
NH EMS MEDICAL CONTROL BOARD 
 

Division of Fire Standards and Training & Emergency Medical Services 
Richard M. Flynn Fire Academy 

Concord, NH 
 

MINUTES OF MEETING  (Approved) 
January 21, 2016 

 
Members present: James Suozzi-Chair; Kenneth Call, Trevor Eide, David 

Hirsch, Frank Hubbell, Douglas McVicar (late), Michelle 
Nathan, Brian Sweeney, and Thomas Trimarco 

 
Members absent:  Patrick Lanzetta, Joseph Leahy, Joshua Morrison, John  
    Seidner, and Harry Wallus 
 
Member pending:  Joey Scollan 
 
Bureau staff: Director Deborah Pendergast, Bureau Chief Nick 

Mercuri, Deputy Chief Jon Bouffard, Captains:  Vicki 
Blanchard, and Shawn Jackson; Richard Cloutier 
(Compliance) and Administrative Assistant, June Connor 

 
Guests: Brian Allard, Jameson Ayotte, Kevin Blinn, Sean Ellbeg, 

Jeanne Erickson, Steve Erickson, Bruce Goldthwaite, 
MaryEllen Gourdeau, Mitchell Gove, Jason Grey, Mark 
Hastings, Fred Heinrich, Paul Leischner, Stephanie 
Locke, Michael Kelley, Scott Schuler, and Patrick 
Twomey  

 
Welcome 
The meeting was called to order at 9:00AM. A quorum was determined to be 
present with 8 voting members present; Douglas McVicar arrived at 9:40AM, 
increasing the voting member count to 9. 
 
Introductions  
Introductions were made.  Dr. Joey Scollan was present and will be replacing Dr. 
John Seidner as medical director for the Elliot Hospital.  Dr. Scollan is an 
Emergency Physician double board certified in Emergency Medicine and 
Pediatrics.  She was informed by Chair Suozzi that she will need a Region 2 letter 
of support, and then after attending a couple of meetings, she will become a 
member of the board once ratified by the MCB. 
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November 19, 2015 Minutes 
Motion made by Kenneth Call; seconded by David Hirsch – to approve the 
minutes from the November 19, 2015 MCB meeting; passed unanimously. 
 
Item 1 
Bureau and Division Updates – N. Mercuri and D. Pendergast 
Bureau Chief Mercuri: 

• Ambulance Demo day – Jan. 20, 2016.  Eight vehicles were on display at 
the Academy’s fire house.  Approximately 60-70 people attended.  The 
purpose of the event was so that Division staff could take a look at the 
vehicles as they decide which one to buy using AFG grant money.  The 
feedback was excellent, and it is hoped that this can be done again in the 
future. 

• ACS Trauma evaluation – February 16 – 19, 2016.  Invitations were sent 
out to NH participants. 

• Mobile Integrated Healthcare (MIH) – One application has been received 
so far, and we are talking to 6 – 8 others to advise them on the application 
process and provide information. 

• Video conferencing equipment – 4 sets have been purchased with grant 
money.  The master set will be installed at the Academy, and the other 3 sets 
will be installed at the 45th Parallel, the Gorham EMS field office, and the 
Bethlehem Training Facility.  Classes held at the Academy will connect to 
these sites; the system is part of the “Connect UNH” system.  Hopefully, 
hospitals that are also part of the Connect UNH system will be able to access 
BEMS conferenced programs. 

• Narcan Project – Phase II.  Approximately $34,000 from a DHHS grant 
was received to continue this next phase of law enforcement training (CPR, 
Narcan, First Aid, and some train-the-trainers for around the state).  The 
agreement goes through December, 2016, but the funding could run out 
before then. 

• Rules – moving forward.  Proposed conceptual changes were sent to the 
Coordinating Board.  There is one outstanding issue with the National 
Registry on how to include their brochure in our rule when the information 
in the brochure is apt to change. 

• EMS legislation:  
* A public hearing was held on Tuesday, January 19, 2016.  Legislators 

had questions on background checks, changing the definition of the 
word “patient”, ethics, and replacing the exemption for the fire and 
police academies that was inadvertently removed during the last year.   
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* It is important to note that the teachers have filed “Line of Duty 
Death Benefit” proposed legislation; the BEMS is in the process of 
getting more details about this.  Stacy Meier and Bureau Chief 
Mercuri are still doing the background work in preparation for similar 
legislation to be proposed regarding EMS line of duty death benefits.  
Conversations will be held with legislators once the current legislative 
season is over. 

* CPR in Schools – This is another bill that has been filed.  There will 
be a hearing on Tuesday, January 26, 2016.  The general premise of 
this legislation is to have CPR as a graduation requirement for high 
school students, modeling what other states have done. 

• The Warm Zone program is progressing quickly; some of the 
videotaping has begun.  Hopefully, by the next board meeting, some 
awareness training will have been beta tested with a small group. 

• A question was asked as to when the next newsletter will come out.  
Bureau Chief Mercuri answered that it should be out soon.  It will 
probably be sent out quarterly in the future. 

