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FOREWORD

The format of the Peoria Area EM S System (PAEM S System) Prehospital care manuals
has changed severa times throughout the history of the System. Theinitial protocol
manual (June 1983) consisted of ALS field treatment protocols. Changesin IDPH rules
and regulations resulted in the addition of ILS protocols (July 1990), BL S protocols
(November 1992) and First Responder protocols (April 1998). In 1994 the PAEMS
System Policy Manual was devel oped to address medical-legal issues and concerns and,
in 1995, procedures were formatted into a Standard Operating Procedure Manual.

With the complexity of atiered response system and with the growing demand that health
care services are both effective and efficient, the format for providing medical direction
and patient care guidelines changed again in 2002. The separate manuals outlining field
treatment guidelines, policies and procedures were all combined into one manual, the
Prehospital Care Manual. This manual has become the focal point for patient care for
Peoria Area EM S System providers in the Prehospital setting.

In 2006, dramatic changes were made to the protocols to reflect changing national trends
in an effort to provide optimal patient care. This current update reflects changesin AHA
guidelines as well as some other evidence-based information (from local and national
research) that dictates some needed changes to improve patient care.

The intent of this manual is to create a team approach to Prehospital care, resulting in
optimum patient care that is both efficient and effective. The focus of this manual ison
providing safe, well-planned care for the patients we serve as well as maintaining a safe
environment for the Prehospital care provider. This manual is also meant to be used asa
study guide and helpful reference when necessary.

All information contained herein isintended for use within the Peoria Area
EMS System. No other system’s protocols, policies, or procedures shall
supersede the guidelines set forth in this manual or be utilized in place of
this manual by a provider in the Peoria Area EMS System without the
approval of the Peoria Area EMS System Medical Director.
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Fromthe EMS Medical Director

L

—

The mission of the Peoria Area EM S System isto deliver the highest quality health care
that can be achieved with available resources. A uniform application of the protocols
will ensure that competent and efficient careis provided to our patients. Our missionis
accomplished by pursuing the goals of providing strong Prehospital education and
training. The protocols will help resolve potential problems that may jeopardize the
health and safety of the patient, prehospital healthcare provider or the community.

Asyour EMS Medical Director, | welcome your input and encourage your suggestions by
promoting an “open door” atmosphere. The EMS Officeisaresourceto assist you in
accomplishing the mission of providing emergency medical servicesto your community.
Please do not hesitate to contact us if we may be of any assistance to you or your agency.

It ismy sincere wish that your experience with and service to the Peoria AreaEMS

System is both enjoyable and rewarding for you.

Respectfully,

Cheryl Colbenson, DO
EMS Medical Director
Peoria Area EMS System
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Hospitals of the PAEM S System r'

Resource Hospital

OSF Saint Francis Medical Center
530 Northeast Glen Oak Avenue
Peoria, Illinois 61637

MEDCOM 309-655-2564
Medical Control 309-655-6770
Emergency Department 309-655-2109
Regional Service 800-252-5433

Associate Hospitals

Methodist Medical Center

221 Northeast Glen Oak Avenue
Peoria, Illinois 61636

Medical Center 309-672-5522
Emergency Department  309-672-5500

Proctor Hospital

5409 North Knoxville Avenue

Peoria, lllinois 61614

Hospital Services 309-691-1000
Emergency Department  309-691-1069

Pekin Hospital

600 South 13" Street

Pekin, Illinois 61554

Hospital Services 309-347-1151
Emergency Department  309-353-0530

Graham Hospital

210 West Walnut Avenue
Canton, Illinois 61520
Hospital Services

Participating Hospital

Hopedale M edical Complex

107 Tremont Street

Hopedale, Illinois 61747

Hospital Services 309-449-3321
Emergency Department

Emergency Department

Comprehensive Medical Center
EMS Medical Control

Level 1 Trauma Center
Pediatric and Neonatal Services
Disaster Medical Services

Comprehensive Medical Center

Level 2 Trauma Center

Hospital Services

Hospital Services

Hospital Services
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L evels of Prehospital Care
EMS Services

T ]

First Responder Services defines apreliminary level of prehospital emergency care as
outlined in the First Responder National Curriculum of the National Highway
Transportation Safety Administration and any modification to that curriculum specified
in rules adopted by IDPH pursuant to the EMS Act. First Responder care includes. CPR,
AED services, monitoring vital signs, administration of oxygen and bleeding control.

Basic Life Support (BLS) Services defines alevel of prehospital and inter-hospital
medical services as outlined in the Basic Life Support National Curriculum of the
National Highway Transportation Safety Administration and any modification to that
curriculum specified in rules adopted by IDPH pursuant to the EMS Act. BLS
emergency and non-emergency care includes. Basic airway management, CPR, AED
services, control of shock & bleeding and splinting of fractures. BLS services may be
enhanced with the administration of System-approved medications and the KING LTS-D
Airway.

Intermediate Life Support (ILS) Services definesalevel of prehospital and inter-
hospital medical services as outlined in the Intermediate Life Support National
Curriculum of the National Highway Transportation Safety Administration and any
modifications to that curriculum specified in rules adopted by IDPH pursuant to the EMS
Act. ILS emergency and non-emergency care includes. Basic life support care,
intravenous fluid therapy, oral intubation, EKG interpretation, 12-lead acquisition,
defibrillation procedures and administration of System-approved medications.

Advanced Life Support (ALS) Services defines alevel of prehospital and inter-hospital
medical services as outlined in the Paramedic Life Support National Curriculum of the
National Highway Transportation Safety Administration and any modifications to that
curriculum specified inthe EMS Act. ALS emergency and non-emergency care includes:
Basic and intermediate life support care, ACLS electrocardiography and resuscitation
techniques, administration of medications, drugs & solutions, use of adjunctive
medical devices, CPAP, chest decompression and intraosseous access.
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L evels of Prehospital Care
Prehospital Personnel

TR |

1. A currently licensed FR-D, EMT-B, EMT-I, EMT-P or PHRN may perform
emergency and non-emergency medical services asdefined inthe EMS Act and in
accordance with his or her level of education, training and licensure. Prehospital
personnel must uphold the standards of performance and conduct prescribed by
the Department (IDPH) in rules adopted pursuant to the Act and the requirements
of the EM'S System in which he or she practices, as contained in the approved
System Program Plan.

2. A person currently licensed asan EMT-B, EMT-I or EMT-P may only use their
EMT license in prehospital/inter-hospital emergency care settings or non-
emergency medical transport situations under the written directions of the EMS
Medical Director.

3. First Responder - Defibrillator (FR-D): Provides care consistent with the
definition of a First Responder service and within the context of Standing Medical
Orders (SMOs) or Standard Operating Procedures (SOPs). First Responder care
should be focused on assessing the situation and establishing initial care.

First Responders who provide medical carein the Peoria Area EM'S System must
be trained in the use of an AED and hold a First Responder/Defibrillator (FR-D)
recognition card from the Illinois Department of Public Health (IDPH). Each
agency isresponsible for downloading a code summary and forwarding that
information to the receiving hospital (along with the PCR).

4. Emergency Medical Technician —Basic (EMT-B): Provides care consistent
with the definition of a BLS service and within the context of SMOs or SOPs.
This may include interventions involving airway access/maintenance, ventilatory
support, oxygen delivery, bleeding control, spinal immobilization and splinting
isolated fractures.

EMT-B attention is directed at conducting a thorough patient assessment,
providing appropriate care and preparing or providing patient transportation. In
addition, EMT-Bs may assist the patient in self-administering prescribed
Nitroglycerin (NTG), Proventil (Albuterol) or an Epi-Pen pending an ALS
response. EMT-Bswho are System-certified and functioning with an approved
B-Med agency may carry and administer various approved medications and the
KING LTS-D Airway.

AEDs arerequired on BLS vehicles officialy incorporated into the EM S System
Plan. Each agency is responsible for downloading a code summary and
forwarding that information to the receiving hospital (along with the PCR).
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L evels of Prehospital Care
Prehospital Personnel

L —

5. Emergency Medical Technician — Intermediate (EMT-I): Providescare
consistent with the definition of an ILS service and within the context of SMOs or
SOPs. Thismay include all BLS skills, along with intravenous fluid therapy, oral
intubation, EKG interpretation, 12-lead acquisition, defibrillation procedures and
administration of System-approved medications. EMT-I attention is directed at
conducting a thorough patient assessment, providing appropriate care and
preparing or providing patient transportation.

6. Emergency Medical Technician —Paramedic (EMT-P): Provides care
consistent with the definition of an ALS service and within the context of SMOs
or SOPs. Thisincludesall BLS and ILS skills, advanced EKG skills with prompt
intervention using Advanced Cardiac Life Support (ACLS), administration of
System-approved medications & 1V solutions, proper use of System-approved
adjunctive medical devices (e.g. CPAP) and performance of advanced medical
procedures (e.g. needle chest decompression and intraosseous access). The
patient’ s condition and chief complaint determine the necessity and extent of ALS
care rendered. Consideration should be given to the proximity of the receiving
hospital. The EMT-P level may be enhanced to include selected critical care
medications and skills for inter-facility transfers.

7. Prehospital RN (PHRN): Thelllinois EMS Act (1995) definesaPHRN as“a
registered professional nurse licensed under the Illinois Nursing Act of 1987 who
has successfully completed supplemental education in accordance with rules
adopted by the Department (IDPH) pursuant to the Act, and who is approved by
an EMS Medical Director to practice within an EM S System as emergency
medical services personnel for Prehospital and inter-hospital emergency care and
non-emergency medical transports’.

NOTE: Prehospita personnel are required to provide copies of
their IDPH license and al certifications to both the agency and the
EMS System. A new copy must be submitted to the EM S Office
and to any agency with whom the provider is currently functioning
when the license or certification is renewed.

It isthe agency’ s responsibility to track expiration dates, to ensure
that the appropriate documentation is in the agency personnel file
and to ensure that copies have been provided to the EM S Office
prior to the license or certification expiration. |f the appropriate
documents are not on file, the provider will not be allowed to
function in the Svstem.

10
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Provider Responsibilities

Provider Status
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Agency Responsibilities Policy

Listed below isasummary of the important responsibilities of the provider agencies that
arein the Peoria Area EMS System. Thislist is based on the System manuals and IDPH
rules and regulations. These responsibilities are categorized into four major areas:
Operational Requirements, Notification Requirements, Training & Education
Requirements and Additional Reports and Records Requirements. Some items have
been repeated to stress the importance of compliance.

[ Operational Responsibilities ]

1. A provider agency must comply with minimum staffing requirements for the level
and type of vehicle. Staffing patterns must be in accordance with the provider’s
approved system plan and in compliance with Section 515.830(f).

2. No agency shall employ or permit any member or employee to perform services
for which he or sheis not licensed, certified or otherwise authorized to perform
(Section 515.170).

3. Agenciesthat utilize First Responders and Emergency Medical Dispatchers shall
cooperate with the System and the Department in devel oping and implementing
the program (Section 515.170).

4. A provider agency must comply with the Ambulance Report Form Requirements
Policy, including Prehospital patient care reports, refusal forms and any other
required documentation.

5. Agencies with controlled substances must abide by all provisions of the
Controlled Substance Policy including: maintaining a security log, maintaining a
Controlled Substance Usage Form and reporting any discrepanciesto the EMS
Office.

6. Notify the EM S Office of any incident or unusual occurrence which could or did
adversely affect the patient, co-worker or the System within 24 hoursvia
incident report form.

12
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Agency Responsibilities Policy

[ Notification Requirements ]

An agency participating as an EMS provider in the Peoria Area EM S System must notify
the Resource Hospital, OSF Saint Francis Medical Center, of the following:

1.

8.

0.

Notify the System in any instance when the agency lacks the appropriately
licensed and System-certified personnel to provide 24-hour coverage.
Transporting agencies must apply for an ambulance staffing waiver if the agency
is aware a staffing shortage is interfering with the ability to provide such
coverage.

Notify the System of agency personnel changes and updates within 10 days. This
includes addition of new personnel and resignations of existing personnel.

