis/Allergic Reaction – Pediatric: Removed the weight based doses of 
epinephrine and made them consistent with the EpiPen. 
 

Asthma, COPD, RAD: No changes. 
 

Asthma, Bronchiolitis, Croup: Changed to “Pediatric Respiratory Distress” with Asthma, 
Bronchiolitis and Croup after the title. New bullets in PEARLS stating you can give IV 
solution of dexamethasone by mouth and addition bullets on pneumonia and age based 
ranges of tachypnea. 
 

BRUE (formally known as ALTE): Expanded on the definition and history taking needed 
as well the importance of transporting these infants. 
 

Behavioral Emergencies: No changes. 
 

Fever Protocols: Removed.  Every board member agreed that you do not need to treat a 
fever, as it is a natural defense of the immune system.  Additionally, it was discussed 
that some providers are being distracted by the fever and not identifying underlying 
sepsis. 
 

Hyperglycemia: No change. 
 

Hypoglycemia: Removed Glucapen as they will not be available for a number of years. 
 

Hypoglycemia: changed the dose of D10 from just infusing until the patient’s mental 
status returned.  Changed pediatric dose to 5 mL/kg, with repeats every 5 minutes. 
 

Hyperthermia: Added an indication and contraindication box at the beginning to make it 
clear this was a protocol for elevated temperature due to environmental exposure, over 
exertion, pharmacological agents or excited/agitated delirium and NOT fever associated 
with infectious illness. 
 

Hypothermia: Added the consideration of the heat reflective emergency blanket (space 
blanket). 
 

Victims of Violence: New protocol which combined Abuse & Neglect with Domestic 
Violence and added sexual assault.  Louis Chatel from Monadnock Community Hospital 
presented a policy used by their hospital for early warning of domestic violence to their 
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security force.  EMS uses the code word “Code 61” which activates a system where 
victim advocates are notified even before EMS gets to the hospital.  This protocol was 
sent back to committee to look further at added some early activation language. 
 
Motion (Hubbell/Scollan) – to remove the fever protocol: 5 in favor and 3 
abstentions from Wallus, Trimarco, and Call; motion passed. 
 
Motion (Hubbell/Trimarco) – to approve all protocols except for Violence; 
passed unanimously. 
 

VI. Old Business 
A. Cardiac Arrest / CARES update – J. Suozzi / V. Blanchard 

• Dartmouth Institute has a cardiovascular epidemiologist group that 
has agreed to fund a quarter of an FTE to help hire a state coordinator 
for CARES. 

• Pilot sites – Cheshire catchment area, Concord Fire, and AMR 
Manchester 

 
B. Operational Medical Director – J. Suozzi / N. Mercuri 

• The Coordinating Board will be looking into this. 
 

C. EpiPens – J. Suozzi 
• Already discussed. 

 
D. MRH Credentialing  (This should be placed high on the agenda for 

the next meeting in March.) 
• A discussion ensued about the role of the MRH director in 

credentialing EMS providers.  The group decided to continue the 
discussion at the next meeting. 

 
VII. New Business 

• Nick Mercuri explained Governor Sununu’s requirement that all rule 
sets be analyzed within the next 90 days (due March 31st).  He asked 
that everyone go back to their constituents and gather input about 
what is not efficient and what is not working.  An email will be 
sent out tomorrow, January 20, 2017. 
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VIII. Topics ad libitum 
None 
 

IX. Adjournment 
Motion made (Hubbell/Trimarco) – to adjourn the MCB meeting at 
12:05PM; passed unanimously. 

 
 
 
Next meeting:  March 16, 2017 
 

 
Respectfully submitted, 
 
James Suozzi, DO, Chairperson 
 
 
 
Prepared by June Connor, Administrative Assistant I, Office of the Director, NHFSTEMS 
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ADVANCE CARE FOR SEVERE SPESIS & 
SEPTIC SHOCK 


PARAMEDIC 


PERQUISITES REQUIRED 


 
This protocol is only to be used by those paramedics and services that meet the requirements 
set forth by the NH Bureau of EMS and listed below. 


• Must have a CLIA moderately complex certificate. 
• Must have a device approved by CLIA to run lactate. 
• Must be able to draw blood cultures and other laboratory specimen tubes and have a 


receiving facility that will accept these draws.   
• Must have a receiving hospital that will provide all the antibiotics.  The service must 


have the ability to store those antibiotics according to manufacture specifications.  
• Must have an IV pump to administer antibiotics and vasoactive medication.  


INDICATION 
The presence of severe sepsis or septic shock. 
 
SEVERE SEPSIS IDENTIFICATION 
 
 
 
 
 
 
 
 
 
 
 
 
With any of the following signs of acute organ dysfunction and a lactate > 4 mmol/L: 
 


 SBP < than 90   EtCO2 < 25 mmHg 
 MAP l< than 65   Altered Mental Status 
 Low UO or AKI   Coagulopathy (INR > 1.5) 
 SpO2 < than 90% on RA    


 
 


SIRS criteria – must have 2 or 
more with suspected or known 
infection 
 HR greater than 90 
 RR greater than 20 
 Temp less than 96.8 F (36 C) 


or greater than 101.5 F (38 
C) 


 SBP less than 90 or MAP less 
than 65 







SEPTIC SHOCK IDENTIFICATION 
Meets signs of Sepsis with a lactic acid > 4 mmol/L after fluid resuscitation and vasopressors 
needed for MAP >65 mmHg.  
 
PROTOCOL 


 
   


 
 


Paramedic Standing Orders – Adult 


• Using information noted above, identify the patient as having severe sepsis or septic 
shock.   


• Draw and run prehospital point of care testing (must include lactate) 
• Draw pre-hospital labs to provide to receiving hospital (including blood cultures prior to 


administration of antibiotics) 
• Consider normal saline for hypotension in severe sepsis.  Administer normal saline 30 


mL/kg for septic shock.  If hypotension refractory to fluid challenge, consider: 
o Norepinephrine infusion 1 – 30 micrograms/minute (preferred) via IV pump, OR 
o Epinephrine infusion 2 – 10 micrograms/minute via IV pump 


• Administer     as an initial dose antibiotic if no allergy to penicillin, OR if 
allergy exists administer      then     . 


Note – To make sure the receiving hospital meets the CMS requirements, the service must administer the same 
antibiotics the receiving hospital would.   





		Paramedic

		Perquisites Required






· Routine Patient Care.


· If in shock, see Shock Traumatic Protocol 4.4.


· Impaled Objects:


o Secure in place with a bulky dressing.


· Open chest wound: 


o Cover with an occlusive dressing, sealed on 3 sides, or use a commercial 


device; if the patient’s condition deteriorates, remove the dressing 


momentarily, then reapply.


· Flail segment with paradoxical movement and in respiratory distress:


o Consider positive-pressure ventilation.


o Do not splint the chest.


· Consider Air Medical Transport. 


2013


· Consider pain management, see Pain Management Protocols 2.17A&P. 


· In presence of tension pneumothorax*, perform needle decompression using


     14 – 16 gauge ≥3.00 inch angiocath Repeat decompression may be necessary with 


     returned signs of tension pneumothorax.


· Consider pain management, see Pain Management Protocols 2.17A&P. 


· In presence of tension pneumothorax*, perform needle decompression using 


     14 – 16 gauge ≥2.00 inch angiocath. Repeat decompression may be necessary  


      with returned signs of tension pneumothorax.


P


*Signs and symptoms of Tension Pneumothorax: 


· Asymmetric or absent unilateral breath sounds


· Increasing respiratory distress or hypoxia


· Increasing signs of shock including tachycardia and hypotension


· JVD


· Possible tracheal deviation above the sternal notch (late sign)


EMT/ADVANCED EMT STANDING ORDERS


PARAMEDIC STANDING ORDERS - ADULT


2013
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Thoracic Injuries


Adult & Pediatric DRAFT


The New Hampshire Bureau of EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standards in 
effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified. 
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4.6


PEARLS:


Needle decompression sites, as trained:


· 2
nd


 intercostal mid clavicular.


· 4
th
 to 5


th
 intercostal anterior axillary. 


PARAMEDIC STANDING ORDERS - PEDIATRIC


Talk about occlusive 


dressings in the rollout 


14-16 gauge for pediatric comes from the 


American College of Pediatric PEPPS Course 


(Pediatric Educations for prehospital 


professionals)







2013


INDICATIONS


· Spontaneously breathing patient in severe respiratory distress due to Asthma/COPD, 
Congestive Heart Failure / Pulmonary Edema, Pneumonia or Drowning.


CONTRAINDICATIONS


· Cardiac/Respiratory arrest.


· Unable to follow commands.


· Unable to maintain their own airway.


· Agitated or combative behavior.


· Vomiting and/or active upper GI bleed.


· Respiratory distress secondary to trauma.


· Suspicion of pneumothorax.


· Pediatric patient who is too small for the mask sizes available.


PROCEDURE
1.   Ensure adequate oxygen supply for CPAP device.
2.   Explain procedure to patient.  Be prepared to coach patient for claustrophobia or  


anxiety. Managing patient anxiety is extremely important. Reduce patient anxiety by 
coaching and minimize external stimuli as much as possible.


3.   Place patient in upright position.  Apply pulse oximetry, capnography nasal capture 
device and ECG as available and trained.


4.   Choose appropriate sized device mask for patient, assemble the CPAP device, attach to 
oxygen supply and insure oxygen is flowing (follow manufacturer’s directions for 
preparation for your particular device). 