 
Director Pendergast: 

• Focus on apparatus and facilities – The Division is aggressively going 
after grant funds because the “Fire Fund” will not be around forever.  
Grants have either been awarded or are in process for the following: 

* Airport Rescue Firefighter (ARFF) facility – This facility is now 
13 years old and needs upgrading.  We applied through the FAA 
for $360,000 to achieve this goal and are still waiting to hear back. 

* Mini-pumper – This new vehicle was delivered in December, 
2016. 

* 2014 AFG grant – This grant involves the purchase of a new 
ambulance as the Division sets out to put together a mobile EMS 
platform.  The new ambulance will be a “sim lab” that will be able 
to travel out to other regions in the state. 

* Female OB mannequin – This will be added to our collection of 
mannequins that now includes a male adult and a child.  The bid 
will be going out shortly. 

* 2015 AFG grant – With the continued goal in mind of obtaining 
the major items needed for our mobile training platform, we put in 
for a trauma mannequin which will be useful for warm zone 
active shooter training.  It can be intubated and given chest 
decompressions, and it has audible and palpable vitals.  A video 
feedback system goes along with this new mannequin so students 
will be able to get immediate feedback after doing a scenario. 
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* Cardiac monitor defibrillator and hydraulic stretcher – These 
items were also part of the 2015 AFG grant. 

Item 2 
Coordinating Board Update – F. Hubbell 

• The last CB meeting was held on the afternoon of November 19, 2015.   
• Two new members joined the board; Matthew Petrin (NH Assoc. of 

Rehabilitation) and Don Johnson (third public member).   
• One of the highlights of the meeting was an EMS rules update presented 

by Bureau Chief Mercuri and discussed by the CB.  A vote was taken to 
accept the entire rule set as modified; it was passed unanimously.   

• The CB will meet again on the afternoon of March 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  
Item 3 
Trauma Medical Review Committee – K. Call 

• The TMRC meeting was held on December 16, 2015.   
• Matthew Petrin, a new member on the CB and a representative of the 

Association of Rehab Administrators, spoke to the group.  An enthusiastic 
discussion ensued about brain injury and rehabilitation.   

• Alf Rylander, a new TMRC member from the Medical Examiner’s Office, 
also spoke to the group, offering his assistance in gathering data regarding 
such things as seat belt fatalities (NOTE:  A meeting was held on January 
26th regarding the new seat belt law.).  The members of the TMRC also 
asked if Mr. Rylander could help clarify the autopsy process.   

• A “Pre-Hospital” sub-committee was formed with no shortage of volunteers; 
the first meeting will be held at 8:30AM on February 10th.   

• Finally, though the registry has been slow to start, Vicki Blanchard is 
fielding phone calls from hospitals with questions. 

• The TMRC will meet again on February 10, 2016 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  
Item 4 
TEMSIS Update – N. Mercuri 

• There is a viewer function for hospital coordinators and medical directors so 
that they can see calls.  There will also be a hospital dashboard which will be 
more limited in information. 

• The Advisory Committee is looking at developing a best practice document; 
they had a conversation with 3 different billing companies on how the 
transition from TEMSIS to Elite was going to go.  Please contact Chip 
Cooper with any questions. 
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• Elite – This has been pushed back slightly so that a few remaining “bugs” 
can be corrected. The goal is to have several departments do some beta 
testing first before it gets rolled out gradually to everyone throughout the 
month of March. 

• While Elite and TEMSIS have done a lot of training and the new system will 
be much easier to use, there are a few things that will not be possible: 

* Repeat patients will be migrated, but their medical histories, including 
medications, will not be able to go in and will need to be re-entered. 

* Bureau Chief Mercuri asked everyone to take a look at their 
ambulance and fire apparatus data for accuracy so that incorrect 
information will not go into the new system. 

* Some of the default values are going to need to be re-entered. 
Item 5 
Education Section update – S. Jackson 

• Mike Kennard, our simulation program coordinator, has resigned.  A 
supplemental job description (SJD) is being drafted for his position. 

• Special thanks go out to Captains Bob Leuci and John Keller and the O-51 
staff for their hard work to make the Ambulance Expo such a great success. 

• Intermediate to AEMT transition – The pass rates are the same as they have 
been for the past year (64% first time pass rate / 76% overall).  Many phone 
calls are coming in now that the deadline is just two months away. 

• Though the bureau does not have precise information, it is estimated that 
there are approximately 300 intermediates who will lapse. 

• NCCP – continues to move forward.  The National Registry put out 
brochures and YouTube videos that have been linked to our website: 
http://www.nh.gov/safety/divisions/fstems/ems/training/NationalContinuedCompetencyProgram.html  
This program is still in the pilot phase and changes frequently take place. 

Item 6 
Drug Diversion Meeting – V. Blanchard  

• The December meeting of this committee was cancelled.  The committee 
completed a drug diversion reporting form, and it is ready for the board to 
approve.  Vicki will email the form to the MCB members so that they 
can look it over and be ready to vote at the next meeting.   

• The next project is the UCDC’s training. 
• The next meeting is at 1:00PM, February 24, 2016, at the Academy. 