Rosters must include: Name/level of provider, license number, expiration date,
current address, phone number, date of birth, and B-med certification status.

Notify the System anytime an agency is not able to respond to an emergency call
dueto lack of staffing. The report should also include the name of the agency that
was called for mutual aid and responded to the call.

Notify the System of any incident, viaincident report within 24 hours, which
could or did adversely affect the patient, co-worker or the System.

Provide the EM S Office with updated copies of FCC Licenses and Mutual Aid
Agreements upon expiration.

Notify the System of any changesin medica equipment or supplies.
Notify the System of any changesin vehicles. Vehicles must be inspected by the

System and the appropriate paperwork must be completed prior to the vehicle
being placed into service.

Notify the System if the agency’ s role changes in providing EMS.

Notify the System if the agency’ s response area changes.

10. Notify the System if changes occur in communication capacities or equipment.

13
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Agency Responsibilities Policy

[ Training and Education Responsibilities ]

1.

Twenty-five percent (25%) of al EMT continuing education must be obtained
through classes taught or sponsored by the Resource Hospital, OSF Saint Francis
Medical Center.

Appoint atraining officer. The EMS training officer should be an IDPH Lead
Instructor. The training officer (or approved designee) will be required to attend
mandatory training officer inservices.

Develop atraining plan which meets the requirements for re-licensure and System
certification as detailed in the Continuing Education and Re-licensure
Requirements Policy.

Submit the agency’ s training plan (along with a current roster) annually to the
EMS Office for System and Department (IDPH) approval. The applications are
due by October 1% for the following training year.

Any changes made to an approved training application must be communicated to
the EM S Office prior to the training.

Maintain sign-in rosters for all training conducted and provide participants with
certification of attendance.

Conduct System mandatory training annually as per EM S Office notification.

[ Additional Reports and Records Responsibilities J

1. Comply with the Peoria Area EM'S System Quality Assurance Plan, including
agency self-review, submission of incident reports, submission of patient care
reports, maintain controlled substance security logs and usage tracking forms.
Logs must be made available upon request of EM S Office personnel.

2. Maintain glucometer logs. Testing should be done a minimum of once per
week, any time a new bottle of stripsis put into service and any time the
glucometer isdropped. Glucometer logs should be kept in the ambulance (or
other vehicle) and must be made available upon request of EM S Office
personnel.

14
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Agency Responsibilities Policy

3. All agencies and agency personnel are to comply with all of the requirements
outlined in HIPAA regul ations with regard to protected health information.

NOTE: Prehospita personnel are required to provide copies of
their IDPH license and all certifications to both the agency and the
EMS System. A new copy must be submitted to the EM S Office
and to any agency with whom the provider is currently functioning
when the license or certification is renewed.

It is the agency’ s responsibility to track expiration dates, to ensure
that the appropriate documentation isin the agency personnel file
and to ensure that copies have been provided to the EM S Office
prior to the license or certification expiration date. If the
appropriate documents are not on file, the provider will not be
allowed to function in the System.

15
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Professional Conduct & Code of Ethics Policy L

The following are guidelines for interaction with patients, other caregivers and the
community:

Respect for Human Dignity — Respect all patients regardless of socio-economic
status, financia status or background. Dignity includes greeting, conversing,
respectful mannerisms, and protecting physical privacy.

Maintain Confidentiality — Respect every person’sright to privacy. Sensitive
information regarding a patient’ s condition or history should only be provided to
medical personnel with an immediate need-to-know. Sensitive information
regarding our profession may only be provided to those with aright to know.

Professional Competency — Provide the patient with the best possible care by
continuously improving your understanding of the profession and maintaining
continuing education and required certifications. Protect the patient from
incompetent care by knowing the standard of care and being able to identify those
who do not.

Safety Awareness & Practice — Protect the health and well-being of the patient,
yourself, your co-workers and the community by constantly following safety
guidelines, principles and practices.

Accountability for Your Actions— Act within your training, know your
limitations, and accept responsibility for both satisfactory and unsatisfactory
actions.

Loyalty & Cooper ation — Demonstrate devotion by maintaining confidentiality,
assisting in improving morale and not publicly criticizing.

Personal Conduct — Demonstrate professionalism by maintaining high moral,

ethical and grooming standards. Do not participate in behavior that would
discredit you, your co-workers and the profession.

16
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Professional Conduct & Code of Ethics Policy

[ Code of Ethics ]

(Appliesto ALL Prehospital providers)

Professional status as an Emergency Medical Technician is maintained and enriched by
the willingness of the individual practitioner to accept and fulfill obligations to society,
other medical professionals, and the profession of Emergency Medical Technician.

As an Emergency Medica Technician, | solemnly pledge myself to the following code of
professional ethics:

A fundamental responsibility of the EMT isto conserve life, to aleviate suffering,
to promote health, to do no harm, and to encourage the quality and equal
availability of emergency medical care.

The EMT provides services based on human need, with respect for human
dignity, unrestricted by consideration of nationality, race, creed, color or status.

The EMT does not use professional knowledge and skills in any enterprise
detrimental to the public well-being.

The EMT respects and holds in confidence al information of a confidential nature
obtained in the course of professional work unless required by law to divulge such
information.

The EMT, as acitizen, understands and upholds the law and performs the duties
of citizenship; asaprofessional, the EMT has the never-ending responsibility to
work with concerned citizens and other healthcare professionalsin promoting a

high standard of emergency medical careto all people.

The EMT shall maintain professional competence and demonstrate concern for
the competence of other members of the EM S healthcare team.

An EMT assumes responsibility in defining and upholding standards of
professional practice and education.

17
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Professional Conduct & Code of Ethics Policy L

[ Code of Ethics (continued) ]

e TheEMT assumes responsibility for individual professional actions and
judgment, both in al aspects of emergency functions, and knows and upholds the
laws which affect the practice of the EMT.

e AnEMT hasthe responsibility to be aware of and participate in matters of
legislation affecting the EM'S System.

e TheEMT, or groups of EMTs, who advertise professional service, doessoin
conformity with the dignity of the profession.

e The EMT has an obligation to protect the public by not delegating to a person less
qualified, any service which requires the professional competence of an EMT.

e TheEMT will work harmoniously with and sustain confidence in EMT
associates, the nurses, the physicians, and other members of the EM S healthcare
team.

e The EMT refusesto participate in unethical procedures and assumes

responsibility to expose incompetence or unethical conduct of othersto the
appropriate authority in a proper and professional manner.

18
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Agency Compliance Waiver Policy L

If compliance with IDPH Rules and Regulations of the Peoria Area EM S System Policies
results in unreasonable hardship, the EMS provider agency shall petition the PAEMS

System and IDPH for atemporary rule waiver.

The format for waiver petition shall be as follows:

Part 1

Part 2

Part 3

Part 4

Cover |etter, to include: agency name, IDPH
agency number, agency official(s), agency
designated contact person, telephone
number, statement of the problem and
proposed waiver.

Explanation of why the waiver is necessary.

Explanation of how the modification will
relieve problems that would be created by
compliance with the rule or policy as
written.

Statement of and justification for the time
period (maximum one year) of which the
modification will be necessary. This section
must also include a chronological plan for
meeting total compliance requirements.

a) Staffing waiversrequirelocal
newspaper advertisement explaining
staffing shortage, mention that there
will be “no reduction in standard of
care’, and arequest for new
volunteers/ employees.

b) Submit a copy of 60-day staffing
schedule.

The petition should be submitted to the Peoria Area EM S System Medical Director for review and
approval. The IDPH Regional EMS Coordinator will then review the petition. If needed, the lllinois
Department of Public Health may request review of the petition by the State Advisory Board. These
recommendations will be forwarded to the Director of IDPH for final action. Waiverswill be granted
only if thereisNO reduction in the standard of medical care.

19
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Agency Advertising Policy

EMS agencies are expected to advertise in aresponsible manner and in accordance with
applicable legislation to assure the public is protected against misrepresentation.

No agency (public or private) shall advertise or identify their vehicle or agency asan
EMS life support provider unless the agency does, in fact, provide service as defined in
the EMS Act and has been approved by IDPH.

No agency (public or private) shall disseminate information leading the public to believe
that the agency provides EM S life support services unless the agency does, in fact,
provide services as defined in the EMS Act and has been approved by IDPH.

Any person (or persons) who violate the EMS Act, or any rule promulgated pursuant
thereto, is guilty of a Class C misdemeanor.

A licensee that advertisesits service as operating a specific number of vehicles or more
than one vehicle shall state in such advertisement the hours of operation for those
vehicles, if individual vehicles are not available twenty-four (24) hours aday. Any
advertised vehicle for which hours of operation are not stated shall be required to operate
twenty-four (24) hours a day.

It isthe responsibility of al Peoria Area EMS System personnel to report such infractions
of this section to the EMS Medical Director.

20
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System Certification Policy

It is the responsibility of the Resource Hospital to confirm the credentials of the System’s
EMS providers. System certification is aprivilege granted by the EMS Medical Director
in accordance with the rules and regulations of the Illinois Department of Public Health.

[ System Certification Process J

1.

A System applicant must hold a State of Illinois license or be eligible for State
licensure. EMS providers transferring in from another system or state must have
all clinical and internship requirements completed prior to System certification.
Transferring into the Peoria Area EMS System to compl ete internship
requirements of an EMT training programis prohibited.

The System applicant must be a member of or in the process of applying for
employment with a Peoria Area EM S System provider agency. The System
agency must inform the EM S Office of the applicant’s potential for hire or
membership to their agency.

A Pre-Certification Application must be completed and submitted to the EMS
Office.

The System applicant must also submit copies of the following:

IDPH license (FR-D, EMT, Intermediate, Paramedic, or PHRN)

National Registry certification (if applicable)

ACLS (Intermediate, Paramedic)

ITLS (Intermediate, Paramedic)

PEPP or PALS (Intermediate, Paramedic)

CPR { AHA Healthcare Provider OR American Red Cross} (FR-D, EMT,
Intermediate, Paramedic or PHRN)

e Letter of reference from current EMS Medical Director

e Resume” (education and employment history)

Upon System review of the Pre-Certification Application, EM S Office personnel
will conduct a pre-interview with qualified applicants.

The System applicant must pass the appropriate Peoria Area EM S System
Protocol Exam with a score of 80% or higher. The applicant may retake the
exam with the approval of the EMS Medical Director. A maximum of two (2)
retakes are permitted.

Successfully complete any practical skills evaluations required by the EMS
Medical Director.

21
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System Certification Policy

[ System Certification Process (continued) ]

8. Upon successful completion of the above requirements, the System applicant
must meet with the EMS Medical Director for final approval. Once approval is
granted, the applicant will receive aletter of System certification.

9. Satisfactory completion of a 90-day probationary period is required once System-
certification is granted.

10. The EMS Medical Director reserves the right to deny System provider status or to
place internship & field skill evaluation requirements on any candidate requesting
System certification at any level.

Note: Peoria Area EMS System applicants from another system or state have a“grace
period” of 6 months to obtain certification in PEPP or PALS. All other certifications

[ Maintaining System Certification ]

In addition to minimum continuing education requirements for re-licensure, EMS
providersin the Peoria Area EM'S System must maintain the following:

First Responder / Defibrillator (FR-D) ALL First Responders providing EMS
care must upgrade to and maintain FR-D
status.

Current AHA Healthcare Provider or
ARC Professional Rescuer CPR card
EMT-Basic(EMT-B) Current AHA Healthcare Provider or
ARC Professional Rescuer CPR card

Successfully complete periodic System
protocol testing and skills evaluation
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[ Maintaining System Certification ]

EMT-Intermediate, EM T-Paramedic, Current AHA Healthcare Provider or

(EMT-I) (EMT-P) ARC Professional Rescuer or ARC
Professional Rescuer CPR card

Prehospital RN

(PHRN) ITLS

PEPP or PALS
ACLS

Active member of PAEMS System
agency

Successfully complete periodic System
protocol testing and skills evaluation

Maintaining of current certifications and tracking of expiration dates is ultimately the
responsibility of theindividual provider. Agency training officers will be assisting with
monitoring these certifications and reporting to the EM S Office. However, these
individuals are not responsible for any certifications other than their own.