5.   Place mask over face and secure with straps until minimal air leak.
6.   Adjust Positive End Expiratory Pressure (PEEP) to 5 - 10 15 cmH2O to effect for patient 


condition.
7.   If device allows, titrate oxygen level to oxygen saturation of 94 – 99%.
8.   Recheck mask for leaks and adjust straps as needed to minimize air leaks.
9.   Reassure anxious patient. 
10. Monitor pulse oximetry, quantitative waveform capnography and ECG as available and 


trained.
11.   If patient stabilizes, maintain CPAP for duration of transport and notify receiving hospital 


to prepare for a CPAP patient.
12. If patient begins to deteriorate, discontinue CPAP and assist respirations by BVM with 


PEEP valve. 
13. Document CPAP procedure, including time and provider. Document serial pulse 


oximetry and capnography readings to demonstrate effects.  


CPAP may also be delivered using a BVM with PEEP valve:
1. Apply nasal cannula at 15 lpm
2. Attach PEEP valve to BVM at desired PEEP level (5 – 15 cmH2O).
3. Attach oxygen to BVM at least 15 lpm and ensure flow.
4. Maintain continuous mask seal on patient to deliver CPAP.


EMT/ADVANCED EMT STANDING ORDERS 


PARAMEDIC STANDING ORDERS


· Consider Supraglottic Airway or  Intubation Procedures


· Consider Rapid Sequence Intubation (if trained and credentialed)


· Consider administering anxiolytic:


o Midazolam 2.5 mg IV/IN may repeat once in 5 minutes or 5 mg IM may 


repeat once in 10 minutes OR


o Lorazepam 0.5 – 1 mg IV may repeat once in 5 minutes or 1 – 2 mg IM may 


repeat once in 10 minutes OR


o Diazepam 5 mg IV (then 2.5 mg every 5 minutes to total of 20 mg)


P


Administer benzodiazepines with caution in elderly patients or those with signs of hypercarbia or 


respiratory fatigue.
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Continuous Positive Airway Pressure


(CPAP) DRAFT


The New Hampshire Bureau of EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standards in 
effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified. 
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5.3


Keep in mind CPAP uses 


large volumes of oxygen. 


A
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Refusal of Care DRAFT 


The New Hampshire Bureau of EMS has taken extreme caution to ensure all information is accurate and in accordance with professional 
standards in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified. 


Protocol Continues


PURPOSE: 


Establish guidelines for the management and documentation of situations where patients 


refuse treatment or transportation.


Refusal of care


There are three components to a valid refusal of care. Absence of any of these components 


will most likely result in an invalid refusal. The three components are as follows: 


1. Competence: In general, a patient who is an adult or a legally emancipated minor is 


considered legally competent to refuse care. A parent or legal guardian who is on-scene or 


available by phone, may refuse care on his or her minor children’s behalf. 


2. Capacity: In order to refuse medical assistance a patient must have the capacity to 


understand the nature of his or her medical condition, the risks and benefits associated 


with the proposed treatment, and the risks associated with refusal of care. 


3. Informed Refusal: A patient must be fully informed about his or her medical condition, 


the risks and benefits associated with the proposed treatment and the risks associated 


with refusing care. 


Patients who meet criteria to allow self-determination shall be allowed to make decisions 


regarding their medical care, including refusal of evaluation, treatment, or transport. These 


criteria include: 


1. Adults (≥ 18 years of age or a legally emancipated minor).


2. Orientation to person, place, time, and situation. 


3. No evidence of altered level of consciousness resulting from head trauma, medical


    illness, intoxication, dementia, psychiatric illness or other causes. 


4. No evidence of impaired judgment from alcohol or drug influence. 


5. No language communication barriers. Reliable translation available (e.g., on scene


    interpreter, language line). 


6. No evidence or admission of suicidal ideation resulting in any gesture or attempt at self


    harm. No verbal or written expression of suicidal ideation regardless of any apparent


    inability to complete a suicide. 


EMS providers will make every reasonable effort to convince reluctant patients to access 


medical care at the emergency department via the EMS system before accepting a Refusal of 


Care. 


Consider on-line medical control for all patients who present a threat to themselves, present 


with an altered level of consciousness or diminished mental capacity, or have history or 


examination findings consistent with a high-risk refusal.


The physician should be provided with all relevant information and may need to speak directly 


with the patient by radio or preferably a recorded landline. The physician should determine if 


protective custody is to be pursued in consultation with the Law Enforcement. 
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 DRAFT Refusal of Care


The New Hampshire Bureau of EMS has taken extreme caution to ensure all information is accurate and in accordance with professional 
standards in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified. 


If the patient is intoxicated and in need of medical treatment or protective custody, and refuses 


care, police can take custody of the individual under NH RSA 1 72:B3.


Examples of high-risk refusals include but are not limited to:


1.  Treated / resolved hypoglycemia.


2.  Patient with obvious head trauma and taking anticoagulant medications.


3.  Intoxicated patients.


4.  Abnormal vital signs. 


5.  Treated / resolved narcotic overdose.


6.  High risk mechanism of injuries, see Spinal Injury Protocol 4.5.


7.  Patient / witness reports suicidal ideations.


8.  Possible Apparent Life Threatening Event, see ALTE Protocol 2.3.


Procedure


1.  Clearly offer the patient both treatment and transportation to the hospital and document the 


offer in your Patient Care Report.


2.  Perform an assessment of the patient’s mental capacity and, to the extent permitted by the 


patient, a physical exam including vital signs. Your assessment, or the patient’s refusal of 


care, must be fully documented in your Patient Care Report 


3.  Explain to the patient the nature and severity of his/her illness or injury, the treatments 


being proposed, the risks and consequences of accepting or refusing treatment, and the 


potential alternatives. Fully document the explanation given to the patient in your patient 


care report. 


4. A parent or legal guardian may refuse care for a minor or:


· When a parent or legal guardian is not reasonably available, another adult family 


member (e.g., grandparent), or other authorized representative having custody of the 


minor, may refuse care.


· EMS personnel may accept a telephonic refusal of care, provided that they have 


explained the consequences of refusing care; telephonic refusal of care should be 


carefully documented. 


5.  Prepare and explain the Refusal of Care form to the patient (or, in the case of a minor 


patient, the patient’s parent, legal guardian, or authorized representative).


6.  The Refusal of Care form should be signed by the patient (or, in the case of a minor 


patient, by the minor patient’s parent, legal guardian, or authorized representative) at the 


time of the refusal. The form should also be dated and, where possible, signed by a 


witness, preferably a competent relative, friend, police officer, or impartial third person.


7.  If on-line medical control was consulted for a refusal of care, obtain and document the 


physician’s name in the patient care report.


8.  All patients in police custody retain the right to request transport. This should be 


coordinated with law enforcement.


9. If child or adult abuse and/or neglect is suspected and a refusal of care situation exists, the 


EMT must contact police immediately, see Abuse and Neglect Protocol 8.0.


 


Protocol Continued
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Baby Safe Haven  DRAFT


2013


2013


NH RSA 132-A and RSA PART He 6492 provides a mechanism for parents to surrender infants 


up to 7 days old at locations and facilities that are capable of temporarily safeguarding the 


infant.  These locations and facilities include licensed hospitals and “Safe Havens” defined as 


houses of worship and emergency 911 responders including fire departments, police 


departments, ambulances, and rescue units. (A station that is not staffed is not an acceptable 


drop off location according to the law.) First Responders may also receive the infant at an 


agreed transfer location other than their stationhouse. 


Procedure:


· Upon receiving physical custody of the infant, examine the child and provide any treatment 


necessary according to the appropriate clinical protocol(s).


· Complete a Patient Care Record and include the following:


o Date and time infant was surrendered.


o Infant’s gender and date of birth (if known).


o Name of physician/midwife present at delivery (if known).


o Any information willingly provided by the parent(s) such as their names, addresses, 


medical information and other family information. 


o Examination findings and treatment provided.


· Transport infant to the local hospital.


Reporting Requirements:


Both the Department for Children, Youth, and Families (DCYF) and local police must be notified 


within 24 hours: 


· Call DCYF at 1-800-894-5533 between 8 am and 4:30 pm during non-holiday weekdays; or 


· Call Easter Seals at 1-800-685-8772 or 1-603-674-8921 after DCYF work hours or on 


holidays/weekends.


NOTE: Regardless of other agency’s involvement, EMS is mandated to notify DCYF/Easter 


Seals and local police within 24 hours.


Post Surrender Requests:


If the parent or other person contacts EMS after the infant is surrendered and wants the infant 


returned, instruct the person to contact DCYF immediately. The request will be referred to the 


family division of the circuit court.


EMS may bill the NH Department of Health and Human Services for all necessary medical or 


other costs incurred while assuming care of the infant within 90 days of the infant’s surrender. 
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The New Hampshire Bureau of EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standards in 
effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified. 
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· Routine Patient Care.


· Consider acquiring and transmitting a 12-Lead EKG for upper abdominal or 


epigastric pain, see 12-Lead Acquisition Protocol 6.0.


· Vaginal bleeding or suspected pregnancy see, Obstetrical/Gynecological  


Emergencies Protocol 2.16.


PEARLS:


· Common causes of acute abdominal pain may be appendicitis, cholecystitis, bowel 


perforation, diverticulitis, abdominal aortic aneurysm, ectopic pregnancy, pelvic inflammatory 
disease or pancreatitis.


· It is important to remember that abdominal pain can be caused by a number of different 


disease processes. Pain may originate from the esophagus, stomach, intestinal tract, liver, 


pancreas, spleen, kidneys, male or female reproductive organs or bladder.  Referred pain 


from the chest may involve the heart, lungs and pleura.