 
H.R. 4365, the Protecting Patient Access to Emergency Medications Act of 
2016 (see attachment): 

• Chair Suozzi moved the discussion of this item to this point on the agenda.   
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• This bill amends the original DEA rules written in the 1970’s when there 
was not a great deal of paramedic care.  It is actually illegal for paramedics 
to give narcotics under standing order anywhere in the country, and so this 
has to be fixed.  The basic bullet points of this act: 

* EMS agencies can now deliver drugs via standing order 
* They have to have a physician EMS medical director 
* EMS agencies can license with the DEA directly rather than through 

the physician medical director. 
* Storage regulations have been updated. 

• This bill is supported by many associations. 
David Hirsch made a motion; seconded by Thomas Trimarco - for the MCB to 
draft a letter to congressional representatives supporting this bill; passed 
unanimously 

• During the discussion of the above motion, Chair Suozzi explained that this 
bill means that EMS will now be able to operate within the law.  In NH, 
EMS units have medical directors who have DEA licenses; while some EMS 
units get their non-controlled drugs from their medical resource hospital 
(MRH), by rule, all controlled drugs come from the agencies’ medical 
resource hospitals.  Chair Suozzi will confirm that this rule will not be 
affected by the proposed legislation.  A question was asked if hospitals 
would be willing to give up their legal responsibility for narcotics.  Dr. 
Suozzi answered that the MRH pharmacy would still hold the DEA for this.  
There are also going to be issues with cost, timing, and impact.  A 
suggestion was made to put something in the newsletter on the subject.   

• Providing consistency in the way that all hospitals handle narcotics is of key 
importance in this bill.  Vicki Blanchard explained that under the Board of 
Pharmacy, there is a sub-committee of the hospital pharmacists who are 
working on the consistency issue. 

Item 7 
Cardiac Arrest Summit update – V. Blanchard / J. Suozzi 

• The Coordinating Board supported the idea of a multi-disciplinary team in 
the state to look at how cardiac arrest is approached in NH; invitations 
should be coming out in the next couple of weeks for a conference call 
meeting to discuss the next steps for NH.  This will be the first meeting of 
the team. 

• Information from CARES (Cardiac Arrest Registry to Enhance Survival) – 
The goal is to get 50% of the U.S. population under the CARES umbrella; to 
that end, some scholarship funding has been proposed for Vermont, New 
Hampshire, and Maine to join forces and work collaboratively to join 
CARES. 
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• Heart Rescue group in Seattle – This group has offered NH 6 positions in 
their “Resuscitation Academy”, being held in Seattle from March 21 – 23, 
2016.  All expenses will be paid except for lunches and dinners.  Please 
contact either Chair Suozzi or Nick Mercuri before January 29th if you 
are interested.  The group that goes to Seattle will be expected to help 
disseminate the information upon its return to NH.  Topics covered will be 
team-focused CPR, and how to improve cardiac arrest care in our systems; 
there will also be some train-the-trainers on the third day of the program. 

• Cardiac arrest data information from Chair Suozzi - The Cheshire 
catchment area has a standard CPR rate of 74%.  By contrast, the 
Brattleboro, VT area has a 24% CPR rate.  Chair Suozzi attributes this 
disparity to the success of the NH 911 system. 

Item 8 
Protocol Committee – V. Blanchard / J. Suozzi 
Report below provided by Vicki Blanchard and Chair Suozzi: 
 

Protocols (See attachment.) 
Bradycardia Adult: 
Dopamine is being removed because  it is associated with an increased incidence 
of arrhythmias compared with norepinephrine.  Current research also suggests 
that norepinephrine has a mortality benefit over dopamine in subgroup 
populations of cardiogenic and septic shock.  
 

New bullet added in the PEARLS regarding pushing glucagon too quickly causing 
nausea and vomiting. 
 

Bradycardia Pediatric: No change 
Post Resuscitative Care: 
Removed Dopamine for same reasons as above. 
Removed Phenylephrine as it is rarely used pre hospital with the other pressors 
available, and there are more steps to administration. 
 

Tachycardia Adult: 
Added additional medications contraindicated in Wolff-Parkinson-White 
syndrome to red flag. 
Removed redundant adenosine dosing. 
 

Tachycardia Pediatric: No change 
 
A motion was made by Frank Hubbell; seconded by Trevor Eide – to accept 
the protocol changes for bradycardia and tachycardia; passed unanimously. 
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There was a discussion about wording in the cardiac arrest (3.2A) protocol 
regarding epinephrine.  No motions were made, and no changes were made. 
 
Motion was made by Frank Hubbell; seconded by Kenneth Call – to strike “or 
to maximum of 25 grams”in the hypoglycemia protocol(2.10); passed 
unanimously.  Vicki Blanchard will send out a bulletin. 
Item 9  
Operational Medical Director – J. Suozzi / N. Mercuri 
The group’s conference call was cancelled and will be rescheduled.  Chair Suozzi 
welcomed anyone’s involvement. 
Item 10 
Topics ad libitum 
(HR 4365, on the revised agenda, was discussed at the end of Item 6 above.) 

• Congratulations to Dr. Trimarco and Dr. Wallus for passing their EMS 
Boards, making 4 people in NH who have done this. 