Failure to maintain current certification in ACLS, ITLS, PEPP/PALS, CPR or any other
System certification may result in suspension of the individual in violation if an
extension has not been applied for and granted through the EM S Office. In either case,
theindividual will berequired to takea full provider coursein the lapsed
certification and will NOT be allowed to ssimply take arefresher coursefor
certification. Suspended individuals will remain on suspension until proof of current
certification is presented to the EM S Office.
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[ System Resignation / Termination ]

A System participant may resign from the System by submitting a written resignation to
the EMS Medical Director.

A System participant who resigns from or is terminated by a System provider agency has
a 60-day grace period to re-establish membership/active status with another System
provider agency. If the participant does not do this within the 60-day time period, then
the individual’s System certification will be re-categorized or terminated.

An EMS provider requesting to re-certify in the PAEM S System will be required to
repeat the process for initial certification.

[ Provider Status ]

Active Provider —A FR-D, EMT or PHRN is considered an active provider if he/she:
e |sSystem-certified at the level of his’her IDPH licensure level.

e Isactive and functions at his’her certification level with a PAEMS System agency
providing the same level of service.

e Maintainsall continuing education requirements, certifications, and testing
requirements in accordance with System policy for his’her level of System
certification.

Sub-certified Provider — An EMT is considered to be a sub-certified provider if he/she:

e |sSystem-certified at alevel other than his’her IDPH licensure level.

e |sactive and functions as a provider with aPAEMS System agency at alevel of
service other than his’her IDPH licensure level.

e Maintainsall continuing education requirements, certifications, and testing

reguirements in accordance with System policy for his’her level of System
certification.
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[ Provider Status ]

Sub-certified Provider (continued)

RESTRICTIONS:

A sub-certified EMS provider may only function within the scope of
practice of the individual’ s System certification and the provider level of
the EM S agency.

A sub-certified EM S provider is prohibited from performing skills the
individual is not System-certified to perform regardless of the IDPH
licensure level.

A sub-certified provider is restricted to identifying himself/herself asa
provider at his’her level of System certification when functioning with a
PAEMS System agency (this includes uniform patches and name tags).
A sub-certified provider shall apply for independent re-licensure if System
certifications are not met for the IDPH licensure level.

I nactive (Non-participating) Provider — An EMT is considered to be inactive if he/she:

Was System-certified but has not functioned with a PAEM S System agency for
greater than 60 days.

Maintains IDPH continuing education requirements.

RESTRICTIONS:

Aninactive provider is prohibited from identifying himself/herself as an
EMS provider in the Peoria AreaEM S System.

Aninactive provider is prohibited from performing skills or providing
care that he/sheis not System-certified to perform.

An inactive provider must apply for independent re-licensure with IDPH.
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[ Re-Licensure Process ]

1.

To bere-licensed as an EMS provider, the licensee shall submit the required
documentation for renewal with the Resource Hospital (EM S Office) at least 60
days prior to the license expiration date. Failure to complete continuing
education requirements and/or failure to submit the appropriate documentation to
the EM S Office at least 60 days prior to the license expiration date may result in
delay or denial of re-licensure. Thelicenseewill be responsiblefor any late
feesor classfeesincurred asaresult.

The EM S Office will review the re-licensure applicant’ s continuing education
records. If theindividual has met all requirements for re-licensure and approval is
given by the EMS Medical Director, the EMS Office will submit arenewal
request to IDPH.

A licensee who has not been recommended for re-licensure by the EMS Medical
Director will be instructed to submit a request for independent renewal directly to
IDPH. The EMS Office will assist the licensee in securing the appropriate
renewal form.

IDPH requires the licensee to certify on the renewal application form (Child
Support Statement), under penalty of perjury, that he or sheis not more than 30
days delinquent in complying with a child support order (Section 10-65(c) of the
[llinois Administrative Procedure Act [5 ILCS 100/10-65(c)]). The provider's
socia security number must be provided as well.

Thelicense of an EM S provider shall terminate on the day following the
expiration date shown on the license. An EMS provider may NOT function in the
Peoria Area EM S System until a copy of acurrent licenseisonfileinthe EMS
Office.

An EMS provider whose license has expired may, within 60 days after license
expiration, submit al re-licensure material and afee of $50.00 in the form of a
certified check or money order made payable to IDPH (Note: personal checks,
cash or credit cards will NOT be accepted). If al continuing education and
System requirements have been met and there is no disciplinary action pending
against the EM S provider, the Department may re-license the EMS provider.
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[ Re-Licensure Process (continued) ]

7.

10.

11.

Any EMS provider whose license has expired for a period of more than 60 days
will NOT be re-licensed and must complete all aspects of theinitia training
program reguired for licensure, pay the fees required for initial licensure and pass
the State (or National Registry) exam.

**NOTE: Failureto re-license at any level does not “automatically” drop a
provider to alower level of certification (e.g. An EMT does not automatically
become a First Responder, etc.). Once a provider’s license has expired, he or she
isno longer an EMS provider at ANY level and cannot provide medical carein
the System or the State.

Requests for extensions or inactive status must be submitted on the proper IDPH
form and forwarded to the EM'S Office at |east 60 days prior to expiration.
Extensions are granted only in very limited circumstances and are handled on a
case by case basis. NOTE: The EMS Medical Director may mandate additional
CEU requirements during the extension period.

At any time prior to the expiration of the current license, an EMT-I or EMT-P
may revert to the EMT-B status for the remainder of the license period. The
EMT-I or EMT-P must make this request in writing to the EMS Medical Director
& the Department and must submit their original current EMT-I or EMT-P
license to the Department. To re-license at the EMT-B level, the provider must
meet al of the EMT-B requirements for re-licensure.

At any time prior to the expiration of the current license, an EMT-B may
revert to the First Responder/Defibrillator (FR-D) status for the remainder of the
license period. The EMT-B must make this request in writing to the EMS
Medical Director & the Department and must submit their original current EMT-
B license to the Department. To re-license at the FR-D level, the provider must
meet all of the FR-D requirements for re-licensure.

The provider must submit a copy of their new IDPH license to their agency(s) and

to the EMS Office. Failureto do so will result inindigibility to function in the
System.
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[ General Continuing Education Requirements ]

In conjunction with the Region 2 EM S/Trauma Plan, the Peoria Area EMS System
requires:

1.

Twenty-five percent (25%) of the didactic continuing education hours required for
re-licensure (as an EMS provider, at any level in the PAEM S System) must be
earned through attendance at System-taught courses, courses sponsored by the
Peoria Area EM S Office or courses taught by a System-approved instructor.

No more than seventy-five percent (75%) of the continuing education hours
required for re-licensure will consist of hours obtained from the same site code.

No more than twenty-five percent (25%) of the continuing education hours
required for re-licensure will consist of any single subject area (i.e. shock,
diabetic emergencies, etc.).

EMS providers (all levels) must attend at |east one (1) continuing education
program that reviews PAEM S System and Regional Policies, Standing Medical
Orders and Operating Procedures as part of the four-year, 25% PAEMS System
continuing education requirements.

No more than thirty percent (30%) of on-line CE will be accepted for re-licensure.

EMS continuing education credits must have an approved IDPH site code or be
approved by the PAEM S Medical Director.

Continuing education credits approved for EMS Systems within IDPH EMS
Region 2 will be accepted by the Peoria Area EM S System.

Prior approval must be obtained from the EMS Medical Director for continuing

education programs from other IDPH regions or from other states, including
national symposiums.
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[ Summary of Re-licensure Requirements ]

Emergency Medical Dispatcher
(EMD)

First Responder/Defibrillator
(FR-D)

29

IDPH has no specific continuing
education requirements for dispatchers.
However, the dispatch certification-
training program recognized by the local
Emergency Telephone System Board
(ETSB) may have specific requirements
for re-certification. Dispatch personnel
should consult the local ETSB for re-
certification. Dispatch personnel should
consult the local ETSB for specific
guidelines.

A minimum of twenty-four (24) hours of
continuing education that review the
core First Responder curriculum and
includes review of PAEMS System
protocols

Current CPR/AED certification

{ American Heart Association (AHA)
Healthcare Provider or ARC
Professional Rescuer CPR card }

Functioning within a“ State approved
EMS System providing the licensed
level of life support services as verified
by the PAEM S System Medical
Director”
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[ Summary of Re-licensure Requirements ]

EMT-Basic
(EMT-B)

30

A minimum of one hundred twenty
(120) hours of continuing education,
seminars and workshops addressing both
adult & pediatric care and at |least one
(1) continuing education program which
addresses PAEM S System Protocols

Current CPR/AED certification { AHA
Healthcare Provider or ARC
Professional Rescuer CPR card}

Functioning with a* State approved
EMS System providing the licensed
level of life support services as verified
by the PAEMS System Medical
Director”

Must meet PAEMS System certification
(provider status) requirements to be
recommended for re-licensure by the
EMS Medical Director
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[ Summary of Re-licensure Requirements ]

EMT-Intermediate
(EMT-I)

31

A minimum of one hundred twenty
(220) hours of continuing education,
seminars and workshops addressing both
adult & pediatric care and at |least one
(1) continuing education program which
addresses PAEM S System Protocols

Current CPR/AED certification { AHA
Healthcare Provider or ARC
Professional Rescuer CPR card}

Current certification in International
Trauma Life Support (ITLS).

Current certification in Advanced
Cardiac Life Support (ACLS)

Current certification in Pediatric
Education for Prehospital Providers
(PEPP) or Pediatric Advanced Life
Support (PALS)

Functioning with a* State approved
EMS System providing the licensed
level of life support services as verified
by the PAEM S System Medical
Director”

Must meet PAEMS System certification
(provider status) requirements to be
recommended for re-licensure by the
EMS Medical Director
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[ Summary of Re-licensure Requirements ]

EMT-Paramedic
(EMT-P)

32

A minimum of one hundred twenty
(120) hours of continuing education,
seminars and workshops addressing both
adult & pediatric care and at |least one
(1) continuing education program which
addresses PAEM S System Protocols

Current CPR/AED certification { AHA
Healthcare Provider or ARC
Professional Rescuer CPR card}

Current certification in International
Trauma Life Support (ITLS)

Current certification in Advanced
Cardiac Life Support (ACLS)

Current certification in Pediatric
Education for Prehospital Providers
(PEPP) or Pediatric Advanced Life
Support (PALYS)

Functioning with a* State approved
EMS System providing the licensed
level of life support services as verified
by the PAEMS System Medical
Director”

Must meet PAEMS System certification
(provider status) requirements to be
recommended for re-licensure by the
EMS Medical Director
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[ Summary of Re-licensure Requirements ]

Prehospital RN
(PHRN)

33

A minimum of one hundred twenty
(120) hours of continuing education,
seminars and workshops addressing both
adult & pediatric care and at |least one
(1) continuing education program which
addresses PAEM S System Protocols

Current CPR/AED certification { AHA
Healthcare Provider or ARC
Professional Rescuer CPR card}

Current certification in Internationa
Trauma Life Support (ITLS)

Current certification in Advanced
Cardiac Life Support (ACLYS)

Current certification in Pediatric
Education for Prehospital Providers
(PEPP) or Pediatric Advanced Life
Support (PALS)

Functioning with a* State approved
EMS System providing the licensed
level of life support services as verified
by the PAEM S System Medical
Director”

Must meet PAEMS System certification
(provider status) requirements to be
recommended for re-licensure by the
EMS Medical Director
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The Prehospital Care Manual, developed by the EMS Medical Director reflects nationally
recommended treatment modalities for providing patient care in the prehospital setting.
This Prehospital Care Manual, containing Standing Medical Orders, Protocols, Policies &
Procedures, isintended to establish the standard of care which is expected of the Peoria
Area EMS System provider.

1.

4.