· Patients with abdominal pain and signs and symptoms of shock may have severe electrolyte 


abnormalities.  This may result in cardiac arrhythmias which can be life threatening.


· Abdominal pain in women of child bearing age (12 - 50 years old) should be treated as an 


ectopic pregnancy until proven otherwise.


· Myocardial infarction can present with abdominal pain especially in the diabetic and elderly.


· DKA may present with abdominal pain, nausea and vomiting. Check blood sugar.


· The diagnosis of abdominal aneurysm should be considered with abdominal pain in patients 


over 50 years old.


· See Pain Management Protocol 2.17A.


· See Nausea/Vomiting Protocol 2.12.


· Assess and monitor cardiac rhythm.P


· If patient is hypotensive, consider fluid per Shock – Non-traumatic Protocol 2.21.A


E


EMT STANDING ORDERS


ADVANCED EMT STANDING ORDERS


PARAMEDIC STANDING ORDERS


2013


Abdominal Pain (Non Traumatic)


 Adult  DRAFT


The New Hampshire Bureau of EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standards in 
effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified. 
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2.0A


Abdominal Physical Assessment


· Gently palpate for tenderness, rebound tenderness, distention, rigidity, guarding and/or 


masses.


· Palpate flank for CVA (costovertebral angle) tenderness.


· An acute abdomen is rigid with guarding, distention, and diffuse tenderness and may indicate 


a surgical emergency.


· Common causes of acute abdominal pain may be appendicitis, cholecystitis, bowel 


perforation, diverticulitis, abdominal aortic aneurysm, ectopic pregnancy, pelvic inflammatory 
disease or pancreatitis.
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PEARLS:


Adrenal insufficiency results when the body does 
not produce the essential life-sustaining hormones 
cortisol and aldosterone, which are vital to 
maintaining blood pressure, cardiac contractility, 
water, and salt balance.
Chronic adrenal insufficiency can be caused by a 
number of conditions:


· Congenital or acquired disorders of the adrenal 


gland


· Congenital or acquired disorders of the pituitary 


gland


· Long-term use of steroids (COPD, asthma, 


rheumatoid arthritis, and transplant patients)
Acute adrenal insufficiency can result in refractory 
shock or death in patients on a maintenance dose of 
hydrocortisone (SoluCortef)/prednisone who 
experience illness or trauma and are not given a 
stress dose and, as necessary, supplemental doses 


of hydrocortisone.


E


A


· Routine Patient Care. 


· Identify and treat the underlying condition.


· Consider paramedic intercept. 


· Assist the patient/caregiver in giving the patient his or her own medications, as 


prescribed. 


P
Stress Dose:


· Adult: History of adrenal insufficiency; administer hydrocortisone 100 mg IV/IM. 


· Pediatric: History of adrenal insufficiency; administer hydrocortisone 2 mg/kg, to a 


maximum of 100 mg IV/IM. 


PEARLS:


A “stress dose” of hydrocortisone should be 
given to patients with known chronic adrenal 
insufficiency who have the following illnesses/
injuries:


· Shock (any cause) 


· Fever >100.4°F and ill-appearing


· Multi-system trauma


· Drowning


· Environmental hyperthermia or hypothermia


· Multiple long-bone fractures 


· Vomiting/diarrhea accompanied by 


dehydration


· Respiratory distress 


· 2nd or 3rd degree burns >5% BSA


· RSI (Etomidate may precipitate adrenal 


crisis)


X


· After the stress dose continue to administer hydrocortisone every 6 hours:
o Adult: 100mg IV/IM every 6 hours.


· After the initial hydrocortisone (100 mg IV/IM), give hydrocortisone 50 mg IV bolus 
administered every 6 hours until stabilization of vital signs and capacity to eat and 
take medication orally.
o Pediatric: 2 mg/kg IV/IM every 6 hours to a maximum single dose of 100 


mg.
· In patients with the following signs and symptoms consider the need for repeat 


stress dosing:
o Nausea, vomiting, weakness, dizziness, abdominal pain, muscle pain, 


dehydration, hypotension, tachycardia, fever, mental status changes.
· Additional Considerations:


o Aggressive volume replacement therapy.
o Vasopressors may be needed to treat refractory hypotension, see Shock – 


Non-Traumatic Protocol 2.21.
o Treat for hypoglycemia, see Hypoglycemia Protocol 2.10A or 2.10P.
o Normalize body temperature.


EMT STANDING ORDERS – ADULT & PEDIATRIC


ADVANCED EMT STANDING ORDERS - ADULT & PEDIATRIC


PARAMEDIC STANDING ORDER – ADULT & PEDIATRIC


PARAMEDIC EXTENDED CARE ORDERS- ADULT & PEDIATRIC
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2.1







· Routine Patient Care.


· For anaphylaxis, administer adult epinephrine autoinjector (EpiPen) 0.3 mg IM in 
the lateral thigh. 


· For patient who has a history of anaphylactic reaction and prescribed EpiPen, 
consider immediate administration of an EpiPen. 


· For additional dosing, contact Medical Control.


· For nausea or vomiting see Nausea/Vomiting Protocol 2.12.


· Do not delay transport.  


· Continue epinephrine (1 mg/mL) 0.3 mg (0.3 ml) IM.


· After epinephrine has been administered or for isolated skin symptoms of allergic 
reaction consider:


o Diphenhydramine 25 – 50 mg IM/IV/PO.


· For anaphylaxis refractory to 3 or more doses of IM epinephrine, (e.g., persistent 
hemodynamic compromise, bronchospasm), consider:


o Epinephrine infusion 2-10 micrograms/minute until symptoms resolve (Place 1 
mg epinephrine in 1000 mL 0.9% NaCl for 1 microgram/mL).


CAUTION: Epinephrine is available in different routes and concentrations. 


Providers are advised to re-check the dosing and concentration prior to administration.


P


· For anaphylaxis:


o Administer adult epinephrine autoinjector (preferred) OR 


o Epinephrine (1 mg/mL) 0.3 mg (0.3 ml) IM.


o Repeat epinephrine every 5 minutes until signs and symptoms resolve. May 
repeat epinephrine 0.3 mg IM, every 5 minutes (3 doses total).


o Consider the administration of albuterol 2.5 mg via nebulizer. Repeat albuterol 
2.5 mg, every 5 minutes (4 doses total) via nebulizer. 


· For signs of shock consider fluid per Shock – Non-Traumatic Protocol 2.21.
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EMT STANDING ORDERS


ADVANCED EMT STANDING ORDERS


PARAMEDIC STANDING ORDERS


· Diphenhydramine 25 – 50 mg by mouth. May repeat every 4-6 hours as needed; 
maximum dose of 300 mg in 24 hours.


· Dexamethasone 10 mg IV or by mouth OR


· Methylprednisolone 125 mg IV OR


· Prednisone 60 mg by mouth.


EMT/ADVANCED EMT EXTENDED CARE ORDERS


2013


Anaphylaxis/Allergic Reaction


Adult  DRAFT
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2.2A


In anaphylaxis, epinephrine should not be delayed by taking the time to administer 


second-line medications such as diphenhydramine. 


PARAMEDIC EXTENDED CARE ORDERS


PEARLS:
Allergic reactions are commonly a responses to an allergen involving the skin.
Anaphylaxis: known/likely allergen exposure AND hypotension or respiratory compromise.
Signs of anaphylaxis also include:
· Angioedema: facial/lip/tongue swelling, throat tightening, voice change.
· Breathing: shortness of breath, wheeze, stridor, cyanosis.
· Poor perfusion: altered mental status, syncope, delayed capillary refill, hypotension.
· Rash: Hives, itching, extremity swelling.
· Gastrointestinal: vomiting, abdominal pain, diarrhea.







2013


· Routine Patient Care.
· For anaphylaxis administer:


o Pediatric epinephrine autoinjector (EpiPen Jr) 0.15 mg IM in lateral thigh for  < 25 
kg.


o Adult epinephrine autoinjector (EpiPen) 0.3 mg IM in lateral thigh if > 25 kg.
· For patient who has a history of anaphylactic reaction and prescribed EpiPen, 


consider immediate administration of an EpiPen. 
· For additional dosing, contact Medical Control. For continued signs and symptoms 


of anaphylaxis, consider repeating epinephrine every 5 minutes.
· For nausea or vomiting see Nausea/Vomiting Protocol 2.12
· Do not delay transport. 


· After epinephrine has been administered or for isolated skin symptoms of allergic 
reaction consider:
o Diphenhydramine 1.25 mg/kg PO OR
o Diphenhydramine 1 mg/kg IV/IM (maximum dose 50 mg).


· For anaphylaxis refractory to 3 or more doses of IM epinephrine, (e.g., persistent 
hemodynamic compromise, bronchospasm) consider:
o Epinephrine Infusion 0.1 - 2 micrograms/kg/minute (maximum 10 micrograms/


min) via pump until symptoms resolve. (Place 1 mg epinephrine in 1000 mL 
0.9% NaCl for 1 microgram/mL). 


P


X


EMT STANDING ORDERS


PARAMEDIC STANDING ORDERS


· Diphenhydramine: 
o Ages 6 to 11 years: 12.5 – 25 mg by mouth. May repeat every 4-6 hours as 


needed; maximum dose of 150 mg in 24 hours.
o Ages 2 to 5 years: 6.25 mg by mouth. May repeat every 4-6 hours as needed; 


maximum dose of 37.5 mg in 24 hours.


o Dexamethasone 0.6 mg/kg PO/IM/IV (PO preferred) maximum 10 mg OR
o Methylprednisolone 1 mg/kg IV (maximum dose 125 mg).   