• National Association of EMS Physicians Conference – David Hirsch 
attended and was impressed by the NH system as compared to those from 
other states; many states do not have statewide protocols, for example.  In 
fact, NH state protocols are being copied by other states.  Tom Trimarco 
commented about the universality of issues being dealt with by all of the 
states.  Chair Suozzi attended the state medical directors’ council and was 
similarly appreciative of what NH is doing after hearing stories of things 
going on in other states. 

• Vented patient issue – If an EMS agency gets a call from a facility for a 
vented patient who is in respiratory distress, and the agency has no available 
paramedic, what should it do?  Chair Suozzi was uncomfortable with the 
notion of an advanced EMT having this type of patient without an RT or 
other provider in the back of an ambulance.  A question was asked that if the 
EMS agency received a call from a family rather than a facility, and a family 
member was familiar with the patient’s venting system, would it be 
appropriate for the family member to ride on the ambulance to lend 
assistance?  Chair Suozzi answered that if it was a non-respiratory 
complaint, then a family member would be acceptable.  The consensus of 
the MCB was that the facilities and their area ambulance services should 
work out, in advance, a response plan for vented patients. 

• Re-entry policy for paramedics (See attachment) – Bureau Chief Mercuri 
asked for input from MCB members regarding this internal policy (3-6-
27B).  The last time this was discussed was at the Coordinating Board in 
2007, when significant requirements to receive authorization from the state 
were established.  Currently, the National Registry has a list of what 
paramedics need to do when they want to re-enter (see below), and one of 
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the requirements is an approval letter from the state.  Because there have 
been a lot of changes since 2007, input is needed so that the BEMS can 
update the policy.  Bureau Chief Mercuri proposed for discussion that the 
local medical director and service, intent on hiring the individual, write 
“sponsoring” letters that would also support the state’s letter of support. 
During the ensuing discussion, stories were shared about paramedics who 
had been out of practice for 10 or more years; some had been doing other 
things in medicine while others had been completely inactive. Concern was 
expressed over whether or not time limits/ceilings should be addressed. 
Other practical factors were discussed, such as the feasibility of institutions 
training one paramedic at a time and the willingness of all medical directors 
to participate in this process.  The group discussed having the Bureau of 
EMS come up with guidelines that could be used by medical directors and 
services in helping them make these kinds of decisions.  Bureau Chief 
Mercuri concluded that it is also important to note that paramedics can go 
across the NH border to get their cards from states that are using just the 
NR’s steps without requiring anything else.  

• NR’s requirements for paramedic re-entry (from the NR website) 

Paramedic (NRP) Re-Entry Policy:  
 
Entry and/or re-entry into the National Registry may be granted to a previously state 
licensed or Nationally Certified Paramedic (NRP) provided you:  

1. Officially document completion of a DOT Paramedic (NRP) Training Program 
after January 1, 1977.  * 

2. Show satisfactory evidence to the NREMT of prior state licensure at the 
Paramedic (NRP) level. 

3. Have current ACLS provider or instructor credential. 
4. Completed either PHTLS or ITLS as a provider or instructor within the past two 

(2) years. 
5. Have completed a state-approved Paramedic (NRP) refresher or 48 hours of 

equivalent continuing education covering the mandatory and flexible core content 
topics specified within the past two years. 

6. Have a letter of approval from the state EMS office in the state where you work or 
are to work. The letter should show the state's support for you to obtain state 
licensure through this process. 

7. Successfully complete the NREMT Paramedic (NRP) cognitive and psychomotor 
examinations. 

* All candidates for NREMT’s National EMS Certification at the Paramedic level whose 
Paramedic program began on or after January 1, 2013 must have successfully completed 
Paramedic education from an accredited program sponsored by the Commission on 
Accreditation of Allied Health Education Programs (CAAHEP) or one who held a valid 
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Letter of Review (LOR) issued by the Committee on Accreditation of Educational 
Programs for the Emergency Medical Services Professions (CoAEMSP). 

 
Bureau Chief Mercuri welcomes more input on this issue so that he can then 
present it to the Coordinating Board.   
 

• Safety restraint giveaway - This year, ambulance child restraints (ACR) for 
children ranging from 4 – 99 pounds, in sets of 4, will be given away. 
Children will be able to be restrained in either the upright or flat position. 
Janet Houston was able to purchase 18 of them, thanks to money from 
Highway Safety.   Information will be in the next newsletter and sent out 
on the trauma list serve.  The application will be on the website. 

• Trauma patients and anticoagulants– at the Fire Academy, on the evening of 
February 2, 2016, co-hosted by Concord Hospital and the Division of Fire 
Standards and Training & EMS. 

• Catholic Medical Center – Conference on February 12, 2016 from 7:45AM 
to 3:30PM.  (See attachment.)  CEU’s will be offered, and there are a 
couple of seats left.  (Contact Michael C. Kelley at CMC for more 
information.) 