Standing Medica Orders, Protocols, Policies & Procedures contained in this
Prehospital Care Manual are the written, established standard of careto be
followed by all members of the Peoria Area EM S System for treatment of the
acutely ill or injured patient.

The EMS provider will initiate patient care under these guidelines and contact
Base Station Medical Control in atimely manner for those treatments which
require on-line physician’s order. Diligent effort must be made to contact
Medical Control in atimely manner via cellular telemetry, landline phone or VHF
MERCI radio. Delay or failure to contact Medical Control for required on-line
ordersisaquality assurance indicator.

These Standing Medical Orderswill be utilized as Off-Line Medical Control
under the following circumstances:

¢ |nthe event communication cannot be established or is disrupted between
the Prehospital provider and Medical Control (or the receiving hospital).

¢ Inthe event that establishing communications would cause an inadvisable
delay in care that would increase life threat to the patient.

e Inthe event the Medical Control physician is nhot immediately available
for communication.

e Intheevent of adisaster situation, where an immediate action to preserve
and save lives supersedes the need to communicate with hospital-based
personnel, or where such communication is not required by the disaster
protocol.

Inability to contact Medical Control should not delay patient transport or the

provision of life-saving therapies. Patient destination and transport decisions are
set forth in these Standing Medical Orders/ Protocols.
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[ On-Line Medical Control ]

Base Station Medical Control is designed to provide immediate medical direction and
consultation to the Prehospital EM S provider in accordance with established patient
treatment guidelines.

On-line Medical Control is utilized to involve the expertise of an Emergency Medical
Physician in the treatment plans and decisionsinvolving patient care in the Prehospital

setting.

. Voice communications shall be categorized as“MERCI” for callsthat do not
require medical ordersand “Telemetry” for medical or trauma calls requiring
medical orders or base station physician contact and/or consultation.

. EMS communications requiring on-line contact with a base station physician
shall be conducted using cellular telemetry (309)655-6770.

. Useof telemetry isrequired for patient care requiring interventions beyond
the Universal BLS ILSor ALS standing medical orders. Situations requiring
Medical Control contact include, but are not limited to:

Anytime an order isrequired for BLS, ILS or ALS medications.
Anytime orders are needed for procedures.

Any instance an EMS provider desires physician involvement.
Any situation that involves bypassing a closer hospital.
Anytime an EMS provider feels adeferral iswarranted.

Anytime aField Training Instructor (FT1) feels a student needs to further
develop communication skills.

When a pre-hospital 12-Lead EKG isacquired that showswide-
complex tachycardia or consultation is needed.

Suspected stroke patients.

Circumstances involving a Death at Scene (DAS) or casesinvolving
advanced directives (DNR et a).
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[ On-Line Medical Control (Continued) ]

e High risk refusals (see next page).
e First Responder low risk refusals (seeitem#10 of this policy).
e Useof restraints (including handcuffs).

e Trauma casesor potential trauma cases (based on mechanism of
injury).

4. “Telemetry” callsinclude all medical complaints requiring Medical Control
contact, refusals, traumas and consultations.

5. “Trauma Traffic” includes calls that are related to injuries or mechanisms of
injury that meet (or potentially meet) Minimum Trauma Field Triage Criteria
(see Critical Trauma Procedure). Traumatraffic does not includerefusals
(including accident refusals).

6. “MERCI” callsare made viaMERCI radio and called directly to the
receiving hospital (or in cases where telemetry communication is not possible
and consult with a physician is necessary). MERCI communication is
adequate for patient care that does not require interventions beyond Universal
BLS ILSor ALSCare. Specifically, patients that have received only oxygen,
monitor, 1V and/or medications without the need for additional ordersor in
cases where Medical Control contact is not required.

o |If MERCI traffic prevents contact with the receiving hospital, Medical
Communications (MEDCOM) should be contacted at the Resource Hospital
(OSF Saint Francis Medical Center) for assistance in proper routing of
communications.

e |f thereceiving hospital deemsthat further care is necessary or requests
additional interventions be performed, the EM S provider should contact
Medical Control.

e If thereceiving hospital requests discontinuation of treatment established by
the prehospital provider, Medical Control contact should be established.
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[ On-Line Medical Control (Continued) ]

7. High Risk Refusals require Medical Control consultation prior to securing
and accepting the refusal and terminating patient contact. High risk refusals
involve cases where the patient’ s condition may warrant delivery of carein
accordance with implied consent of the Emergency Doctrine or other statutory
provision. High risk refusalsinclude, but are not limited to:

Head injury (based on mechanism or signs & symptoms)

Presence of alcohol and/or drugs

Anytime medications are given and patient refuses transport
Significant mechanism of injury (e.g. rollover MVA)

Altered level of consciousness or impaired judgment

Minors (17 years old or younger, regardless of injury)

Situations that involve bypassing a closer hospital

Paramedic initiated refusals (patient wants to be transported but the
paramedic feels it is unnecessary).

8. Low Risk Refusalsdo not require Medical Control consultation (for BLS,
ILS & ALSlevels) if the prehospital provider determines that the patient
meets the Low Risk Criteria and there is no doubt that the patient understands
therisk of refusal. The patient cannot be impaired and must be able to
consent to the refusal. Medical Control should be contacted if there are any
concerns about the patient’s ability to refuse. Low risk refusals may include:

e  Slow speed auto accidents without injury

e Isolated injuries not related to an auto accident or other significant
mechanism of injury

e Fasecalsor “third party” callswhere noillness, injury or
mechanism of injury is apparent.

e Lifting assistance or “public assist” cals (for which EMSis called
for assistance in moving a patient from chair to bed, floor to bed, car
to home, etc.). Thisassumesthe EMS agency isroutinely caled to
assist this patient, the patient is assessed to ensure thereis no
complaint or injury and there has been no significant changein the
patient’s condition. EMS crews must complete a patient care report
indicating all assessment findings and assistance rendered.
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[ On-Line Medical Control (Continued) ]

9. If theEMS provider hasnot been ableto contact Medical Control viacellular
telemetry, telephone or MERCI radio, the EMS provider will initiate the appropriate
protocol(s). Upon arrival at the receiving hospital, an incident report must be
completed and forwarded to the EM S Office within 24 hours of the occurrence.
This report should document all aspects of the run with specific details of the
radio/communications failure and initiation of the Peoria AreaEMS System
Sanding Medical Orders and Standard Operating Procedures.

10. First Responders may handle low risk refusals only (as defined above). However,
First Responders must contact Medical Control via cellular telemetry at (309)655-
6770. Under no circumstance should a First Responder take a high risk
refusal.

39




PEORIA AREA EMS SYSTEM
PREHOSPITAL CARE MANUAL

Radio Communications Protocol r'

Radio communicationsis avital component of prehospital care. Information reported should
be concise and provide an accurate description of the patient’s condition as well as treatment
rendered. Therefore, a complete patient assessment and set of vital signsshould be
completed prior to contacting Medical Control or the receiving hospital.

Regardless of the destination, early and timely notification of Medical Control or the receiving
hospital is essential for prompt care to be delivered by al involved.

[ Components of the Patient Report ]

Unit identification

Destination & ETA

Age/sex

Chief complaint

Assessment (General appearance, degree of distress & level of consciousness)
Vita signs:

Blood pressure (auscultated { or palpated if unable to auscultate})
Pulse (rate, quality, regularity)

Respirations (rate, pattern, depth)

Pulse oximetry, if indicated

Pupils (size & reactivity)

Skin (color, temperature, moisture)

o Pertlnent physical examination findings

e SAMPLE History

e Treatment rendered and patient response to treatment

ok ONE

NOTE: Itemslisted in red should be transmitted without delay.

If Medical Control contact is necessary to obtain physician orders (where indicated by
protocol), diligent attempts must be made to establish base station contact via:

1. Cellular telemetry (309)655-6770
2. Telephone landline direct to MEDCOM (309)655-6770
3. MERCI radio

If unable to establish contact, then initiate protocol. If Medical Control contact is not
necessary, contact the receiving hospital viaMERCI.
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L —

A patient may refuse medical help and/or transportation. Once the patient has received
treatment, he/she may refuse to be transported if he/she does not appear to be athreat to
themselves or others. Any person refusing treatment must be informed of the risks of not
receiving emergency medical care and/or transportation. NOTE: Family members cannot
refuse transportation of a patient to a hospital unless they can produce a copy of a Durable
Power of Attorney for Healthcare.

[ Refusal Process ]

1

Assure an accurate patient assessment has been conducted to include the patient’ s chief
complaint, history, objective findings and the patient’s ability to make sound decisions.

Explain to the patient the risk associated with hig/her decision to refuse treatment and
transportation.

Secure Medical Control approval of high risk refusals (low risk refusals for First
Responders) in accordance with the Online Medical Control Policy.

Complete the Against Medical Advice/Refusal Form and have the patient sign the form.
If the patient is a minor, this form should be signed by alega guardian or Durable
Power of Attorney for Healthcare. NOTE: Parental refusals may be accepted by voice
contact with the parent (i.e. by telephone) if the EM S provider has made reasonable
effort to confirm the identity of the parent and the form may be signed by an adult
witness on scene. This should be clearly documented on the refusal form and in the
patient care report.

If available, it is preferable to have a police officer at the scene act as the witness. If a
police officer is not present, any other bystander may act as awitness. However,
his/her name, address & telephone number should be obtained and written on the back
of the report.

If the patient refuses medical help and/or transportation after having been informed of
the risks of not receiving emergency medical care and refuses to sign the release,
clearly document the patient’ s refusal to sign the report. Also, have the entire crew
witness the statement and have an additional witness sign your statement, preferably a
police officer. Include the officer’ s badge number and contact Medical Control.
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[ Refusal Process (continued) ]

7. Thetop (white) original of the AMA/Refusal Formis maintained by the agency securing
therefusal. The copy isforwarded to the EM S Office with the appropriate
copies of the patient care report. The patient is provided with the copy of the
AMA/Refusal Form.
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Prehospital care providers shall complete a Peoria Area EM S System (or the individual
agency) Incident Report Form whenever a System related issue occurs. I1n order to properly
assess the situation and determine a solution to the issue, the following information needs to
be provided on the form:

Date of occurrence

Time the incident occurred

Location of the incident

Description of the events

Personnel involved

Agency and/or institution involved

Copy of the patient care record and/or any other related documents

NogkrwbdpE

[ Incident Report Process ]

1. All incident report forms shall be given to the EMS provider’s immediate supervisor,
training officer, or quality assurance coordinator who will assess the incident and will
forward the report to the Peoria Area EM S System Quality Assurance Coordinator.

2. The EMS QA Coordinator will review the incident and notify the EMS Medical Director
and the appropriate course of action will be determined.

3. The EMS provider originating the report will be notified of the resolution.

[ Incident Report Indicators }

Situations requiring EM S Office notification include:

e “Any situation which is not consistent with routine operations, System procedures or
routine care of a particular patient. It may be any situation, condition or event that
could adversely affect the patient, co-worker or the System.”

Any deviation from Peoria Area EM S System policies, procedures or protocols.
Medication errors

Treatment errors

Delaysin patient care or scene response

Operating on protocol when Medical Control contact was indicated but unavailable
Violence toward EMS providers that resultsin injury or prevents the provider from
delivering appropriate patient care

Equipment failure (e.g. cardiac monitor, glucometer)

Inappropriate Medical Control orders
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[ Incident Report Indicator s (continued) ]

e Repeated concerns/conflicts between agencies, provider/physician or
provider/hospital conflicts

e Patterns of job performance that indicate skill decay or knowledge deficiencies
affecting patient care

Situations subject to review and resolution at the agency level include:

Conflicts between employees

Conflicts between agencies (that do not impact patient care)
Operational errors (that do not impact patient care)
Behavioral issues (that do not impact patient care)
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Documentation of patient contacts and care is avital aspect of assuring continuity of care,
providing a means of quality assurance and historical documentation of the event. Itisjust as
important as the care itself and should be an accurate reflection of the events that transpired. It
isimperative that written documentation isleft with the patient at the receiving facility.