EMT/ADVANCED EMT EXTENDED CARE ORDERS
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CAUTION: Epinephrine is available in different routes and concentrations. 
Providers are advised to re-check the dosing and concentration prior to administration.


2.2P


PARAMEDIC EXTENDED CARE ORDERS


In anaphylaxis, epinephrine should not be delayed by taking the time to administer 
second-line medications such as diphenhydramine. 


E


A


ADVANCED EMT STANDING ORDERS
· For anaphylaxis: epinephrine autoinjector, (preferred) OR
· If < 25 kg, epinephrine (1 mg/mL) 0.15 mg 0.01 mg/kg (0.01 ml/kg) IM, lateral thigh 


preferred. Repeat epinephrine 0.01 mg/kg IM 
· If > 25 kg, epinephrine (1 mg/mL) 0.3 mg IM, lateral thigh preferred (Maximum single 


dose 0.3 mg.). 
· Repeat epinephrine 0.01 mg/kg IM every 5 minutes until signs and symptoms 


resolve.
· Consider administration of albuterol 2.5 mg via nebulizer. Repeat albuterol 2.5 mg, 


every 5 minutes (4 doses total) via nebulizer.
· For signs of shock consider fluid per Shock – Non-Traumatic Protocol 2.21.


PEARLS:
Allergic reactions are commonly a responses to an allergen involving the skin.
Anaphylaxis: known/likely allergen exposure AND hypotension or respiratory compromise.
Signs of anaphylaxis also include:
· Angioedema: facial/lip/tongue swelling, throat tightening, voice change.


· Breathing: shortness of breath, wheeze, stridor, cyanosis.


· Poor perfusion: altered mental status, syncope, delayed capillary refill, hypotension.


· Rash: Hives, itching, extremity swelling.


· Gastrointestinal: vomiting, abdominal pain, diarrhea.  







· Routine Patient Care.


· Attempt to keep oxygen saturation between 94 - 99% (90% in COPD); increase 


the oxygen rate with caution and observe for fatigue, decreased mentation, and 


respiratory failure.


· Assist the patient with his/her metered dose inhaler (MDI): 4-6 puffs.


o May repeat every 5 minutes, as needed.


o MDI containing either albuterol, levalbuterol, or a combination of albuterol/


ipratropium bromide.


Consider:


· Levalbuterol 1.25mg via nebulizer, repeat every 20 minutes (4 doses total).


Consider:


· Methylprednisolone 125 mg IV (preferred) OR


· Dexamethasone 10 mg IV or by mouth OR


For patients who do not respond to treatments, or for impending respiratory failure, 


consider:


· Epinephrine (1 mg/mL) 0.3 mg (0.3 ml) IM, lateral thigh preferred.


· Magnesium sulfate 2 grams in 100 ml NS given IV over 10 minutes. 


· For patients who do not respond to treatments, or for impending respiratory 


failure, consider BiPAP, (See BiPAP Procedure 5.x)


 P


· Consider DuoNeb unit dose OR albuterol 2.5 mg and ipratropium bromide 


0.5mg via nebulizer.


o Consider additional DuoNeb, may repeat every 5 minutes (3 doses total).


· Consider albuterol 2.5 mg via nebulizer every 5 minutes, as needed


· For patients who do not respond to treatments, or for impending respiratory 


failure, consider:


o CPAP up to a maximum of 10 15 cm H2O pressure support. (See CPAP 


Procedure 5.x)
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EMT STANDING ORDERS


ADVANCED EMT STANDING ORDERS


PARAMEDIC STANDING ORDERS
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PEARLS:


· Chronic obstructive pulmonary disease (COPD) refers to a group of lung diseases that block 


airflow and make breathing difficult. Emphysema and chronic bronchitis are the two most 


common conditions that make up COPD. 


· Reactive Airway Disease (RAD) refers to a group of conditions that include reversible airway 


narrowing due to external stimulation.


· Beware of patients with a “silent chest” as this may indicate severe bronchospasm and 


impending respiratory failure


2.4A







Consider differential diagnosis:
· Asthma
· Pneumonia (See CPAP for respiratory failure)
· Bronchiolitis
· Anaphylaxis (See Anaphylaxis Protocol 2.)


· Routine Patient Care.
· Attempt to keep oxygen saturation between 94% - 99%; increase oxygen rate 


with caution and 
· Observe for fatigue, decreased mentation, and respiratory failure.
· Assist the patient with his/her metered dose inhaler (MDI): 4-6 puffs.


o May repeat every 5 minutes, as needed.
o MDI containing either albuterol, levalbuterol, or a combination of albuterol/


ipratropium bromide.
· For patients  ≤ 2 who present with increased work of breathing and rhinnorhea, 


provide nasal suctioning with saline drops and bulb syringe; no more than 2 
attempts.


· Consider Unit dose DuoNeb OR albuterol 2.5 mg and 
ipratropium bromide 0.5 mg via nebulizer.
o Consider additional DuoNeb, may repeat every 5 minutes 


(3 doses total).
· Consider albuterol 2.5 mg via nebulizer every 5 minutes, as 


needed.
· For patients who do not respond to treatments, or for 


impending respiratory failure:
o Consider CPAP 5.3 Procedure.
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ASTHMA - PARAMEDIC STANDING ORDERS


2013


Pediatric Respiratory Distress


Asthma, Bronchiolitis, Croup DRAFT
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2.4P


A


E


ASTHMA, BRONCHIOLITIS, CROUP - EMT STANDING ORDERS


ASTHMA - ADVANCED EMT STANDING ORDERS


Consider:
· Dexamethasone 0.6 mg/kg PO/IM/IV (PO preferred), maximum 


10 mg OR
· Methylprednisolone 2 mg/kg IV/IM, maximum 125 mg.
For patients who do not respond to treatment or for impending 
respiratory failure consider:
· Magnesium sulfate 40 mg/kg in 100ml 0.9% NaCl IV over 20 


minutes.
· Epinephrine (1 mg/mL) 0.01 mg/kg (0.01 mL/kg) IM. (maximum 


dose less than 25 kg is 0.15 mg or greater than 25 kg is 0.3 mg)


P
BRONCHIOLITIS - PARAMEDIC STANDING ORDERS


P


CROUP - PARAMEDIC STANDING ORDERS


For patients who do not respond to suctioning or for impending 
respiratory failure consider:
· Nebulized epinephrine (1:1000) 3 mg (3 mL) in 3 mL normal 


saline .


Wheezing   


≥ 2 years or 


history of 


asthma


YES


NO


History of 


stridor or 


barky cough


Wheezing   


˂ 2 years 


old


NO


YES


YES


· Respiratory distress in children must be promptly recognized and aggressively 


treated. Respiratory arrest is the most common cause of cardiac arrest in children.


· Child with a “silent chest” may have severe bronchospasm with impending respiratory 


failure.


Consider:
· Dexamethasone 0.6mg/kg PO/IM/IV (PO preferred) maximum 


10mg. 
Croup with stridor at rest:
· Nebulized epinephrine (1:1000) 3mg (3mL) in 3mL normal saline.


· Croup
· Sepsis (See Sepsis 


Protocol) 
· Foreign body airway 


obstruction


Procedure Continues
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2.4P


PEARLS


· The IV formulation of dexamethasone may be given by mouth.


· For suspected epiglottitis, transport the patient in an upright position and limit your assessment 


and interventions


Bronchiolitis


· Incidence peaks in 2-6 month old infants. 


· Frequent history of low-grade fever, runny nose, and sneezing.


· Signs and symptoms include: tachypnea, rhinorrhea, wheezes and / or crackles.


Croup 


· Incidence peaks in children over age 6 months.


· Signs and symptoms include: hoarseness, barking cough, inspiratory stridor, signs of 


respiratory distress.


· Avoid procedures that will distress child with severe croup and stridor at rest.


Pneumonia


· Signs and symptoms include: tachypnea, fever, intercostal retractions, cough, hypoxia and 


chest pain.


Tachypnea in children is defined as:


· < 2 months: 60 bpm


· 2-12 months:  50 bpm


· 1-5 years: 40 bpm


· >5 years: 20 bpm


Procedure Continued







EMT/ADVANCED STANDING ORDERS- ADULT & PEDIATRIC


· Routine Patient Care.


· Approach patient using the SAFER Model. 


· Observe and record the patient’s behavior.


· Consider associated domestic violence or child abuse, see Victims of  


Violence Policy 8.15.


· Determine if patient is under the care of mental health professionals and 


record contact information. 


· Assess for risk to self and others. Ask patient directly if they are thinking 


about hurting self or others.


· A patient who is a danger to self or others may not refuse care. Contact 


police if unable to convince patient to be transported.  (Refer to Police 


Custody Policy 8.13,  Refusal of Care Policy 8.14, and/or Restraints 


Procedure 6.3).


· If the patient does not appear to be an immediate threat to self or others and 


refuses transport:


o Encourage patient to seek mental health evaluation.


o Provide the mental health center emergency services number 1-800-273-


TALK (8255). 


o Avoid leaving the patient alone, if possible. Assist in contacting 


responsible family/friend.


For patient with suspected Excited/Agitated Delirium:


· Treat hyperthermia, see Hyperthermia Protocol 2.9.


· Monitor cardiac activity and oxygen levels.


SAFER Model


S   Stabilize the situation by lowering stimuli, including voice. 


A   Assess and acknowledge crisis by validating patient’s feelings and not minimizing them. 


F   Facilitate identification and activation of resources (clergy, family, friends, or police).


E   Encourage patient to use resources and take actions in his/her best interest.


