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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT - Basic

SMO: Automatic Implantable Cardiac Defibrillator (AICD)

Overview:  The AICD functions by monitoring the patient’s cardiac rhythm, rate, and QRS
morphology. When a monitored ventricular rate exceeds the preprogrammed rate for more than
10 seconds, the AICD delivers a shock of about 6 to 30 joules to restore a normal sinus rhythm.
If the defibrillation does not restore a normal sinus rhythm, the AICD will charge again and
deliver up to four additional shocks. A complete sequence of five shocks, if required, may take
up to 2 minutes. Once a slower rhythm is restored for at least 35 seconds, the device can deliver
another series of up to five shocks if VT or VF recurs.

Personnel in contact with the patient at the time of AICD firing will receive a shock of
approximately 3 joules. This energy level constitutes NO DANGER to pre-hospital personnel.
(May feel a slight tingling.)

INFORMATION NEEDED
___ How many shocks the patient has received/sensed.

OBJECTIVE FINDINGS
__Patient reports multiple shocks from AICD
__Slight tingle felt by Provider when AICD is firing

TREATMENT
__Routine Cardiac Care
__ Oxygen at 100 % via NRB mask
__Treat dysrhythmias per SOP's with the following exceptions:
= Avoid direct placement of the defib pad over the AICD unit as this could damage
the unit. Normal placement of the AICD is in the LUQ of the abdomen.
___Any patient who has been shocked by his/her AICD should be strongly encouraged to seek
medical attention regardless of the patient's current condition.
__Notify Medical Control EARLY to enable them to get magnet ready to deactivate AICD.
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Documentation of adherence to protocol:
__ Report of patient’s complaint and number of times patient reports AICD firing
___Additional treatment as needed per cardiac rhythm

Medical Control Contact Criteria

__ Contact Medical Control for any questions regarding best treatment option for patient
___Notify Medical Control EARLY to enable them to get magnet ready to deactivate AICD.

PRECAUTIONS AND COMMENTS
»  Personnel in contact with the patient at the time of AICD firing will receive a shock of
approximately 3 joules. This energy level constitutes NO DANGER to pre-hospital

personnel. (May feel a slight tingling.)
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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT - Intermediate

SMO: Automatic Implantable Cardiac Defibrillator (AICD)

Overview: The AICD functions by monitoring the patient’s cardiac rhythm, rate, and QRS
morphology. When a monitored ventricular rate exceeds the preprogrammed rate for more than
10 seconds, the AICD delivers a shock of about 6 to 30 joules to restore a normal sinus rhythm.
If the defibrillation does not restore a normal sinus rhythm, the AICD will charge again and
deliver up to four additional shocks. A complete sequence of five shocks, if required, may take
up to 2 minutes. Once a slower rhythm is restored for at least 35 seconds, the device can deliver
another series of up to five shocks if VT or VF recurs.

Personnel in contact with the patient at the time of AICD firing will receive a shock of
approximately 3 joules. This energy level constitutes NO DANGER to pre-hospital personnel.
(May feel a slight tingling.)

INFORMATION NEEDED
__ How many shocks the patient has received/sensed.

OBJECTIVE FINDINGS
__ Patient reports multiple shocks from AICD
__Slight tingle felt by Provider when AICD is firing

TREATMENT
__Routine Cardiac Care
_ Oxygen at 100 % via NRB mask
__ Cardiac monitor
__ Treat dysrhythmias per SOP's with the following exceptions:
=  Avoid direct placement of the defib paddles over the AICD unit as this could
damage the unit. Normal placement of the AICD is in the LUQ of the abdomen.
* ALL DEFIBRILLATION ATTEMPTS SHOULD BE AT 360 JOULES or
equivalent biphasic.
= IfNO response, alter paddle placement slightly between defibrillation attempts.