[ Patient Care Reports }

1

All EMS providers must compl ete a patient care report for each patient contact or request
for response (e.g. agency is cancelled en route to acall then a“cancelled call” chart must
be completed).

Ideally, a patient care report will be completed in its entirety and provided to the receiving
hospital’ s Emergency Department immediately after transferring care to the ED staff and
prior to departing the hospital.

If the patient care report cannot be completed prior to departing the ED, then a Peoria Area
EMS System Preliminary Field Medical Report Form must be completed and left with the
ED staff. The patient care report should then be completed and faxed to the ED as soon as
possible after the call (within the shift).

Documentation must be completed on System approved forms and/or System approved
electronic reporting systems.

Failure to leave written documentation will be reported to the EM S Office by ED
personnel. Agencies and/or personnel failing to comply with documentation requirements
will be reported to the EMS Medical Director and corrective action may be taken to assure
documentation policies and procedures are followed.

Non-transport agencies must complete patient care documentation immediately following
the call.

Copiesof al patient care reports must be provided to the EM S Office.

46




PEORIA AREA EMS SYSTEM
PREHOSPITAL CARE MANUAL

Patient Confidentiality & Release of I nfor mation Policy "'

All PeoriaArea EM S System personnel are exposed to or engaged in the collection, handling,
documentation or distribution of patient information. Therefore, all EMS personnel are
responsible for the protection of this information.

Unnecessary sharing of confidential information will not be tolerated. PeoriaAreaEMS
System personnel must understand that breach of confidentiality is a serious infraction and
violation of HIPAA with legal implications. Corrective action will be taken including System
suspension or termination.

[ Confidential Information Guidelines }

1. Written and Electronic Documentation
a) Confidentiality is governed by the “need to know” concept.

b) Only Peoria AreaEMS System personnel and hospital medical staff directly
involved in a patient’s care or personnel involved in the quality assurance
process are allowed access to the patient’s medical records and reports.
Authorized medical records and billing personnel are alowed access to the
patient’s medical records and reports in accordance with hospital and EMS
provider policies.

c) Requestsfor release of patient care related information (from third party payers,
law enforcement personnel, the coroner, fire department or other agencies)
should be directed to the EM'S agency’ s medical records department.

2. Verbal Reports

a) Peoria Area EMS System personnel are not to discuss specific patientsin public
aress.

b) EMS providers should not discuss any confidential information regarding
patient care with friends and relatives or friends and relatives of the patient.
This includes hospitalization of a patient and/or the patient’ s condition.

c) Information gained from chart or case reviewsis considered confidential.
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[ Confidential Information Guidelines (continued) ]

3. Radio Communications

a) No patient name will be mentioned in the process of prehospital radio
transmissions utilizing MERCI radio.

b) Customarily, when calling in a“direct admit” the patient’ sinitials can be
included in the radio report. Thisis necessary for identification and is
acceptable to transmit.

c) Sensitive patient information regarding diagnosis or prognosis should not be
discussed during radio transmissions.

4. Communication at the Scene

a) Every effort should be made to maintain the patient’ s auditory and visual
privacy during treatment at the scene and en route.

b) EMS personnel should limit bystanders at the scene of an emergency. Law

enforcement personnel may be called upon to assist in maintaining bystanders at
areasonabl e distance.
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GENERAL PATIENT ASSESSMENT & MANAGEMENT

EMSOPERATIONS

49




PEORIA AREA EMS SYSTEM
PREHOSPITAL CARE MANUAL

Patient Destination Policy

Patients should be transported to the closest appropriate hospital. A patient (or the patient’s
Power of Attorney for Healthcare) does have the right to make an informed decision to be
transported to a hospital of choice. This decision should be respected unless the risk of
transporting to a more distant hospital outweighs the medical benefits of transporting to the
closest hospital. A trauma patient may benefit from transport directly to the closest
appropriate Trauma Center rather than the closest geographically located hospital.

[ Patient Hospital Preference Guidelines ]

Bypassing the nearest hospital to respect the patient’s hospital choice is a decision based on
medical benefits and associated risks and should be made in accordance with:

1. Urgency of care and risk factors based on:
e  Mechanism of injury (physiologic factors)
e Perfusion status and assessment findings (anatomical factors)
e Transport distance and time (environmental factors)

Medical Control consultation

Capacity of the nearest facility or facility of choice

Available resources of the transporting agency

Traffic and weather conditions

arwd

The patient’ s hospital preference may be honored if:
e Thereareno identifiable risk factors.
The patient has a secure airway.
The patient is hemodynamically stable.
The patient has been advised of the closer hospital.
Medical Control approves.

The EMS provider will explain the benefits versus the risks of transport to a more distant
hospital and contact Medical Control for approval. The patient (or representative) must sign a
Peoria Area EM S System AMA/Refusal Form documenting that the patient understands the
risks. No transporting service shall bypass a hospital in order to meet an AL S inter cept
(including Life Flight) unless approved by Medical Control.

Patients may be transported to the hospital of choice within the city limits of Peoriawithout
contacting Medical Control for approval as differences in transport timesis negligible.
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[ Trauma Patient Guidelines ]

All trauma patientsfall under the American College of Surgeons Field Triage Decision
Scheme. Any trauma patient who meets the ACS Field Triage Guidelines shall be transported
to the Level 1 Trauma Center unless otherwise directed by Medical Control.

If apatient is unconscious and meets ACS Field Triage guidelines for trauma,
the patient will be taken to the highest level trauma center available.

If apatient has an atered level of consciousness and meets ACS Field Triage
guidelines for trauma, the patient will be taken to the highest level trauma center
available.

If apatient is alert and oriented to person, place & time with stable vital signs,
the patient may be taken to the hospital of his/her choice in accordance with
Patient Hospital Preference Guidelines.

If afamily member or any other person is at the scene of an emergency and can
readily prove Durable Power of Attorney for Healthcare, he/she can request that
the patient be transported to a specific hospital in accordance with Patient
Hospital Preference Guidelines.

If aparent requests that a child (less than 18 years of age) who meets ACS Field

Triage guidelines be taken to a specific hospital, Medical Control must be
contacted for the final decision.
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Transfer and Termination of Patient Care Policy

Patient abandonment occurs when there is termination of the caregiver/patient relationship
without consent of the patient and without allowing sufficient time and resources for the
patient to find equivalent care. Thisisassuming, and unless proven otherwise, there exists a
need for continuing medical care and the patient is accepting the treatment.

EMS personnel must not leave or terminate care of a patient if aneed exists for continuing
medical care that must be provided by a knowledgeable, skilled and licensed EM S provider
unless one or more of the following conditions exist:

1. Appropriate receiving hospital personnel assume medical care and responsibility for the
patient.

2. The patient or legal guardian refuses EM S care and transportation (In this instance,
follow the procedure as outlined in the Patient Right of Refusal Policy).

3. EMS personnel are physically unable to continue care of the patient due to exhaustion
or injury.

4. When law enforcement personnel, fire officials or the EM S crew determine the scene to
be unsafe and immediate threat to life or injury hazards exist.

5. The patient has been determined to be dead and all policies and procedures related to

death cases have been followed.

If Medical Control concurs with aDNR order.

Whenever specifically requested to |eave the scene due to an overbearing need (e.g.

disasters, triage prioritization).

8. Medical care and responsibility for the patient is assumed by comparably trained,
certified and licensed personnel in accordance with applicable policies.

No

If EMS personnel arrive on scene, establish contact and evaluate a patient who then refuses
care, the EMS crew shall conduct termination of the patient contact in accordance with the
Patient Right of Refusal Policy and On-Line Medical Control Policy.

EMS personnel may leave the scene of anillness or injury incident, where initial care has been
provided to the patient and the only responsibility remaining for the EMS crew is
transportation of the patient or securing asigned refusal, if the following conditions exist:

1. Delay in transportation of another patient (i.e. trauma patient) from the same incident
would threaten life or limb.

2. An occurrence of amore serious nature el sewhere necessitates life-saving intervention
that could be provided by the EM S crew (and without consequence to the original
patient).

3. More appropriate or prudent transportation is available.
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4. Definitive arrangement for the transfer of care and transportation of theinitial patient to
other appropriate EM S personnel must be made prior to the departure of the EMS crew.
The aternate arrangements should, in no way, jeopardize the well-being of the initial
patient.

During the transport of a patient by ambulance, should the EM S crew come across an
emergency requiring ambulance assistance; the local EM S system will be activated. Crews
involved in the treatment and transportation of an emergency patient are not to stop and render
care. The priority isto the patient onboard the ambulance.

In the event you are transporting the patient with more than two (2) appropriately trained
prehospital personnel, you may elect to leave one medical attendant at the scene to render care
and the other personnel will continue to transport the patient to the receiving facility.

In the event there is not a patient onboard the ambulance and an emergency situation is

encountered requiring ambulance assistance; the crew may stop and render care. However, the
local EMS agency should be activated and their jurisdiction respected.
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Transition of Care Policy

A smooth transition of care between EMS providersis essentia for optimum patient care. First
Responder and BL S non-transport crews routinely transfer care to transporting EMS providers.
The transfer of advanced procedures presents unique concerns for both the EMS provider
relinquishing patient care as well as the EMS provider assuming patient care. A smooth
transition between providersis essential for good patient care. Cooperation between all EMS
personnel is encouraged and expected.

[ Patient Care Transition Procedure ]

1

EMS providers arriving at the scene of acall shall initiate care in accordance with the
guidelines provided in thismanual. The EMS provider must maintain a constant
awareness as to what would be the best course of action for optimum and
compassionate patient care. Focus should be placed on conducting a thorough patient
assessment and providing adequate BLS care. The benefit of remaining on sceneto
establish specific treatments versus prompt transport to a definitive care facility should
be a consideration of each patient contact.

Once on scene, the EM S transporting agency shall, in conjunction with Medical
Control, be the on-scene authority having jurisdiction in the determination of the patient
care plan. Therank or seniority of a non-transport provider shall not supersede the
authority vested in the transporting EM S provider by the EMS Medical Director.

Upon the arrival of the transporting agency, the non-transport provider should provide a
detailed verbal report to the transporting provider and then immediately transfer care
to thetransporting provider. The non-transport provider may continue the
establishment of BLS/ILS/ALS procedures with the concurrence of the transporting
provider.

The transport provider should obtain report from the non-transport provider and
conduct a thorough patient assessment. Treatment initiated by the non-transport
provider should be taken into consideration in determining subsequent patient care
steps.

If the provider hasinitiated advanced procedures, then the transport provider should
verify the integrity of the procedure prior to utilizing it for further treatment (e.g. verify
patency of peripheral 1Vsand ETTs should be checked for proper placement).
Transporting crews shall not arbitrarily avoid the use of (or discontinue) an advanced
procedure established by non-transport personnel. Rationale for discontinuing an
established procedure should be documented on the patient care report.

Properly licensed and System-certified providers may be utilized to establish ILS/ALS
procedures with the concurrence of the transporting provider. EMS personnel are
encouraged to use all responders for efficiency in coordinating patient care.
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| nter cept Policy

When a patient’ s condition warrants the highest level of available care, in-field service level
upgrades shall be utilized to optimize patient care. “In-field service level upgrades’ asreferred
toin this policy implies services above the level of care provided by theinitial responding
agency. If apatient’s condition warrants a higher level of care and an advanced level is
available, then the more advanced agency will be called for immediate assistance. Conditions
warranting advanced assi stance include:

Trauma patients entrapped with extrication required.

Patients with compromised or obstructed airways.

Full arrests.

Patients exhibiting signs of hypoxemia (e.g. respiratory distress, restlessness,

cyanosis) unrelieved by oxygen.

Patients with altered mental status/altered level of consciousness.

e Chest pain of cardiac nature unresolved with rest, oxygen and/or nitroglycerin.

e Patients exhibiting signs of decompensated shock (BP<100mmHg, pallor,
diaphoresis, altered LOC, tachypnea).

e Unconscious or unresponsive patients (other than a behavioral episode).

e Any casein which the responding agency or Medical Control deems that advanced
care would be beneficial to patient outcome.

e Pediatric cases with any of the conditions listed above.