 
Adjournment 
Motion made by Frank Hubbell; seconded by Trevor Eide – to adjourn the MCB 
meeting at 11:30AM; passed unanimously. 
Next meeting:   Thursday, March 17, 2016 at 9:00AM  

Richard M. Flynn Fire Academy, 
Classrooms 5 & 6 in the dormitory 

 

Future meetings:  May 19, July 21, September 15, and November 17, 2016. 
 

 
 
Respectfully submitted, 
 
 
James Suozzi, DO, Chairperson 
 
 
 
Prepared by June Connor, Administrative Assistant I, Office of the Director, NHFSTEMS 
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· Routine Patient Care.


· Consider the underlying causes of bradycardia (e.g., acute coronary 


syndrome, hyperkalemia, hypoxia, hypothermia). 


· 12-lead ECG if available. 


Bradycardia – 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. 


2017


P


EMT/ADVANCED EMT STANDING ORDERS


PARAMEDIC STANDING ORDERS


For symptomatic bradycardia:


If symptomatic and hemodynamically unstable:


· Consider atropine 0.5 mg IV every 3 – 5 minutes to a maximum of 3 mg. 


· If atropine is ineffective: 


o Consider transcutaneous pacing. 


o Administer procedural sedation prior to or during transcutaneous 


pacing, if feasible: 


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


IM, may repeat once in 10 minutes, OR 


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


may repeat once in 10 minutes, OR 


§ Diazepam 2 mg IV; may repeat once in 5 minutes. 


· Epinephrine infusion (Dilute epinephrine 1 mg in 1000 mL 0.9% normal 


saline for 1 microgram/mL)  2 -10 micrograms/minute via pump, OR


· Norepinephrine (4 mg in 1000 mL 0.9% normal saline for 4 microgram/mL) 


1 - 30 micrograms/minute via pump, OR


· Dopamine infusion 2 – 10 micrograms/kg/minute, OR 


· Contact Medical Control for expert consultation.


 Other Causes:


· For symptomatic beta blocker or calcium channel blocker overdose, 


consider glucagon 5 mg IV over 3 – 5 minutes. 


· For suspected hyperkalemia with ECG changes or symptomatic calcium 


channel blocker overdose consider:


o Calcium gluconate (10% solution) 2 grams IV over 5 minutes, with 


continuous cardiac monitoring, may repeat in 10 minutes if clinical 


indication persists OR


o Calcium chloride (10% solution) 1 gram IV over 5 minutes, with 


continuous cardiac monitoring. May repeat in 10 minutes if clinical 


indication persists.


For calcium chloride administration, ensure IV patency and do not exceed 1 mL per 


minute.


E
A/


3.1A


PEARLS:


· Hyperkalemia should be suspected in dialysis or renal failure patients with ECG changes 


such as tall peaked T waves, loss of P waves, QRS widening and bradycardia.


· When pushed to quickly, glucagon can cause nausea and vomiting. 
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· Routine Patient Care. 


· Consider the underlying causes of bradycardia (e.g. hypoxia, 


hypoglycemia, hypovolemia, and hypothermia). 


· Begin/continue CPR if heart rate is <60 bpm with hypoperfusion despite 


adequate ventilation and oxygenation.


· 12-lead ECG if available. 


2013


P


EMT/ADVANCED EMT STANDING ORDERS


PARAMEDIC STANDING ORDERS


For symptomatic bradycardia:


If hemodynamically unstable:


· Epinephrine (1:10,000) 0.01 mg/kg IV (0.1 ml/kg of 1:10,000) every 3 – 5 


minutes.


· Consider atropine 0.02 mg/kg IV for increased vagal tone or AV blocks, 


may repeat once (minimum single dose: 0.1 mg; maximum single dose 0.5 


mg.) 


· Consider transcutaneous pacing.


· Administer procedural sedation prior to/during pacing, if feasible:


o Midazolam 0.05 mg/kg IV/IN (maximum dose 2.5 mg), may repeat 


once in 5 minutes OR 


o Diazepam 0.05 mg/kg IV (maximum dose 2 mg), may repeat once in 5 


minutes.


Other Causes:


· For hypoglycemia see  Hypoglycemia 2.10P Protocols.


· For symptomatic beta blocker or calcium channel blocker overdose, 


consider glucagon 0.025 – 0.05 mg/kg. 


· For symptomatic calcium channel blocker overdose consider:


o Calcium gluconate (10% solution) 100 mg/kg IV with a maximum           


2 gm/dose over 5 minutes; may repeat in 10 minutes if clinical 


indication persisits, OR


o Calcium chloride (10% solution) 20 mg/kg IV (0.2 ml/kg) with a 


maximum 1 gm/dose over 5 minute; not to exceed 1 ml per minute. 


May repeat in 10 minutes if clinical indication persists. 


For calcium chloride administration, ensure IV patency and do not exceed 1 mL per 


minute.


PEARLS:


· Combine age specific heart rates with signs of respiratory failure and shock while assessing.  


If child is asymptomatic, consider no treatment.


E
A/


Bradycardia – 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


3.1P
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EMT/ADVANCED EMT STANDING ORDERS - ADULT


PARAMEDIC STANDING ORDERS - ADULT


· Maintain systolic blood pressure of >90 mmHgOR MAP ≥65 mmHg.