R   Recovery/referral - leave patient in the care of a responsible person, professional or transport to  


      appropriate medical facility. Do not leave the patient alone when EMS clears the scene. 
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P
PARAMEDIC STANDING ORDERS – ADULT & PEDIATRIC


See Restraints Procedure 6.3


2.5


PEARLS:  
Consider all possible medical / trauma causes for behavior and treat appropriately:


· Hypoglycemia


· Head Injury, stroke, seizure (post-ictal)


· Poisoning, substance abuse, drug, alcohol


No Changes
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PEARLS


· BRUE is not a disease, but a symptom. Common etiologies include central apnea 


(immature respiratory center), obstructive apnea (structural), GERD (laryngospasm, 


choking, gagging), respiratory (pertussis, RSV), cardiac (CHD, arrhythmia), seizures.


· Always consider non-accidental trauma in any infant who presents with BRUE, see 


Victims of Violence Protocol.


2013


·  Routine patient care.


· Perform blood glucose analysis and manage per Hypo/Hyperglycemia Protocols 


(xx.x)


· Obtain history of event with particular attention to:


o Activity at onset and history of the event


o State during the event (cyanosis, apnea, coughing, gagging, vomiting)


o End of the event (duration, gradual or abrupt cessation, treatment provided)


o Infant’s condition after the event (normal, not normal)


o Recent history (illness, injuries, exposure to others with illness, use of OTC 


medications, recent immunizations, new or different formula).


o Past medical history (gestational age, pre-/perinatal history, GERD, seizures, 


previous BRUE).


o Family history (sudden unexplained deaths, prolonged QT, arrhythmias).


o Medications present in the residence


o Sleeping position


o Co-sleeping with parent in the same bed.


·  Transport patient to the hospital.


EMT/ADVANCED/PARAMEDIC STANDING ORDERS
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Brief Resolved Unexplained Event (BRUE) 
DRAFT
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2.3


Brief Resolved Unexplained Event (BRUE) – formerly known as ALTE


An event occurring in an infant < 1 year old when the observer reports a sudden, brief and now 


resolved episode of 1 or more of the following:


· Cyanosis or pallor 


· Absent, decreased or irregular breathing 


· Marked change in tone (hyper or hypotonia) 


· Altered level of responsiveness. 


Although children who experience BRUE may have a normal physical exam 


upon assessment by prehospital personnel, they should be transported to 


the emergency department for further assessment and treatment as they 


often have a serious underlying condition. Assume history provided by the 


family/witness is accurate.







· Routine Patient Care.
· Obtain temperature.
· Passive cooling; remove excessive clothing.
· For temperature >101.5°F (38.5°C):


o If no acetaminophen was taken in last 4 hours:
§ Consider administering acetaminophen 500 – 1,000 mg oral or 


rectal. (Rectal administration Paramedic only)
o If acetaminophen was taken within last 4 hours and temperature is still 


>101.5°F (38.5°C):
§ Consider administering ibuprofen 400 – 800 mg oral or rectal.  


(Rectal administration Paramedic only)
o If ibuprofen was taken within the last 6 hours:
§ Consider acetaminophen 500 – 1,000 mg oral or rectal.  (Rectal 


administration Paramedic only)


PEARLS:
· The primary goal of treating fever is increasing comfort rather than normalization of body 


temperature. Fever is a physiologic mechanism that helps fight infection. There is no 
evidence that fever worsens illness or causes long-term neurologic complications. 


· Infrared temporal thermometers are more accurate than tympanic thermometers.


2013


X


EMT/ADVANCED EMT/PARAMEDIC STANDING ORDERS


EMT/ADVANCED EMT/PARAMEDIC STANDING ORDERS


· May repeat acetaminophen dose 650 mg oral or rectal every 4 hours or 
1,000 mg every 6 hr. Maximum of 3,000 mg in 24 hours.


· May repeat ibuprofen dose 400-600 mg oral or rectal every 6 hours or 
800 mg every 8 hours. Maximum of 2,400 mg in 24 hours.
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2.7A


Avoid Ibuprofen in patients with NSAID allergy, aspirin-sensitive asthma, renal 


insufficiency, pregnancy, or known peptic ulcer disease.


IDENTIFICATION OF POSSIBLE SEPTIC SHOCK
· Suspected infection – YES
· Evidence of sepsis criteria – YES (2 or more). Refer to Septic Shock – Adult Protocol 2.X:


o Temperature < 96.8 °F or > 100.4 °F
o Heart rate > 90 bpm
o Respiratory rate > 20 bpm
o Systolic blood pressure < 90 mmHg OR Mean Arterial Pressure (MAP) <65mmHg.
o New onset altered mental status OR increasing mental status change with previously. 


altered mental status
o Serum lactate level >4 mmol/L


History 


The following symptoms, when associated with a fever, suggest a more serious illness: 


· Severe headache


· Unusual sensitivity to bright light


· Severe swelling of the throat


· Stiff neck and pain when the head is bent 


forward


· Unusual skin rash


· Altered mental status


· Persistent vomiting


· Difficulty breathing 


· Chest pain


· Extreme listlessness or irritability


· Abdominal pain 


· Pain when urinating


If patient refuses transport, encourage patient to maintain appropriate fluid intake and to seek 


medical care if signs of serious illness occur.







· Routine Patient Care.  
· Obtain temperature—rectal temperature preferred in infants < 3 months.
· Passive cooling; remove excessive clothing/bundling.
· For temperatures >101.5°F (38.5°C):


o If acetaminophen was taken more than 4 hours ago:
§ Consider administering acetaminophen per Pediatric Color Coded 


Appendix A3 oral (Rectal administration is Paramedic only).
o If acetaminophen was taken within the last 4 hours:
§ Consider ibuprofen per Pediatric Color Coded Appendix A3 oral 


(contraindicated in infants under 6 months of age).


PEARLS:
· The primary goal of treating fever is increased comfort rather than normalization of body 


temperature. Fever is a physiologic mechanism that helps fight infection. There is no 
evidence that fever worsens illness or causes long-term neurologic complications. 


· Children should never take aspirin.
· Infrared temporal thermometers are more accurate than tympanic thermometers.


2013


X


EMT/ADVANCED-EMT/PARAMEDIC STANDING ORDERS


History:
The following symptoms, when associated with a fever, suggest a more serious illness: 


· Severe headache 
· Unusual sensitivity to bright light
· Severe swelling of the throat
· Stiff neck and pain when the head is bent 


forward
· Unusual skin rash
· Altered mental status


· Persistent vomiting
· Difficulty breathing 
· Chest pain
· Extreme listlessness or irritability
· Abdominal pain 
· Pain when urinating


For patients who refuse transport, urge caregivers to observe for signs of serious illness, 
encourage appropriate fluid intake, and safely store antipyretics.


· May repeat acetaminophen dose every 4 hours (not to exceed 6 doses 
in 24 hours).


· May repeat ibuprofen dose every 6 hours (not to exceed 4 doses in 24 
hours).


EMT/ADVANCED-EMT/PARAMEDIC EXTENDED CARE ORDERS


2013


Avoid Ibuprofen in patients with NSAID allergy, aspirin-sensitive asthma, or renal 
insufficiency
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2.7P


IDENTIFICATION OF POSSIBLE SEPTIC SHOCK:


· Suspected Infection – YES


· Temperature > 100.4
o
 F or < 96.8 


· Heart rate greater than normal limit for age (heart rate may not be elevated in septic 


hypothermic patients) AND at least one of the following indications of altered organ function: 


o Altered mental status 


o Capillary refill time <1 second (flash) or > 3 seconds


o Mottled cool extremities 


o Finger stick lactate level >4 mmol/L


Note:  Consider early consultation with medical control for suspected pediatric septic shock 


patients. Refer to Septic Shock – Pediatric Protocol 2.x







· Routine Patient Care.


· Obtain glucose reading.


· For nausea/vomiting see Nausea Protocol 2.12.


2013


· ADULT: Administer 500ml bolus of 0.9% NaCl, then 250ml/hr.


· PEDIATRIC: Administer 10 mL/kg bolus of 0.9%NaCl.


o May repeat fluid bolus two times for a total of 3 fluid boluses, not to exceed 


adult volume.


E


PEARLS:


· Diabetic Ketoacidosis (DKA) is a life threatening emergency defined as uncontrolled 


hyperglycemia with the signs and symptoms of ketoacidosis.


· Signs and symptoms of DKA include uncontrolled blood glucose greater than or equal to 250 


mg/dL, weakness, altered mental status, abdominal pain, nausea, and vomiting, polyuria 


(excessive urination), polydipsia (excessive thirst), a fruity odor on the breath (from ketones), 


and tachypnea (Kussmaul respirations).


· Common causes of DKA include infection, acute coronary syndrome, and medication non-


compliance.


· Hyperglycemic Hyperosmolar Nonketotic Syndrome (HHNS) is characterized by blood glucose 


levels greater than 600 mg/dL and profound dehydration without significant ketoacidosis. Most 


patients present with severe dehydration and focal or global neurologic deficits e.g. coma, 


altered mental status.


· Hyperglycemia may be detrimental to patients at risk for cerebral ischemia such as victims of 


stroke, cardiac arrest, and head trauma.


EMT STANDING ORDERS – ADULT & PEDIATRIC


ADVANCED EMT/PARAMEDIC STANDING ORDERS – ADULT & PEDIATRIC


2013
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2.8


X
EMT/ADVANCED EMT/PARAMEDIC EXTENDED CARE ORDERS


· Oral fluids: if the patient is not vomiting, provide oral hydration with water. 


o Patient must be alert enough to swallow and protect airway.