If the primary response areais covered by any combination of BLS, ILS or ALS, the highest
level of service available shall be utilized for any patient whose condition warrants advanced
level careasindicated. ILS may be utilized if, and only if ALSis unavailable.

When determining the need for advanced assistance, consideration should be given to the
following:

e Transport time to the hospital — Units with less than a 10 minute transport time to
the hospital may complete transport without an intercept.

e Early activation - Diligent efforts should be made to request an intercept as early
aspossible. This could include simultaneous dispatch of an advanced unit to the
scene of the emergency.

e Rendezvous site — Intercepts should be done in a safe area, away from traffic.

e Availability of resources — Units used for intercept should be in direct travel to the
receiving hospital. Transportation shall not be delayed due to an intercept not
being available. Patients should not be transported via alonger route in order to
obtain an intercept.

e Decisionsfor or against requesting an intercept should be in the best interest of the
patient based on his’her current medical condition, not past medical history.
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Regardless of the response jurisdiction, if two (2) different agencies with different levels of
care are dispatched to and arrive on the scene of an emergency, the agency with the highest
certification level shall assume control of the patient.

Safety will be emphasized throughout the intercept and during the transfer of care. Intercepts
should not take place on heavily traveled roadways if at all possible. Rendezvous sites should
be predetermined by operating procedures or unit-to-radio contact. Sites that should be
considered include parking lots, safe shoulders or on side streets.

The following guidelines also apply:

e Pertinent patient information should be transmitted to the intercepting personnel
prior to rendezvous (i.e. nature of the problem, vitals).

e Patients should not be transferred from ambulance-to-ambulance. The higher-level
personnel, along with proper portable equipment, shall board the requesting
agency’ s ambulance.

e Thehigher level personnel will oversee patient care with the assistance of the
reguesting agency’ s personnel.

e Oncethe higher level personnel have boarded the requesting agency’ s ambulance,
the higher level provider will determine the transport code for the remainder of
transport:

e Codel (Signa 1) = Emergency transport with lights and sirensin operation.
e Code2 (Signa 2) = Transport without lights and sirens and obeying all
normal traffic laws.

NOTE: Transport should never be done using lights only or sirens only (follow the “all or
nothing” rule).
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Patient Assessment Process & Goals of Patient Care

The goal of the patient assessment process is to measure the status of the patient’ s perfusion,
identify life-threatening conditions, determine the patient’s chief complaint and/or mechanism
of injury, evaluate the complaint (OPQRST) and obtain a (SAMPLE) history.

The components of the patient assessment process include the scene survey, initial assessment
(ABCs) and rapid trauma assessment or detailed physical exam. A focused physical exam may
be conducted if the general impression of the patient’ s condition appears to be of a specific
nature.

The EMS provider must constantly monitor the patient’s perfusion status. Perfusion is defined
as the adequate flow of blood through the body’ s tissues. For perfusion to be adequate the
patient must have an adequate blood volume (with adequate supplies of oxygen and glucose), a
properly functioning cardiovascular system and an intact neurological system for regulation of
vascular dilation. Failure of the body to maintain adequate perfusion will result in signs and
symptoms of shock.

Signs and symptoms of shock vary depending on the degree and cause of shock. Level of
consciousness is an important assessment of the patient’s vital organ perfusion status. A
patient with an altered level of consciousness must be considered at risk of shock. Peripheral
tissue condition is another important indicator of perfusion status. A patient with cool,
clammy, pale or cyanatic skin should be considered at risk for shock.

If the patient is found to be in shock, the assessment process should be directed at finding the
cause of shock, immediate interventions to support perfusion and prompt transport.

Conversdly, if the mechanism of injury or assessment findings suggests that the patient may
have a condition that could result in shock, EM S personnel should carefully assess the patient’s
perfusion status and prepare to treat shock.

The goal of patient careisto identify patientsin shock or at risk of shock, initiating care
that will directly assist maintaining the patient’s perfusion and safely transporting the
patient to an emergency department or trauma center in atimely manner.

The EMS provider must maintain a constant awareness as to what would be the best course of
action for optimum and compassionate patient care. The benefit of remaining on scene to
establish specific treatments verses prompt transport to a definitive care facility should be a
consideration of each patient contact.
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[ Scene Size-Up }

1. Initiate body substance isolation (BSI) precautions prior to arrival at the scene for all
patient contacts. Apply appropriate personal protective equipment (PPE). Use special
care in the handling of sharps, contaminated objects, linens, etc.

2. Assurethewell-being of the EM S crew by assessing scene safety. If the sceneis not
safe, do not enter until appropriate authorities have secured the area (i.e. violent crime
calls, domestic violence calls, hazardous materials, etc.).

3.  Determine the mechanism of injury, number of patients and need for additional
resources.

[ General Patient Assessment }

1. Initia Assessment (Primary Survey)

a) Airway: Assessairway patency and assess for possible spinal injury.

b) Breathing: Assessfor respiratory distress, bilateral chest expansion, rate,
pattern & depth of ventilations, adequacy of gas exchange, use of accessory
muscles and lung sounds.

c) Circulation: Assessrate, quality & regularity of pulses, skin condition,
hemodynamic status, and neck veins. Evaluate and record cardiac rhythm if
indicated.

d) Disability: Mini-neuro exam to include brief pupil check and assessment of
mental status:

A —Alert

V —Not aert but respondsto verbal stimuli
P — Not alert but responds to painful stimuli
U — Unresponsive to al stimuli

€) Expose: Examine patient as indicated.

2. Focused History and Physical Exam (Secondary Survey)
or Detailed Physical Exam

a) Vitassignsand Glasgow Coma Score

b) Chief complaint and history of present illness

c) Past medical history, current medications and allergies

d) Systematic head-to-toe assessment (detailed exam/secondary survey)
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[ Initial Medical Care |

1

10.

Airway: Establish and maintain a patient’s airway by using appropriate patient
positioning, airway adjuncts, suctioning and advanced airway control (intubation).

Breathing: Evaluate adequacy of respirations by assessing chest movement, lung
sounds and skin condition. Initiate oxygen therapy if indicated and provide or assist
ventilations as necessary.

Circulation: Evaluate perfusion status by assessing carotid and peripheral pulses and
skin condition. Initiate CPR and early defibrillation if indicated. Control any external
hemorrhage and establish 1V access of .9% Normal Salineif indicated. No more than
two (2) attempts should be made to establish an IV on scene unless requested by
Medical Control.

Loosen tight clothing and reassure patient; keep NPO (nothing by mouth) unless
specified by SOP or Medical Control.

BLS/ILS Units: Initiate ALS intercept if indicated (Refer to Requesting Advanced
Assistance for Optimal Patient Care).

Place the patient in a semi-Fowler’s (45°) position of comfort unless contraindicated.
Patients with altered mental status should be placed on their side. The backboard
should be tilted for immobilized patients with altered mental statusto prevent
aspiration.

Evaluate pain. Ask the patient to rate any pain on ascale of “0-10" with “0”
indicating a pain-free state and “ 10" being the worst pain imaginable.

Recheck and record vital signs and patient responses at least every 15 minutes for
stable patients, every 5 minutes for critical patients and after each intervention. Be
sure to accurately document the times the vitals were obtained.

Establish Medical Control contact as indicated.

Transport to the closest appropriate hospital. NOTE: Follow System-specific policies
regarding patient destination and bypass procedures.
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Universal Patient Care Protocol

First Responder Care

First Responder Care should be focused on assessing the situation and establishing initial care
to treat and prevent shock:

1
2.
3

Open and/or maintain an open airway.

Loosen all tight clothing and be prepared to expose vital body regions if necessary.
Reassure patient by identifying yourself, explaining how you will help them and
inform the patient that additional help is en route.

Place patient in a position of comfort. Sit patient upright unless the patient is
hypotensive (BP<100mmHg systolic) or has a potential for cervical spineinjury.
Administer Oxygen, preferably 15 L/min via non-rebreather mask. If the patient does
not tolerate a mask, then administer 6 L/min by nasal cannula.

Ensure that EM S has been activated for further care and transport. Provide
responding units with pertinent patient information.

Monitor the patient’slevel of consciousness, vital signs, etc. for any acute changes.

BLSCare

BLS Care should be directed at conducting athorough patient assessment, providing care to
treat for shock and preparing or providing patient transportation.

1

2.

BLS Care includes the components of First Responder Care.

Attach pulse oximeter and obtain analysis, if indicated.

Attach cardiac monitor and print rhythm strip for documentation, if indicated.

3.

4.

Initiate ALS intercept, if indicated (or ILS intercept if ALSisunavailable).

Simultaneously with above, perform physical exam/assessment, obtain baseline vital
signs and obtain patient history.

Continue to reassess patient en route to the hospital.

Transport should be initiated at the earliest possible opportunity.
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ILS Care should be directed at conducting a thorough patient assessment, providing care to
treat for shock and preparing or providing patient transportation. The necessity of establishing
IV access is determined by the patient’s condition and chief complaint. Consideration should
also be given to the proximity of the receiving facility.

1

2.

S.

ILS Careincludes al of the components of BLS Care.
Attach cardiac monitor and print rhythm strip for documentation, if indicated.

Obtain a 12-Lead EKG, if indicated and transmit to receiving hospital. Contact
Medical Control if wide complex tachycardia or consultation is needed. Provide the
receiving nurse/physician with a copy of the 12-Lead upon arrival in the ED with
request for physician review of the EKG as soon as possible.

If indicated, establish IV access using a 1000mL solution of .9% Normal Saline with
macro drip or blood tubing. No more than two (2) attempts should be made on scene.
Infuse at arate to keep the vein open (TKO) — approximately 8 to 15 drops (gtts) per
minute.

Dependent upon patient condition, consider initiating 1V access en route to the hospital.

ALSCare
ALS Care should be directed at conducting a thorough patient assessment, providing care to
treat for shock and preparing or providing patient transportation. The necessity of establishing

IV access is determined by the patient’s condition and chief complaint. Consideration should
also be given to the proximity of the receiving facility.

1

ALS Careincludes al of the components of ILS Care.

\_

When determining the extent of care needed to stabilize the patient, the EMS provider should take
into consideration the patient’ s presentation, chief complaint, risk of shock and proximity to the

/Critical Thinking Elements

receiving facility.
Saline locks may be used as a drug administration route if fluid replacement is not indicated.
IV access should not be attempted on scene with a trauma patient.

Obtain a 12-Lead EKG as soon as possibleif indicated. See 12-Lead EKG Procedure for indications.

~

J
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Adult Pain Control

Pain, and the lack of relief from the pain, is one of the most common complaints among
patients. Pain control can reduce the patient’s anxiety and discomfort, making patient care
easier. The patient’s severity of pain must be properly assessed in order to provide appropriate
relief. Managing pain clinically in the prehospital setting will provide greater patient care.

First Responder Care

First Responder Care should focus on the reduction of the patient’ s anxiety due to the pain.

Render initial care in accordance with the Universal Patient Care Protocol.

Assess level of pain using the Pain Assessment Scale (0-10) or the Wong-Baker Faces
Pain Rating Scale.

Place patient in a position of comfort.

Reassure the patient.

Consider ice or splinting.

Reassess level of pain using the approved pain scale.

BLS Care should focus on the reduction of the patient’s anxiety due to the pain.

A

o0k w

1. BLSCareincludesall of the components of First Responder Care.
2. Initiate ALS intercept, if indicated.

ILSCare
ILS Care should focus on the reduction of the patient’s anxiety due to the pain.

1. ILSCareincludesall of the components of BLS Care.

2. Fentanyl: 50mcg IV, over 2 minutesfor pain. Fentanyl 50mcg IV may be repeated
every 5 minutesto atotal of 200mcg. If unable to establish IV access, may
administer Fentanyl 50 mcg IM or IN. May be repeated as needed to atotal of
200mcg. (See dosing sheetsfor IN)

3. Initiate ALS intercept, if indicated.

ALSCare

ALS Care should focus on the pharmaceutical management of pain.
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Adult Pain Control

AL S Care (continued)

1. Universal ALS Patient Care Protocol.
2. Patient care according to Protocol based on specific complaint.
3. Pain severity >6 out of 10 or indication for IV/IM/IN pain medication.