· If feasible, acquire and transmit a 12-lead EKG. 


· Initial ventilation rate of 10 - 12 BPM, then titrate to quantitative waveform 


capnography of 35 to 40 mm Hg, if available.


· Maintain oxygen saturation at ≥ 94%.


· Consider titrating oxygen lower for patients with SaO2 of 100%.


Post Resuscitative Care


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. 2016


PEARLS:


· Avoid hyperventilation as it increases intrathoracic pressures, potentially worsening 


hemodynamic instability.


For Post-Resuscitation Hypotension:


· IV 0.9% NaCl 20 ml/kg (may repeat x1), AND/OR


o Consider: (An infusion pump is required for the use of these vasopressors) 


Dopamine infusion 5 – 20 micrograms/kg/min, OR 


o Norepinephrine infusion 0.1 – 2 micrograms/kg/min titrated to effect, OR


o Epinephrine 0.1 – 1 micrograms/kg/min titrated to effect. 


PARAMEDIC STANDING ORDERS - PEDIATRIC


3.5


· For patients with return of spontaneous circulation after cardiac arrest not related to 
trauma or hemorrhage who are comatose without purposeful movement, consider 
transporting to a receiving facility capable of starting induced therapeutic hypothermia.


· If patient meets STEMI criteria transport per your STEMI guidelines/agreements. Notify 
receiving facility of a “STEMI Alert”.


Check with PICU 


folks re: dopamine


Joey


Go through document and 


where ever we mention BP 


>90 add OR MAP ≥ 


65mmHG; except TBI


ADVANCED EMT STANDING ORDERS - ADULT


A


E


For Post-resuscitation hypotension:


· Administer 0.9% NaCl in 250 – 500 ml boluses. Total volume should not exceed 


2,000 ml. 


· Consider: (An infusion pump is required for the use of these pressor agents) 


o Dopamine infusion 5 – 20 microgram/kg/min, OR 


o Norepinephrine infusion 1 – 30 microgram/min, OR


o Phenylephrine 100 – 180 microgram loading dose followed by infusion 40 – 


60 microgram/min, OR


o Epinephrine infusion 2 – 10 microgram/minute titrated to effect.


· Consider nasogastric or orogastric tube for the intubated patient.
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· Routine Care.


· 12-lead ECG if available.


2013


EMT/ADVANCED EMT STANDING ORDERS


P


Follow ACLS tachycardia guidelines as trained and credentialed. 


For symptomatic tachyarrhythmias (other than sinus tachycardia):


If symptomatic and hemodynamically unstable: 


· Synchronized cardioversion: 


Use the following initial energy doses, then escalate to the next higher energy 


level if no conversion. Biphasic devices: follow manufacturer’s 


recommendations for dosing.


o For narrow regular rhythm: 50 – 100J biphasic or 200J monophasic.


o For narrow irregular rhythm: 120 – 200J biphasic or 200J monophasic.


o For wide regular rhythm: 100J biphasic or monophasic.


o For wide irregular/polymorphic VT: 120 – 200J biphasic or 360 monophasic, 


using unsynchronized defibrillation doses if unable to sync.


· Administer procedural sedation prior to or during cardioversion, if feasible: 


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


once in 10 minutes, OR


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


· For regular, narrow complex: consider adenosine 6mg rapid IV.


· May repeat at dose of 12mg every 1 – 2 minutes x2 if no conversion.


· May repeat successful dose if rhythm recurs after conversion.


If symptomatic, but hemodynamically stable:


For narrow complex tachycardia (with a heart rate persistently >150bpm):


· Attempt vagal maneuvers, for regular rhythms.


o If vagal maneuvers fail and the rhythm is regular:


§ Adenosine 6 mg rapid IV.


§ May repeat at dose of 12 mg in 1 – 2 minutes if no conversion.


§ May repeat successful dose if rhythm recurs after conversion.


o Diltiazem 0.2 5mg/kg IV (maximum dose 20 mg) over 2 minutes. 


§ May repeat dose in 15 minutes at 0.35 mg/kg (maximum dose 20 mg), if 


necessary.


§ Consider maintenance infusion at 5 – 15 mg/hour, OR


o Metoprolol 5 mg IV over 2 – 5 minutes.


§ May repeat every five minutes to a maximum of 15 mg as needed to 


achieve a ventricular rate of 90 – 100.


PARAMEDIC STANDING ORDERS


Protocol Continues


· Diltiazem, metoprolol, amiodarone, and adenosine 
are contraindicated in patients with atrial fibrillation 
and a history of or suspected Wolff-Parkinson-
White (WPW) syndrome.


· Medications should be administered cautiously in 
frail or debilitated patients; lower doses should be 
considered.


E
A/


Tachycardia – 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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When introducing the new 


Cardiac Arrest protocol 


mention the updated red 


box for WPW
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PEARLS:


· Consider and treat potential underlying causes, e.g., hypoxemia, dehydration, fever.


· Wide complex tachycardia should be considered Ventricular Tachycardia until proven 


otherwise


· Signs and symptoms of hemodynamic instability:


o Hypotension


o Acutely altered mental status


o Signs of shock


o Signs of acute heart failure


o Ischemic chest pain


· Adenosine should be administered rapidly though a proximal (e.g., antecubital) vein site 


followed by a rapid saline flush.