Hyperglycemia is defined as blood glucose greater than or equal to 250 mg/dL with associated 


signs and symptoms.


Early signs include: Increased thirst, headaches, trouble concentrating, frequent urination and 


fatigue







· Routine Patient Care.


· Obtain glucose reading.


· Oral glucose: administer commercially prepared glucose gel or equivalent.


o Hypoglycemic patients must be alert enough to swallow and protect 


airway.


· For patients with an insulin pump who are hypoglycemic with associated 


altered mental status (GCS<15):


o Stop the pump or remove catheter at insertion site if patient cannot ingest 


oral glucose or ALS is not available.


o Leave the pump connected and running if able to ingest oral glucose or 


receive ALS interventions.


2013


· Administer dextrose 10% IV via premixed infusion bag (preferred) or prefilled 


syringe until mental status returns to baseline and glucose level is greater than 


70 mg/dL.  IV pump not required.


· If unable to establish IV access, administer glucagon 1mg IM or Glucapen 1mg 


IM. 


o Recheck glucose 15 minutes after administration of glucagon.


o May repeat glucagon 1mg IM if glucose level is <70 mg/dl with continued 


altered mental status.


E


PEARLS:


· There are no statistically significant differences in the median recovery time to a GCS score of 


15 following administration of D10% versus D50%.  D10% may benefit patients by decreasing 


the likelihood of post-treatment hyperglycemia and reducing the likelihood of extravasation 


injury. 


· Causes of hypoglycemia include medication misuse or overdose, missed meal, 


infection, cardiovascular insults (e.g., myocardial infarction, arrhythmia), or changes in 


activity (e.g., exercise).


· Sulfonylureas (e.g., glyburide, glipizide) have long half-lives ranging from 12-60 


hours.  Patients with corrected hypoglycemia who are taking these agents are at particular risk 


for recurrent symptoms and frequently require hospital admission.


· Oral glucose equivalents include 3-4 glucose tablets, 4 oz. fruit juice (e.g. orange juice), non-


diet soda, 1 tablespoon of pure NH maple syrup, sugar, or honey.


· Encourage patients who refuse transport after improvement of GCS and are back to baseline 


to consume complex carbohydrates (15 grams) and protein (12 – 15 grams) such as peanut 


butter toast, mixed nuts, milk or cheese to stabilize blood sugar.


· Hypoglycemia may be detrimental to patients at risk for cerebral ischemia, such as victims of 


stroke, cardiac arrest, and head trauma.


Intraosseous (IO) administration of dextrose should be reserved for hypoglycemic 


patients with severe altered mental status or active seizures and IV access cannot 


be obtained.


EMT STANDING ORDERS


ADVANCED EMT/PARAMEDIC STANDING ORDERS


2013
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2.10A


No change


Hypoglycemic emergency is defined as glucose <70 mg/dl with associated altered mental status, GCS <15.







· Routine Patient Care.


· Obtain glucose reading.


· Oral glucose: administer commercially prepared glucose gel or equivalent.


o Hypoglycemic patients must be alert enough to swallow and protect airway.


· For patients with an insulin pump who are hypoglycemic with associated altered 


mental status (GCS<15):


o Stop the pump or disconnect catheter at insertion site if patient cannot 


ingest oral glucose or ALS is not available.


o Leave the pump connected and running if able to ingest oral glucose or 


receive ALS interventions.


2013


E


PEARLS:
· Hypoglycemic emergency in pediatrics is defined as glucose <60 mg/dl with associated 


altered mental status, GCS <15.
· There are no statistically significant differences in the median recovery time to a GCS score of 


15 following administration of D10% versus D50%. D10% may benefit patients by decreasing 
the likelihood of post-treatment hyperglycemia and reducing the likelihood of extravasation 
injury. 


· Causes of hypoglycemia include medication misuse or overdose, missed meal, 
infection, cardiovascular insults (e.g., myocardial infarction, arrhythmia), or changes in 
activity (e.g., exercise).


· Sulfonylureas (e.g., glyburide, glipizide) have long half-lives ranging from 12-60 
hours.  Patients with corrected hypoglycemia who are taking these agents are at particular risk 
for recurrent symptoms and frequently require hospital admission.


· Oral glucose equivalents include 3-4 glucose tablets, 4 oz. fruit juice (e.g. orange juice), non-
diet soda, 1 tablespoon of pure NH maple syrup, sugar, or honey.


· Encourage patients who refuse transport after improvement in GCS and are back to baseline 
to consume complex carbohydrates (15 grams) and protein (12 – 15 grams) such as peanut 
butter toast, mixed nuts, milk or cheese to stabilize blood sugar.


· Hypoglycemia may be detrimental to patients at risk for cerebral ischemia, such as victims of 
stroke, cardiac arrest, and head trauma.


EMT STANDING ORDERS


ADVANCED EMT/PARAMEDIC STANDING ORDERS
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2.10P


· Administer 5 mL/kg dextrose 10% IV via premixed infusion bag (preferred) or 


prefilled syringe until mental status returns to baseline and glucose level is 


greater than 60 mg/dL or per Pediatric Color Coded Appendix 3, may repeat 


every 5 minutes until mental status returns to baseline and glucose level is 


greater than 60 mg/dL. IV pump not required.


If unable to obtain IV access:


· Patients < 20 kg, give glucagon 0.5 mg IM or Glucapen Jr 0.5 mg IM.


· Patients > 20 kg, give glucagon 1 mg IM or Glucapen 1.0 mg IM.


Intraosseous (IO) administration of dextrose should be reserved for hypoglycemic 


patients with severe altered mental status or active seizures and IV access cannot 


be obtained.


A/P


Hypoglycemic emergency is defined as glucose <60 mg/dl with associated altered mental status, GCS <15.


Educate do not pressurize 


the bag and you can stop ½ 


through and reassess.







Hyperthermia:
Elevated temperature may be due to environmental exposure, pharmacologic agents, or excited/
agitated delirium (see Behavioral Emergencies 2.5).  Mortality and morbidity are directly related 
to the length of time the victim is subject to the heat stress. 


2013


E


· Routine Patient Care.


· Move victim to a cool area and shield from the sun or any external heat source.


· Remove as much clothing as is practical and loosen any restrictive garments.


· If alert and oriented, give small sips of cool liquids.


· Monitor and record vital signs and level of consciousness.


· Obtain temperature – rectal temperature preferred as appropriate.


· If temperature is 40
0
C (>104


0
F)  or if altered mental status is present, begin 


active cooling by:


o Continually misting the exposed skin with tepid water while fanning the 


patient (most effective).


o Truncal ice packs and wet towels/sheets may be used, but are less effective 


than evaporation. 


o Discontinue active cooling when the patient reaches 38.5
o
C (101.5


o
F), or if 


shivering occurs and cannot be managed by paramedics (see below). 


· ADULT: Consider 500ml 0.9% NaCl IV fluid bolus for dehydration even if vital 


signs are normal. 


· PEDIATRIC: Consider 10 – 20ml/kg 0.9% NaCl IV fluid bolus for dehydration 


even if vital signs are normal. 


P


· If uncontrolled shivering occurs during cooling: 


o Midazolam 2.5mg IV/IN, may repeat once in 5 minutes or; 5mg IM may 


repeat once in 10 minutes OR


o Lorazepam 1mg IV, may repeat once in 5 minutes or; 2mg IM, may repeat 


once in 10 minutes OR


o Diazepam 2mg IV, may repeat once in 5 minutes


· If uncontrolled shivering occurs during cooling:


o Midazolam 0.1mg/kg IV/IM or 0.2mg/kg IN (single maximum dose 1mg); 


Note: a 5mg/ml concentration is recommended for IN administration), OR


o Lorazepam 0.1mg/kg IV/IM (single maximum dose 1mg), OR


o Diazepam 0.2mg/kg IV or 0.5mg/kg rectal (single maximum dose 2mg IV 


or 4mg rectal)


A


EMT STANDING ORDERS- ADULT & PEDIATRIC


ADVANCED EMT STANDING ORDERS – ADULT & PEDIATRIC


PARAMEDIC STANDING ORDERS- ADULT


PARAMEDIC STANDING ORDERS- PEDIATRIC


2013


M
e


d
i
c


a
l
 
P


r
o


t
o


c
o


l
 
 
 
 
2


.
9


Hyperthermia – Adult & Pediatric 


DRAFT


The New Hampshire Bureau of EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standards in 
effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified. 


2017


2.9


PEARLS:


· Exertional hyperthermic patients may be significantly dehydrated, and may require repeat fluid 


boluses.


· Immersion cooling is the most effective method to lower core body temperature if proper 


resources are available. 







2013


E


· Routine Patient Care. 
· Avoid rough movement and excess activity.
· Prevent further heat loss:


o Insulate from the ground and shield from wind/water.
o Move to a warm environment.
o Gently remove any wet clothing and dry patient.
o Cover with warm blankets including the head and neck.
§ Consider use of heat reflective emergency blanket.


· If unresponsive, obtain esophageal or rectal temperature, if feasible. 
· Obtain blood glucose.
· Maintain horizontal position. 
· Apply truncal warm packs.
· Consider covering the patient’s mouth and nose with a surgical mask to prevent 


respiratory heat loss.
· A minimum of 45 – 60 second assessment of respirations and pulse is necessary 


to confirm respiratory arrest or cardiac arrest.
· If pulse and breathing are present, continue rewarming techniques.
· If pulse and breathing are absent, start CPR see Cardiac Arrest Protocols 3.2. 


· Warm IV 0.9% NaCl 38
o
C - 42


o
C (101.4


o
F – 107.6


o
F) should be used.