4. Fentanyl: 50mcg IV, over 2 minutesfor pain. Fentanyl 50mcg IV may be repeated
every 5 minutesto atotal of 200mcg. If unable to establish IV access, may
administer Fentanyl 50 mcg IM or IN. May be repeated as needed to atotal of
200mcg. (See dosing sheetsfor IN)

Dilaudid: 0.5-1.0 mg IV/IO over 2-5 minutes, or 1-2mg IM, titrated to pain relief,
with a maximum dose of 2mg. Systolic blood pressure must be >100.

e Administer: 0.25mg 1V or IM over 2-5 minutes, if prior analgesia has been
administered. Repeat as needed with a maximum dose of 2mg. Systolic blood
pressure must be >100.

**|f using IV/10 route titrate in increments to patient response.**
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Adult Pain Control

ﬁritical Thinking Elements \

If respiratory depression or hypotension occurs after administration of Dilaudid or Fentanyl,
ventilate the patient as necessary and administer Narcan.

Monitor respiratory status, SPO2 and or Waveform Capnography if available.

Blood pressure should be monitored closely — check 5 minutes after narcotic administration (and
prior to administering repeat doses).

Verify that the patient is not allergic to the pharmaceutical agent prior to administration.

Patients with ahead injury / ALOC or patients with unstable vital signs should not receive pain
medications.

In patientswith known renal failure, the Fentanyl dose must bereduced to 25mcg. The dose
may be repeated one timeto a maximum dose of 50mcg.

Pain medication may be given 10 to conscious patients experiencing discomfort from 1O infusion.
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Basic Airway Control Procedure

Establishing and maintaining an open airway and assuring adequate ventilation is a treatment
priority with all patients. Proper techniques must be used to assure treatment maneuvers do not
inadvertently complicate the patient’s condition.

[ Basic Airway Control ]

1. Assure an open airway by utilizing either the head tilt/chin lift maneuver, the modified
jaw thrust maneuver or the tongue-jaw lift maneuver. The head tilt/chin lift maneuver
iISNOT to be used if there is any possibility of cervical spineinjury.

2. Expose the chest and visualize for chest rise and movement, simultaneoudly listen and
feel for air movement at the mouth and nose. This procedure will need to be done
initially and after correcting an obstruction and securing the airway.

3. If the chest isnot rising and air exchange cannot be heard or felt:

a) Deliver two positive-pressure ventilations. If resistance continues, follow AHA
sequences for obstructed airway rescue.

b) Reassess breathing and check for a carotid pulse.

c) |f spontaneous respirations return and a pulse is present, provide supplemental
Oxygen by non-rebreather mask or assist respirations with bag-valve mask
(BVM) at 15 L/min.

d) If the patient remains breathless and a pulse is present, initiate ventilations with
aBVM at 15 L/min at arate of 12 breaths per minute.

e) If the patient remains breathless and a pulse is not present, initiate CPR and
institute the appropriate cardiac protocol.

4. If the patient presents with stridor, “noisy breathing” or snoring respirations, render
treatment for partia airway obstruction in accordance with AHA guidelines.

a) Reassess effectiveness of the airway maneuver.

b) If initially unable to resolve partial airway obstruction, suction the airway and
visualize the pharynx for any evidence of foreign objects. Perform afinger
sweep if aforeign object can be seen.

c) If partial airway obstruction persists, treat according to AHA guidelines for
resolving a complete airway obstruction.

5. Once the obstruction has been corrected:

a) Insert an oropharyngeal airway in the unconscious patient (without a gag
reflex).
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[ Basic Airway Control (continued) ]

b) Insert a nasopharyngeal airway in the conscious patient or an unconscious
patient with agag reflex. Note: Do not useif the possibility of head injury
exists.

6. Establish the presence and adequacy of breathing by observing the frequency, depth
and consistency of respirations. Also, observe the chest wall for any indications of
injuries which may contribute to respiratory compromise.

7. Supplemental oxygen should be delivered to any patient who exhibits signs of difficulty
breathing, sensation of shortness of breath, respiratory rate > 20 breaths per minute, use
of accessory muscles, altered level of consciousness/altered mental status, cyanosis,
cardiac symptoms, head injury or any indications of shock.

a) Supplemental oxygen should be provided by a non-rebreather mask (NRM) at a
rate of 15 L/min (assuring reservoir bag is inflated).

b) If patient is unable to tolerate the NRM, administer oxygen vianasal cannula at
arate of 6 L/min.

8. Bag-valve mask ventilation with supplemental oxygen at 15 L/min should be initiated
at therate of 12/min if respirations are absent, there is evidence of inadequate
ventilation, respiratory rate is < 8/min, absent or diminished breath sounds or wounds
to the chest wall.

/Critical Thinking Elements

Inadequate maintenance of the patient’s airway, inappropriate airway maneuvers, using
inappropriately sized airway equipment and/or failure to recognize an obstructed airway will
complicate the patient’s condition.

Do NOT use the head tilt/chin lift maneuver on a patient with a suspected cervical spineinjury.
Proper facemask seal during artificial ventilations is imperative to assure adequate ventilation.

J
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Airway Obstruction Procedure

An airway obstruction is life threatening and must be corrected immediately upon discovery.
1. If the patient has an obstructed airway and is still conscious:

a) Encourage the patient to cough.

b) Perform 5 abdominal thrusts or chest thrustsif the cough is unsuccessful.

c) Repeat until the obstruction isrelieved or the patient becomes unconscious.

d) Administer oxygen at 15 L/min if the patient has a partial airway obstruction
and is still able to breathe.

2. If the patient is unconscious:

a) Open the patient’ s airway and attempt to ventilate.
b) Reposition the head and reattempt to ventilate if initial attempt is unsuccessful.
c) Straddle the patient and perform 5 abdominal thrusts.
d) Perform visualized finger sweep of the patient’s mouth and reattempt to
ventilate.
€) Repeat steps(c) and (d) if obstruction persists.
f) BLS& ILSimmediately initiate ALS intercept.
g) ILS& AL Sattempt direct extraction vialaryngoscope and Magill forceps.
1. Usethe laryngoscope and examine the upper airway for foreign matter
and suction as needed.
2. Remove any foreign objects with forceps and suction.
3. Re-establish an open airway and attempt to ventilate.
4. 1If the obstruction is relieved, continue with airway control, ventilations,
assessment and care.
h) Continue abdominal thrust sequence if unable to relieve obstruction and
expedite transport.

/Critical Thinking Elements \

e Maintainin-line c-spine stabilization using 2 EMTsin patients with suspected cervica spineinjury.
e Poor abdominal thrust technique, inappropriate airway maneuvers, and/or failure to recognize an
obstructed airway will complicate the patient’s condition.

= )
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KING LTS-D Airway Procedure

The KING Airway is an effective airway adjunct when intubation is not available or difficult to
perform. Insertionisrapid & easy and does not require specialized equipment or visualization
of the larynx. It slatex-free and should be considered safe to use on latex-sensitive patients.

[ Indication ]

e TheKing LTS-D isan airway device designed for emergency or difficult intubation in
the apneic or unresponsive patient without a gag reflex.

[ Contraindications ]

Active gag reflex

Patient under four (4) feet tall

Patient less than 16 years old

Ingestion of a caustic substance (e.g. gasoline, drain cleaner, etc.)
Known or suspected esophageal disease (e.g. esophageal varices)
Tracheostomy (ETC will be ineffective with esophageal placement)

[ KING Airway Insertion Procedure ]

1. Pre-oxygenate/ventilate utilizing a bag-valve mask (BVM) at 15 L/min according to
the Basic Airway Control Procedure.

2. Choosethecorrect size:

!' Size 3 | Size 4 |7 Size 5

¥ KLTSD403 i KLTSD404 “!__KLTSD405

Gastric .
y o Connecior . Inflation
Size Description Color oD 1D I.SL;E: Volume
4-5 feet Yellow 18 mm 10 mm <18 Fr 45-60 ml

{122-155 em) in height

4 {(155-1 ag_gr:??:‘ height Red 18 mm 10mm =13 Fr 60-30 ml
5 %: g:ti:nghiinhzi;e:tt Purple 18 mm 10 mm <18 Fr 70-80 ml

*Frauivalant IN onf Wantilation 1 uuman
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KING LTS-D Airway Procedure

[ KING Airway Insertion Procedure (continued) ]

3.

Test cuff inflation system by injecting the maximum recommended volume of air into
the cuffs. Remove al air from both cuffs prior to insertion.

Apply awater-based lubricant (e.g. K-Y or Surgilube) to the beveled distal tip and
posterior aspect of the tube. Avoid introducing lubricant in or near the ventilatory
openings.

Position the head in the “ sniffing position” if possible. It can also be inserted with the
head in the neutral position if following c-spine precautions/c-collar in place.

Hold the KING LTS-D at the connector with the dominant hand. With the non-
dominant hand, hold mouth open and apply chin lift.

With the KING LTS-D rotated laterally 45-90° (such that the blue orientation lineis
touching the corner of the mouth), introduce tip into the mouth and advance behind the
base of the tongue. Never forcethetubeinto position and do not take longer than 20
seconds for the attempt!

Asthe tube tip passes under the tongue, rotate the tube back to midline (blue
orientation line faces chin).

Without exerting excessive force, advance the KING LTS-D until the proximal
opening of gastric access lumen is aligned with teeth or gums.
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KING LTS-D Airway Procedure

[ KING Airway Insertion Procedure (continued) ]

10. Inflate the cuffs with the minimum volume necessary to seal the airway (see chart).

11. Attach BVM. Gently bag the patient while assessing ventilations. Simultaneously
withdraw the airway very slowly until ventilation is easy & free-flowing.

12. Use multiple confirmation techniques.

e Confirm presence of breath sounds
Visualize rise and fall of the chest
Monitor for clinical improvement
Colormetric ETCO,, (e.g. EasyCap)**
Capnography (if available)

**NOTE: Ventilate the patient at least six (6) times prior to attaching a
colormetric device (EasyCap).

13. The gastric access lumen allows the insertion of up to an 18 Fr diameter gastric tube
into the esophagus & stomach. Lubricate the gastric tube prior to insertion (ALS

only).

/Critical Thinking Elements \

e If unsuccessful in one (1) attempt, refer to the Basic Airway Control Procedure.

e |ILS/AL Sshould immediately defer to the King LTS-D Airway if the pre-intubation
assessment is GRADE 3 or GRADE 4 on the Cormack-L ehane scale (refer to the
Advanced Airway Control Palicy).

e Do NOT administer medications viathe King LTS-D Airway. It isdesigned as an airway

k adjunct only and cannot be utilized as a medication route. j
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Advanced Airway Control Policy
(ILS& ALSOnIy)

Endotracheal intubation is an effective method of securing the airway. However, if
endotracheal intubation is difficult or unsuccessful, the King LTS-D Airway should be used or
basic airway control measures re-established without delay.

[ Advanced Airway Control Procedure ]

1. Implement basic airway measures in accordance with the Basic Airway Control
Procedure.

2. Conduct a pre-intubation assessment using the Cormack-L ehane scale:

GRADE 1 GRADE 2 GRADE 3 GRADE 4

If the pre-intubation assessment is GRADE 3 or GRADE 4, do not attempt
intubation. Proceed to insertion of King LTS-D Airway or return to basic airway
control measures using a BVM with OPA or NPA.

3. Select the proper tube size (based on patient size) and attach a 10mL syringe. Inflate
the cuff to be sure it does not leak (the cuff must be deflated prior to insertion).

4. Insert stylet and bend to the approximate configuration of the pharynx.
5. Lubricate the ETT with awater-soluble lubricant.

6. Havesuction, BVM, stethoscope, colormetric end-tidal CO, detector/capnography and
commercial ETT holder readily available.