Protocol Continued


P


For wide complex tachycardia: 


· Only for regular rhythm with monomorphic QRS: 


o Consider: adenosine 6 mg rapid IV.


§ May repeat at dose of 12 mg after 1 – 2 minutes if no conversion.


§ May repeat successful dose if rhythm recurs after conversion.


o Consider: 


§ Amiodarone 150 mg IV mixed with 50 – 100 ml of 0.9% NaCl or D5W 


over 10 minutes.


Ø May repeat once in 10 minutes. 


Ø If successful, consider a maintenance infusion of 1 mg/minute.


§ Lidocaine (considered second-line therapy) 1 – 1.5 mg/kg IV. 


Ø May repeat once in 5 minutes to maximum of 3 mg/kg. 


Ø If successful, consider a maintenance infusion of 1 – 4 mg/minute.


For polymorphic Ventricular Tachycardia/Torsades de Pointes:


· Consider magnesium sulfate 1 – 2 grams IV over 5 minutes. 


PARAMEDIC STANDING ORDERS - ADULT


2013


Tachycardia – 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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3.6A


Procainamide


Lido vs amio vs placebo 


study finishing up; ask Jim
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· Routine Patient Care.


· 12-lead ECG if available.


EMT/ADVANCED EMT STANDING ORDERS


P


If symptomatic tachyarrhythmias (other than sinus tachycardia): 


If symptomatic and hemodynamically unstable: 


For narrow complex/probable SVT:


· Adenosine 0.1 mg/kg IV not to exceed 6 mg (first dose).


o Repeat once at 0.2 mg/kg not to exceed 12 mg (subsequent dose).


· If adenosine is ineffective or for wide complex, perform synchronized 


cardioversion:


o 0.5 – 1 J/kg; if unsuccessful, increase to 2 J/kg.


· Administer procedural sedation prior to or during cardioversion, if feasible:


o Midazolam 0.05 mg/kg IV/IN (maximum dose 2.5 mg), may repeat once in 5 


minutes OR 


o Diazepam 0.05 mg/kg IV (maximum dose 2 mg), may repeat once in 5 


minutes.


If symptomatic but hemodynamically stable: 


For narrow complex, probable supraventricular tachycardia, or regular wide 


complex tachycardia (monomorphic QRS ONLY):


· Adenosine 0.1 mg/kg IV not to exceed 6 mg (first dose). 


o May repeat once at 0.2 mg/kg IV not to exceed 12 mg (subsequent dose).


· For wide complex:


o Contact online Medical Control for consideration of amiodarone 5 mg/kg IV 


(maximum: 300 mg) over 20-60 minutes.


PARAMEDIC STANDING ORDERS


PEARLS:
· Consider and treat potential underlying causes, e.g., hypoxemia, dehydration, fever.
· Signs and symptoms of hemodynamic instability:


o Hypotension
o Acutely altered mental status
o Signs of shock


· Probable Sinus Tachycardia:
o Compatible history consistent with known cause
o P waves are present and normal
o Variable R-R and constant P-R interval
o Infants: rate usually <220/min
o Children: rate usually <180/min


· Probable Supraventricular Tachycardia:
o Compatible history (vague, nonspecific); history of abrupt onset / rate changes
o P waves absent / abnormal
o Heart-rate is NOT variable
o Infants: rate usually >220/min
o Children: rate usually >180/min
o Adenosine should be administered rapidly though a proximal (e.g., antecubital) vein 


site followed by a rapid saline flush


E
A/


Tachycardia – 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
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New Hampshire Department of Safety 


Division of Fire Standards and Training and 
Emergency Medical Services 


 
     POLICY  3-6-27B 
 PROCEDURE 
    INFORMATION 


 
NAME: 


Paramedic Re-Entry Program 
 


 
EFFECTIVE DATE: 


10/10/2007  
Revised: 


09/09/2013 


 
INTRODUCTION: 
 
This procedure outlines the necessary steps required for a Paramedic with lapsed 
National Registry certification beyond a two year period to receive a letter of 
eligibility from the Bureau of EMS.   
 
PROCEDURE: 
 
Re-entry Requirements:  Complete the following requirements within 12 months 
of acceptance by a CAAHEP accredited paramedic program: 
 
• Previous NREMT-Paramedic Certification (expired greater than two years) 
• Current NREMT-EMT Certification 
• Affiliation with a NH Licensed EMS Unit 
• New Hampshire residency or employment 
• Current BLS-CPR, ACLS, PALS, PHTLS or BTLS Certifications 
• Successful Completion of a Paramedic Refresher within the last 12               


months 
• Complete at minimum, the following clinical requirements through a CAAHEP 


accredited paramedic program: 
 


Field Clinical  
Minimum of 200 hours  
Field clinical for leadership evaluation  
At least 50 patient assessments as primary caregiver  


 
Clinical Skills Required:  
10 - live intubations   
20 - peripheral IV’s   
20 - medication pushes  
5 - medication infusions via an IV pump  
20 - 12 lead ECG with interpretation  
3 - OB deliveries (1 may be caesarian)  
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10 - Respiratory Nebulizers  
1 - Respiratory CPAP  
50 - Patient Assessments  


40 Adult Assessments (70% ALS patients)  
10 Pediatric Assessments (children less than 15 years of age)  


(Pediatric assessment by include a rotation at a pediatric clinic/pediatrician’s 
office) 
 
Proof of eligibility shall be provided to the Bureau of EMS prior to enrolling into an 
authorized program. 
 