· If pulse and breathing are absent and esophageal or rectal temperature is 
<32


o
C (89.6


o
F):


o Continue CPR. 


o Give IV medications based on dysrhythmia (consider increasing the dosing 
time to allow drugs to circulate).


o Defibrillation as indicated. 


EMT STANDING ORDERS - ADULT & PEDIATRIC


ADVANCED EMT - ADULT ONLY


PARAMEDIC STANDING ORDERS – ADULT & PEDIATRIC


2013


PEARLS:
· Patients with severe frost bite injury may benefit from urgent treatment with IV TPA at a burn 


center.
· Most digital thermometers will not read below 35


o
C (95


o
F).


· Hypothermic patients are often significantly dehydrated, and may require repeat fluid boluses.
· Transportation with continuing CPR may be justified if hypothermia is present or suspected. 
· Patients with Stage III or IV hypothermia may benefit from treatment at a facility capable of 


ExtraCorporeal Membrane Oxygenation (ECMO) or CardioPulmonary Bypass (CPB). 
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2.11


STAGE: I Conscious, shivering 
Core Temp 35 to 32°C
Treatment: Warm environment and clothing, warm sweet drinks, and active movement (if possible).


STAGE: II Impaired consciousness, not shivering 
Core Temp  <32 to 28°C
Treatment: Cardiac monitoring, minimal and cautious movements to avoid arrhythmias, horizontal 


position and immobilization, full-body insulation, active external and minimally invasive 
rewarming techniques (warm environment; chemical, electrical, or forced- air heating packs 
or blankets; warm parenteral fluids).


STAGE: III Unconscious, not shivering, vital signs present
Core Temp <28 to 24°C
Treatment: HT II management plus airway management as required; ECMO or CPB in cases with 


cardiac instability that is refractory to medical management.


STAGE: IV No vital signs
Core Temp <24°C
Treatment: HT II and III management plus CPR and up to three doses of epinephrine (at an intravenous 


or intraosseous dose of 1 mg) and defibrillation, with further dosing guided by clinical 
response; rewarming with ECMO or CPB (if available) or CPR with active external and 
alternative internal rewarming.







Victims of Violence: DRAFT


Intimate Partner Violence, Sexual Assault, and Child or Elder Abuse/Neglect


2013


2013


Policy Continues


Scene Safety
Maintain heightened awareness: family members, caregivers or bystanders may exhibit anger or 
may be the perpetrator. If you are threatened or suspect potential violence, consider withdrawing 
and notifying police. 


Assessment 
General


· Assess patient privately in a safe place. Abbreviated assessment may be indicated based on 
patient’s mental state.


· Discreetly ask patient about past or present physical and emotional abuse, as a victim or 
witness. 


· Note psychological/behavioral characteristics of abuse including: excessive crying, passivity or 
aggression; compliant or fearful behavior for safety of self, children, and/or pets; panic attacks, 
anxiety, depression, and/or suicidal ideation; substance abuse; vague or ambiguous chronic pain 
complaints; or age inappropriate behavior (e.g. children who act in a sexually inappropriate way). 


· Assess for signs and symptoms of abuse:


o Unexplained injuries or inconsistency with explanation: bruises; whiplash injuries; erythema 
due to slaps, grab-marks on arms or neck; burns, especially on genitals or buttocks, or with 
specific borders or shapes, (i.e. dip lines); lacerations, scars, or fractures including mandible; 
and multiple injuries in various stages of healing.


o Strangulation /Choking (See Strangulation Protocol xx.x).


o Injury sites hidden by clothing or hair. 


o Injury during pregnancy


· Contact hospital by telephone, when feasible, to protect privacy of patient and family.


Sexual Assault


· Provide compassionate, non-judgmental support. 


· Patient may prefer an EMS provider of the same gender as the patient, if available.


· Limit physical contact with patient to that which is required to perform assessment and 
treatment.


· Do not attempt to get a detailed description of event. Leave this to the police.


· Limit questions to: What happened? When did it occur? Did patient bathe or clean up after 
attack?


· Consider drug facilitated sexual abuse/assault: document torn, stained or bloody underclothing, 
unexplained injuries.


Suspected Disabled Person/ Elder/Child Abuse or Neglect


· Assess for neglect including hazardous living conditions, inappropriate clothing for weather, 
inadequate hygiene, absence of caregiver(s), or physical signs of malnutrition or over/under 
medication


· Assess all children carefully for physical injury whenever another household member is injured/
abused in a domestic violence incident, and/or if the scene suggests a mechanism of injury such 
as broken glass or furniture.


· If physically uninjured, children should be sheltered from further harm on scene, e.g., witnessing 
patient care or police interaction with the suspected abuser, or view of the crime scene. EMS 
may assist law enforcement with caring for the uninjured child until appropriate arrangements 
have be made by law enforcement.


· Consider non-accidental trauma in any infant presenting with any traumatic injury 


· If a parent/guardian refuses treatment of a minor child or incapacitated adult whom you feel 
needs medical attention, contact law enforcement immediately. 
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8.15


Add Code 61 when ready







Documentation and Evidence Preservation 


· Document verbatim everything the patient or caregiver says that may be relevant.  Do not 
paraphrase. Capture inconsistencies. 


· If necessary to remove patient's clothing, do not damage evidence (rips, stains) if possible. 
Cut along seam lines.


· Preserve all evidence. See 8.7 Crime Scene/Preservation of Evidence xx.x


Reporting Procedures/Requirements
Suspected abuse, neglect, or exploitation of children or adults must be reported immediately, 
whether or not the patient is transported. Informing hospital personnel or involving law 
enforcement does not fulfill legal reporting requirements. 


Child Abuse  


· Call Child Abuse Report Line, 800-894-5533 or (603) 271-6556 between 8:00 am to 4:30 pm, 
Monday through Friday.


· Call local police department during non-work hours and holidays and follow up with telephone 
call to the Child Abuse Report Line during work hours.


· Do not send reports of suspected child abuse by email.


NOTE: If an uninjured child witnesses violence, this qualifies as child abuse and neglect and 
mandates a report.


Abuse of Elders and Incapacitated Adults 


· Call Bureau of Elderly & Adult Services at 800-949-0470 or 603-271-7014 between 8:00 am to 
4:30 pm, Monday through Friday, for adults residing in:


o Independent living situation (own home/apartment, home/apartment of friends or relatives, 
boarding home, or no fixed address).


o Homes or programs affiliated with Bureau of Behavioral Health or Bureau of 
Developmental Services.


o Hospital or rehabilitation center.


· Call Office of Long-Term Care Ombudsman at 800–442–5640 or 603–271–4375 between 8:00 
am to 4:30 pm, Monday through Friday, for adult residents of nursing or assisted living 
facilities.


· Call local police department during non-work hours and holidays and follow up with a 
telephone call to Bureau of Elderly & Adult Services or Office of Long-Term Care Ombudsman 
during work hours.


Referral Information for Domestic Violence and Sexual Assault
The NH Coalition Against Domestic and Sexual Violence (NHCADSV) supports survivors of 
domestic and sexual violence and offers free, confidential services (emergency shelter and 
transportation, legal advocacy, hospital and court accompaniment, information about public 
assistance). Provide patient with referral information.


· 24-Hour Domestic Violence Crisis Line: 1-866-644-3574.


· 24-Hour Sexual Assault Crisis Line: 1-800-277-5570. 


Policy Continued


Policy Continues
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8.15


Documentation and Reporting Responsibilities


Per NH RSA 631:6, a person must report to the police:


· Any gunshot wound or other injury the provider believes was caused by a criminal act, except that 


the patient can refuse to have the information released to the police:


o If the patient is 18 years old or older AND


o If the injury was caused by sexual assault or domestic violence AND


o If it is not a gunshot wound or other serious bodily injury, 


Educate on “immediately” 


and what the law says







Policy Continued
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8.15


Additional Considerations: Sexual Assault
· Communicate with receiving hospital early so that sexual assault nurse examiner (SANE) 


and advocate personnel may be available upon patient arrival. 
· Limit questions to the identification of injuries and pertinent medical information 


· Do not inspect genitals unless uncontrolled hemorrhage, trauma or severe pain present.


· Discourage patient from eating, drinking, smoking, bathing, or urinating until after hospital 
evaluation. Urine may be used as evidence of drug facilitated sexual assault. If patient 
needs to use restroom prior to transport, advise patient to not “wipe”. 


· Suggest transport to hospital for prophylactic treatment for sexually transmitted disease or 
pregnancy, drug/alcohol screening and evidence preservation.


· If adult patient refuses care or transport, document any care provided thoroughly and 
handle any evidence as you would if transporting. Leave patient's belongings with patient. 
Provide patient with contact information for sexual assault crisis line 1-800-277-5570.
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Sepsis Advanced Care Protocol 







 Define sepsis, severe sepsis, and septic shock 
 Why is identification and treatment so important?  What are the cost 


(financial and human) associated with sepsis?  
 Can EMS appropriately identify prehospital sepsis? 
 Early intervention, what’s the big deal?  Can prehospital intervention 


really make a difference?  



Presenter

Presentation Notes

Before we start to talk about sepsis we need to come to agree on definitions. 
Why is sepsis such a big deal in healthcare?  Is it really that big of a problem? 
Obviously EMS providers must be able to identify a condition appropriately before it can be treated.  Accurate identification is paramount to providing the appropriate intervention(s).
An appropriate question this is often asked when a new protocol is presented is “will this even make a different?”  Will prehospital intervention impact patient mortality, morbidity, and healthcare spending.  Is there an “value” to prehospital intervention in septic patients?  