7. Pick up the laryngoscope handle with your left hand and the appropriate blade with
your right hand.
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Advanced Airway Control Policy
(ILS& ALSOnly)

L e

[ Advanced Airway Control Procedure (continued) ]

8. Holding the blade parallel to the handle, attach the blade to the handle by inserting the
U-shaped indentation of the blade into the small bar at the end of the handle. When the
indentation is aligned with the bar, press the blade forward and snap into place.

9. Lower the blade until it isat aright angle to the handle. The light should come on. If it
does not, seeif the bulb is tight and/or the batteries need to be replaced (This should be
done on adaily basis so you do not have to spend valuable time fixing it at the scene of
acall).

10. Suction the pharynx as needed.
11. Pre-oxygenate the patient with high concentration oxygen prior to intubation attempt.

12. Insert the blade into the mouth on the right side, moving the tongue to the left. Follow
the natural contour of the pharynx, lifting the tongue (not prying) until you can see the
glottic opening.

a) If you are using astraight blade (Miller), insert it until you can see the
epiglottis. With the tip of the blade, lift up on the epiglottis so that you can
visualize the vocal cords and glottic opening. If needed, have someone gently
press down on the cricoid cartilage (Sellick Maneuver) so that you can see the
cordswell.

b) If you are using a curved blade (Macintosh), insert the tip into the vallecula and
lift up. Thiswill lift the epiglottis and expose the vocal cords and glottic
opening. If needed, have someone gently press down on the cricoid cartilage
(Sellick Maneuver) so that you can see the cords well.

13. After visualizing the glottic opening, grasp the ETT with your right hand and advance
the tube from the right corner of the mouth. Insert the tube into the glottic opening
between the vocal cords, just far enough to pass the cuff of the tube past the opening.

14. Verify proper position by ventilating the patient through the tube with a bag-valve
device while listening to each side of the chest with a stethoscope to be sure air is
entering both lungs. Also, check for inadvertent esophageal intubation by listening for
air movement in the epigastric area during ventilations.
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Advanced Airway Control Policy
(ILS& ALSOnly)

[ Advanced Airway Control Procedure (continued) ]

15. Utilize a colormetric end-tidal CO, (ETCO,) detector or capnography.

16. If breath sounds are heard on both sides of the chest, no epigastric sounds are heard
colormetric ETCO, detector/capnography indicate proper placement, inflate the cuff
with 10mL of air and secure the tube with a commercial ETT holder.

a) If you haveinserted the ETT too far, it will usually go into the right main stem
bronchus. Therefore, if you hear breath sounds only on the right, you should
pull the tube back “2inch at atime until you hear bilateral breath sounds. Inflate
the cuff with 10mL of air and secure the ETT with acommercial holder.

b) If you hear no breath sounds, you are in the esophagus and must remove the
ETT immediately. Ventilate patient and proceed to King LTS-D Airway
insertion or continue basic airway control measures.
17. Frequently reassess breath sounds to be sure that the ETT is still in place.
18. Ventilate the patient at arate of 12 times per minute.

19. If intubation is unsuccessful after one (1) attempt, refer to the KING LTS D Airway
Procedure or Basic Airway Control Procedure.

[ Airway Control in the Trauma Patient ]

Any type of airway manipulation may be dangerous during airway control of the suspected
spinal injury patient. Maintain in-line stabilization and refer to the KING LTS D Airway
Procedure. Do not attempt to intubate.

1. A minimum of two (2) trained rescuersis needed to assure special attention to spinal
precautions.

2. One rescuer will apply manual in-line stabilization by placing the rescuers hands about
the patient’ s ears with the little fingers under the occipital skull and the thumbs on the
face over the maxillary sinuses.

3. Therescuer performing airway placement should be at the head.

4. Maintain the patient’s head in aneutral position and place the KING LTS-D without
cervical manipulation.
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Advanced Airway Control Policy
(ILS& ALSOnly)

Prohibited Advanced Airway
Proceduresin the PAEM S System

Attempting difficult and unfamiliar procedures poses a danger to the patients those procedures
are being performed on. Certain procedures that are used in the hospital setting are not
approved for prehospital personnel in the Peoria Area EMS System. These include:

Extubation

Nasotracheal Intubation

Percutaneous Transtracheal Ventilation
Cricothyrotomy/Surgical Airway

ﬁritical Thinking Elements \

e Intubation may be attempted if the pre-intubation assessment is GRADE 1 or GRADE 2. If
intubation attempt fails (1 attempt), switch to the King LTS-D airway or basic airway control.

e Thedefinition of an “attempt” is actually trying to pass the ET tube through the vocal chords.

e Verification of proper ETT placement is of vital importance. Utilize multiple methods of
verifying placement including direct visualization of the ETT passing through the cords,
auscultation of bilateral breath sounds, absence of epigastric sounds during ventilation, and
positive color change (purple to yellow) with ETCO; or capnography levels between 35-45mmHg.

\ Document findings. /
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Orogastric (OG) Tube Insertion Procedure
(ALS Only)

Indication for orogastric (OG) tube placement in the Peoria Area EM S System is:

e Gastric decompression of an adult cardiac arrest patient after endotracheal

intubation has been performed and placement verified; OR with use of the KING
LTS-D Airway.

[ Contraindications ]

e Known esophageal varices

e Esophageal stricture

e Esophageal or stomach cancer

e Esophagectomy or partial gastrectomy
e Gastric bypass

e Penetrating neck trauma

[ OG Insertion Procedure ]

1

Estimate the length of the tube needed to reach the stomach by measuring the tube
from the corner of the mouth to the earlobe and down to the xiphoid process. Mark the
length with tape.

L ubricate the Salem sump tube (18F) with awater soluble [ubricant (e.g. K'Y Jelly).

Insert the tube through the oropharynx or through the gastric access lumen on the
KING LTS-D Airway until the marked depth is reached.

If the tube coils in the posterior pharynx, direct laryngoscopy can be utilized to place
the tube in the esophagus.

Verify placement (see OG Placement Verification).
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Orogastric (OG) TubeInsertion Procedure
(ALS Only)

[ OG Placement Verification ]

1. Using a60mL catheter tip syringe, instill 30mL of air into tube and auscultate over
epigastrim for air sounds.

2. Agpirate for gastric contents and assess for cloudy, green, tan, brown, bloody or off-
white color contents consistent with gastric contents.

3. Securetube with tape.

[ Gastric Decompression ]

Once placement of the Salem sump tube has been verified, begin gastric decompression in one
of the following manners:

1. Attach the tube to portable suction (and suction intermittently as needed).
2. Attach the tube to the onboard suction (and suction intermittently as needed).

3. Attach the tube to continual low suction (approximately 60 mmHg) using the onboard
suction.

4. If suction isnot readily available, connect the 60mL syringe to the tube while keeping
the (blue) air vent patient. Thiswill alow the sump function of the tube to work until
suction can be applied and will also prevent gastric contents from leaking from the
tube.

/Critical Thinking Elements

delay transport.

e Theblueair vent must remain patent to ensure proper sump function and to prevent damage to
the gastric lining during suctioning.

e If you cannot place the OG tube quickly (no more than 2 attempts), forego the procedure — do not

~

/
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I ntravenous Cannulation Procedure

Intravenous cannulation is used in the Prehospital setting to establish aroute for drug
administration and/or to provide fluid replacement. Intravenous cannulation should not
significantly delay scene times or be attempted while on scene with a trauma patient who meets
load-and-go criteria.

1
2.
3

o N

10.
11.
12.

13.

14.

15.

16.

17.

18.

. Explain to the patient the need for and a brief description of the procedure.

Observe the universal precautions for body substance exposure.

. Obtain an appropriately sized catheter:

a) 14 or 16 gauge for trauma patients.

b) 14, 16 or 18 gauge for fluid replacement.

c) 20 gaugefor elderly patients, pediatric patients or for difficult IV cannulations.
Check the fluid (1000mL .9% Normal Saline):

a) Isittheright fluid?

b) Check the expiration date.

c) Check for color and clarity (NS should be clear with no particles).
Connect the administration set to the 1V fluid. Make sure that air bubbles are expelled
from the tubing and that al chambers have the appropriate fluid levels.
Maintain a clean environment and protect the administration set from contamination.
Apply avenous tourniquet just proximal to the antecubital area.
Select (by palpation) a prominent vein. Choose adistal vein on the forearm or back of
the hand. The antecubital space may be used if needed for drug administration, fluid
replacement, the patient condition requires a more proximal site, or in cases where no
other veinis accessible.
Cleanse the site with an alcohol prep pad using a circular motion moving outward from
the site.
Stabilize the vein by applying traction below the puncture site.
Inform the patient of your intent to puncture the site.
Enter the vein directly from above or from the side of the site. With the bevel of the
needle upward, puncture the skin at a 30 to 45 degree angle.
If blood returns through the catheter, proceed with insertion. If you do not see blood
return, rel ease the tourniquet and discontinue the attempt. It time and patient condition
allows, you may attempt another site with a new catheter (do not exceed more than two
(2) attempts).
Insert the catheter. Carefully lower the catheter and advance the needle and catheter
just enough to stabilize the needle in the vein. Slide the catheter off of the needle into
the vein.
Slightly occlude the vein proximal to the catheter with gentle finger pressure. Remove
the needle and immediately dispose of it in an approved sharps container.
Release the tourniquet and connect the administration set to the catheter.
Open the flow regulator on the administration set and briefly allow IV fluid to run
freely to assure a patent line (less than 20mL). If thelineis patent, adjust flow rate as
indicated by protocol or Medical Control order.
Secure the catheter and tubing using a veniguard or tape. Loop the IV tubing and
secure to the patient’s arm. Do not apply tape circumferentially to the extremity.
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I ntravenous Cannulation Procedure

[ Saline L ocks ]

Saline locks may be used if fluid replacement is not indicated:

5.

6.

1. Assemblethe pre-filled saline and tubex syringe or draw up 2-3mL of sterile saline.
2.

Obtain and inspect an injection site link. Inject saline and expel air from the injection
site chamber leaving the syringe attached.

3. After successful venipuncture, connect the saline lock to the catheter.
4.

Pull back (aspirate) on the syringe to confirm placement by observing for blood return.
If blood is aspirated, continue by injecting 3mL of saline into the chamber. If no blood
is aspirated, discontinue the attempt and prepare to repeat the procedure at a new site.
If fluid replacement becomes necessary, attach an administration set to the injection
port by needleless device or Luer adapter.

Secure the catheter and link using a veniguard or tape.

[ External Jugular Vein Cannulation (AL S Only) ]

External Jugular (EJ) access can be utilized only if traditional extremity cannulation cannot be
established and the patient requires immediate stabilizing fluid replacement and/or drug
administration route.

agrwbdE

IS

Position the patient supine with feet elevated.

Turn the patient’ s head in the direction away from the side to be cannulated.

Cleanse the site with a prep pad using a circular motion moving away from the site.
Stabilize the vein by applying traction just above the clavicle.

Attach a 10mL syringe to the IV catheter. Align the catheter and point the tip of it
toward the patient’s feet.

Enter the vein midway between the angle of the jaw and the clavicle. With the bevel of
the needle upward, puncture the skin using a 30 degree angle and aim toward the
shoulder on the same side.

Asyou enter the vein, apply gentle aspiration by pulling on the syringe plunger. If
blood returns through the flash chamber and syringe, proceed with insertion. Slightly
occlude the vein proximal to the catheter with gentle finger pressure. Connect the
administration set to the catheter and secure the site.

If you do not see blood return through the flash chamber and syringe, discontinue the
attempt. Only one (1) attempt at EJ vein cannulation may be made in the Prehospital

setting.
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I ntravenous Cannulation Procedure

ﬁritical Thinking Elements \

e If blood begins to back-flow in the IV tubing, check the location of the bag to assureitisina
gravity flow position and check to assure all valves are properly set. If the IV equipment is
properly set and blood continues to back-flow, re-examine the vessel to assure arterial cannulation
has not occurred.

e Edema, pain and lack of fluid flow at the site indicates infiltration and the IV must be
discontinued.

Do not partially withdraw a needle and reinser