The Bureau of EMS will provide a letter of eligibility within 14 business days of the 
receipt of required documentation. 
 
General Information: 
 


• Eligible candidates will have twelve (12) months to complete the                   
requirements of the program. 


• In accordance with Saf-C 5902.06 & 5909.01, eligibility to perform clinical   
skills in a clinical setting requires that a person be currently enrolled in a   
NH Bureau of EMS authorized training program. 


 
Course Authorization & Numbering: 
 
These programs will be numbered with the prefix 83, using the same authorization 
and administrative process as other certification programs authorized by the 
Bureau of EMS.  
 
This program shall be conducted by licensed I/C’s affiliated with a current 
paramedic training program. 
 
Certification & Exams: 
 
Eligible candidates will have one opportunity to take the “Re-Entry Transition” 
program. Upon successful completion candidates will become eligible to take the 
NREMT CBT and Practical Paramedic Exam.   
 
Failure of the program will make the candidate ineligible to become a Paramedic 
through the “Re-Entry” process and will require the candidate to take a full 
Paramedic program. 
 
Candidates who successfully complete the program but fail initial or multiple 
attempts at the practical or CBT exam will be handled following the current 
practice for initial Paramedic candidates. 
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Winter Continuing                
Education Day 


Catholic Medical Center presents: 


A 1-day Conference for EMS providers 


 


February  12, 2016 


7:45am – 3:30pm 
Complimentary lunch provided 


in the Roy Auditorium (Level C)  


Topics Presented by CMC Physicians: 
 


•  Sepsis & Early Resuscitation 


•  Obstetric Emergencies & Problems with Child Birth 


•  Management of the Agitated Patients 


•  Damage Control Resuscitation in Trauma 


•  Cardiology and Cardiac Surgery Case Studies 


•  Eye Trauma and Emergencies 


•  Orthopedic Case Studies 


•  Vascular Emergencies and Tourniquet Use 
 


 


TOPICS WILL COVER CORE CIRRICULUM FOR NCCP/LCCP/ICCP 


 


   


Space Limited; Please RSVP for accurate head count 
E-mail: mkelley@cmc-nh.org 


Please leave your name, service and contact info 








H.R. 4365, the Protecting Patient Access to Emergency Medications Act of 2016 


Background 


The triage, treatment, and transport emergency medical service practitioners provide can often be the difference 


between life and death for patients with a medical emergency. The unique nature of emergency medical services is 


unlike other health care services governed by the Controlled Substances Act. There is a routinely encountered 


clinical need for controlled substance medications in the practice of EMS medicine, ranging from the 


administration of pain narcotics to anti-seizure medications. Emergency Medical Technicians and Paramedics need 


to administer these lifesaving drugs as quickly as they are able to reach and assess the patient, and any delay 


wastes valuable time in the provision of care. Established practice allows emergency medical service practitioners 


to administer and deliver these controlled substances under the oversight of physicians, primarily through 


directional guidelines written by physicians, commonly known as standing orders.  


Despite this longstanding practice, the Drug Enforcement Administration has determined that it will not allow 


emergency medical service personnel to deliver or administer controlled substances through standing orders as 


the Controlled Substances Act is currently written.  This means that emergency medical service practitioners will 


not be able to administer or deliver patients lifesaving medications in emergency situations, endangering patients’ 


lives.  


Solution 


To remedy this dilemma, Congressman Hudson has authored H.R. 4365, the Protecting Patient Access to 


Emergency Medications Act.  This legislation will clarify that the current practice of physician Medical Directors 


overseeing care provided by paramedics and other emergency medical service practitioners via “standing orders” 


is statutorily allowed and protected.  The use of “standing orders” is necessary so that physician Medical Directors 


can establish these pre-set protocols which emergency medical service practitioners follow in delivering 


emergency medical care.  In the absence of standing orders, patients would not have access to the time-sensitive 


and potentially life-saving interventions they so desperately need. 


H.R. 4365 ensures patients will continue to receive these vital medications by: 


 Codifying the practice of standing orders by a physician Medical Director for the administration and


delivery of controlled substances, maintaining physician oversight of medical decisions, while,


 Making the EMS Agency liable for the receiving, storing, and tracking of controlled substances, similar to


current procedure at hospitals.


This Legislation is Endorsed by: 
The American Ambulance Association 
American College of Emergency Physicians 
Association of Air Medical Services 
Association of Critical Care Transport 
International Association of Fire Chiefs 
International Association of Fire Fighters 
National Association of EMS Physicians 
National Association of Emergency Medical Technicians 
National Association of State EMS Officials 
National EMS Management Association