 750,000 cases a year 2 


 More than 2/3 of sepsis patients are seen in the emergency 
department 2 


 10th leading cause of death in the U.S. 2 


 Mortality rate estimated at 25-50% 2 


 Between 1979 to 2000 was an increase of annual incidence from 83 
per 100,00 to 240 per 100,000 2 







Presenter

Presentation Notes

I put this up here to illustrate that defining sepsis is difficult.  Even for the experts.  Not everyone agrees with each definition of sepsis.  I would imagine that, even in this room, there are those of you who do not agree with either the new or old definitions.  One of the major issues with the definition of sepsis; most people who are ill can be classified as septic.  







Definitions 


Sepsis 
Two or more SIRS criteria 


+ 
Known or suspected infection 


Severe Sepsis 


Sepsis 
+ 


SBP < 90 mmHg or MAP <65 mmHg 
Lactate > 2.0 mmol/L 


INR > 1.5 or a PTT > 60 sec 
Bilirubin > 34 umol/L 


Urine output < 0.5mL/kg/h for 2 hours 
Creatinine > 177 umol/L 
Platelets < 100 x109/L 


SpO2 <90% on room air 
EtCO2 < 25 mmHg 


Septic Shock 


Sepsis 
+ 


Vasopressors needed for MAP >65 mmHg 
+ 


Lactate > 2 mmol/L 
After adequate fluid resuscitation 



Presenter

Presentation Notes

So we need to come to some type of an agreement as to what we are defining as sepsis, severe sepsis, and septic shock within the BEMS and the prehospital community.  







Presenter

Presentation Notes

Sepsis kills.  In fact it kills more people than acute MI.  I think there are many reasons for this including our aggressive treatment and transport directly to a cath lab. Due to different definitions and classifications, we also need to open to the idea that the number for severe sepsis could be significantly higher.  







Presenter

Presentation Notes

Sepsis is EXPENSIVE.  In todays healthcare environment, reducing costs is imperative.  The move from fee for service to pay for performance is makes these numbers even more significant.  Even small improvements can yield significant savings.  







Presenter

Presentation Notes

I think we can agree on the significant impact sepsis has.  This condition significantly impacts morbidity, morbidity, and healthcare dollars.  Some estimates put sepsis at 5% of healthcare spending.  Now we need to answer why EMS can play an important roll in sepsis detection and treatment and how that can impact our patient and the bottom line.  







 EMS detection is proven to decrease time to diagnosis and treatment 
at the hospital 2 


 Septic patients seen by EMS have a 4 times greater change of 
presenting in severe sepsis 2  


 Septic shock – every hour antibiotics delayed yields an 8% increase in 
mortality 1 


 EMS sees 34% of all sepsis patients 2 


 EMS encounters more sepsis patients than both acute MI and stroke 
patients 3 


 Patients seen by EMS have a lower mortality rate (2% vs 8%) 



Presenter

Presentation Notes

The statistics are staggering for sepsis.  EMS comes into contact with over 1/3 of all septic patients.  Even more staggering is that of those 1/3 they are 4x more likely to present in severe sepsis.  EMS is seeing the sickest of the sick when it comes to sepsis.  We have a real chance of making a significant impact on surviving sepsis.  







EMS @ 
Patient 


• Sepsis Identified and alert called in. 
• Fluid challenge administered 
• Transported (could easily be over an hour from time of call to arrival at 


emergency department) 


Hospital 
Arrival 


• Triaged 
• Prehospital Labs run (if EMS draws labs)   
• Blood cultures drawn (and other labs if EMS doesn’t draw labs) 


Sepsis 
Screen 


• Screen preformed 
• Antibiotics administered when sepsis confirmed 



Presenter

Presentation Notes

After a patient arrives at the hospital, there is a significant amount of work that needs to be done before a physician can make the diagnosis of sepsis and administer antibiotics.  







Presenter

Presentation Notes

As I pointed out before, for every hour antibiotics are delayed the mortality increases by 8%.  From time the 911 call is placed, the ambulance responses and arrives on scene, till the patient is transported and arrives at the hospital can be an hour or more.  According to Dr. Elliot Crouser, Medical Director of Intensive Care Unit and Chief of Internal Medicine for Oho State University Hospital East, the best the door to antibiotic time that can be realistically achieved is 2 hours.  With 8% increase in mortality for every hour, this isa significant amount of time.  







EMS @ 
Patient 


• Severe sepsis or septic shock Identified 
• POC labs run to confirm sepsis 
• Draw prehospital labs (including blood cultures) 
• Appropriate IV antibiotics administered (and IV fluids) 


Hospital 
Arrival 


• Prehospital Labs (with cultures) run by hospital 
• Provider confirms EMS point of care labs  
• Severe sepsis or septic shock confirmed  
• Second round of antibiotics administered 


This will significantly reduce the time to administration to antibiotics. 
We will also be able to provide the physician significant testing values for them to make 


the diagnosis of sepsis earlier.  Reducing time reduces mortality!  



Presenter

Presentation Notes

This proposed protocol eliminates significant time allowing antibiotics to be administered faster.  It also collects significant data, including point of care labs that can be provided to the receiving facility before arrival.  Also, since all labs are drawn prior to arrival results can be received sooner.  







 Transported 67 severe septic patients 
 EMS identified 32 of 67 correctly 


 In 8 patients EMS did not have lactate 
monitors 


 13 of those patients were identified by 
WBC in the ED 


 Overall sepsis mortality was 26% 
 Only 14% in EMS alert patients 


 There were 11 EMS false positives, 
but all those patients were critical.  


STUDY RESULTS 2  


 







How we can do better 
 iSTAT 


 With the iSTAT EMS can identify those 8 patients were EMS had no lactate 
meters. 


 With additional iSTAT tests EMS can more accurately identify organ dysfunction 
(INR….) 


 Better and more sepsis education for EMS 
 







Prerequisites 
• Must have a CLIA moderately complex certificate. 
• Must have a device approved by CLIA to run lactate and other labs. 
• Must be able to draw blood cultures and other laboratory specimen 


tubes and have a receiving facility that will accept these draws.   
• Must have a receiving hospital that will provide all of the antibiotics and 


have the ability to store those antibiotics according to manufacture 
specifications.  


• Must have an IV pump that is capable of administering the antibiotics.  
 







Services should… 
• Be able to review all cases where this protocol is used with the receiving 


hospital. 
• Track statistics showing... 


• Number of patients where sepsis was confirmed. 
• Number of patients where sepsis was not confirmed. 
• Number of patients where sepsis was not confirmed but there was no adverse impact 


of treatments. 
• Number of patients where there was a adverse reaction to treatments.  


 
Sent to BEMS (at a minimum of quarterly) 
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History


 Age > 18 years old


 Duration of fever


 Severity of Fever


 Altered Mental Status


 Past Medical History


 Medications


 Immunocompromise


 Transplant


 HIV


 Diabetes


 Cancer


 Environmental Exposure


 Last Acetaminophen


Signs and Symptoms/ Significant 


Findings


 Hyperthermia (>100.4
O
 F / 38


O  
C)


 Hypothermia (< 95
O
 F / 35


O  
C)


 Tachypnea


 Tachycardia


 Acute mental status change


 Urinary Tract Infection


 Pneumonia


 Skin / soft tissue infection


 Abdominal Infection


 Wound Infection


 Suspected meningitis, endocarditis, 


or osteomyelitis


Collecting Cultures


 Maintain aseptic technique at all 


times


 Put on a new set of clean gloves


 Prepare site with Chloraprep


 Clean 2 inch site


 Allow site to dry


 Do not touch once cleaned


 Remove cap from culture bottles


 Clean bottle diaphragm with alcohol 


and allow to dry


 Venipuncture and draw blood


 Add 5 –    mL of blood in each 


bottle


 Aerobic (Blue/Gray) first


 Anaerobic (Purple) Second


Universal Patient Care Protocol


B BBlood Glucose Analysis


Glucose
Management 


Protocol
Airway Protocol


Vital Signs


(Temperature, Pulse Ox, Blood Pressure, 


& Respiratory Rate)


B Consider 12 Lead ECG B


Draw 1 Set of Blood Cultures


Draw Lactate Level per Hospital 


Destination


R R


A A


A Establish Second IV when feasible A


B
Notify receiving facility of SEPSIS 


ALERT
B


 > 60 mg/dL < 60 mg/dL


ALLERGY TO PENICILLINS


YES


NO


Sepsis


Vascular Access Protocol


Normal Saline Bolus


1000 mL


PP


Broad spectrum antibiotics as 


determined by Local Medical Control


MM
Notify Destination or


Contact Medical Control
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Sepsis


Pearls:


 If unable to obtain cultures, do NOT administer antibiotics.


 Determine the hospital destination prior to drawing cultures.  Use appropriate kit for that destination hospital (kits differ based on the 


hospital facility).


 Utilize Sepsis Checklist


 Septic Shock:  


 Hypotension (SBP <90 mmHg) refractory to fluid bolus.  


 Consider Vasopressors (Dopamine / Levophed)


 Be alert for signs and symptoms of anaphylaxis during antibiotic administration


 A second liter of Normal Saline can be administered for Septic Shock


 Extended scene times to provide antibiotic therapy are acceptable


 Withhold antibiotics if suspect meningitis, endocarditis, or osteomyelitis.


 If possible meningitis, utilize precautions and notify receiving ED facility of possible meningitis.


 Specific Broad Spectrum Antibiotics are determined by the Local MCP.  State Approved Formulary notes these as  Broad 


Spectrum Antibiotics  
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Sepsis Checklist
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