___Any patient who has been shocked by his/her AICD should be strongly encouraged to seek
medical attention regardless of the patient's current condition.
___Notify Medical Control EARLY to enable them to get magnet ready to deactivate AICD.
__If the AICD is malfunctioning and patient is hemodynamically stable and in pain from
repeated shocks:
=  Consult Medical Control for permission to administer Morphine Sulfate 2 mg
IVP. Contact Medical Control for subsequent doses of Morphine if needed.
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Documentation of adherence to protocol:

__ Report of patient’s complaint and number of times patient reports AICD firing
_Use of Morphine, if applicable

___Additional treatment as needed per cardiac rhythm

Medical Control Contact Criteria

__ Contact Medical Control for any questions regarding best treatment option for patient
__Contact Medical Control for permission to administer Morphine and to give subsequent doses of
Morphine if needed.

PRECAUTIONS AND COMMENTS
= Personnel in contact with the patient at the time of AICD firing will receive a shock of
approximately 3 joules. This energy level constitutes NO DANGER to pre-hospital
personnel. (May feel a slight tingling.)
» For equivalent biphasic energy level use manufactures recommendations, typically 120 to
200 J, if unknown select 200 J.
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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT — Paramedic

SMO: Automatic Implantable Cardiac Defibrillator (AICD)

Overview:  The AICD functions by monitoring the patient’s cardiac rhythm, rate, and QRS
morphology. When a monitored ventricular rate exceeds the preprogrammed rate for more than
10 seconds, the AICD delivers a shock of about 6 to 30 joules to restore a normal sinus rhythm.
If the defibrillation does not restore a normal sinus rhythm, the AICD will charge again and
deliver up to four additional shocks. A complete sequence of five shocks, if required, may take
up to 2 minutes. Once a slower rhythm is restored for at least 35 seconds, the device can deliver
another series of up to five shocks if VT or VF recurs.

Personnel in contact with the patient at the time of AICD firing will receive a shock of
approximately 3 joules. This energy level constitutes NO DANGER to pre-hospital personnel.
(May feel a slight tingling.)

INFORMATION NEEDED
__ How many shocks the patient has received/sensed.

OBJECTIVE FINDINGS
__ Patient reports multiple shocks from AICD
__Slight tingle felt by Provider when AICD is firing

TREATMENT]
__Routine Cardiac Care
_ Oxygen at 100 % via NRB mask
__ Cardiac monitor
__ Treat dysrhythmias per SOP's with the following exceptions:
= ALL DEFIBRILLATION ATTEMPTS SHOULD BE AT 360 JOULES or
equivalent biphasic.
= IfNO response, alter paddle placement slightly between defibrillation attempts.
*  Avoid direct placement of the defib paddles over the AICD unit as this could
damage the unit. Normal placement of the AICD is in the LUQ of the abdomen.
___Any patient who has been shocked by his/her AICD should be strongly encouraged to seek
medical attention regardless of the patient's current condition.
___Notify Medical Control EARLY to enable them to get magnet ready to deactivate AICD.
__If the AICD is malfunctioning and patient is hemodynamically stable and in pain from
repeated shocks:
= Give Morphine Sulfate 2 mg IVP. May repeat dose up to 10 mg maximum.
Contact Medical Control for subsequent doses of Morphine if needed.

7/04

Reviewed:
Revised:2/07

EMS/ Regionl SMOs






Documentation of adherence to protocol:

__ Report of patient’s complaint and number of times patient reports AICD firing
_Use of Morphine, if applicable

___Additional treatment as needed per cardiac rhythm

Medical Control Contact Criteria

__ Contact Medical Control for any questions regarding best treatment option for patient
__Contact Medical Control for subsequent doses of Morphine if needed.

PRECAUTIONS AND COMMENTS
= Personnel in contact with the patient at the time of AICD firing will receive a shock of
approximately 3 joules. This energy level constitutes NO DANGER to pre-hospital
personnel. (May feel a slight tingling.)
» For equivalent biphasic energy level use manufactures recommendations, typically 120 to
200 J, if unknown select 200 J.
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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT - Basic

SMO: Adult Symptomatic Bradycardia

Overview: Adult Bradycardia is defined as a patient having a pulse rate of < 60. Well trained
athletes may have low pulse rates as well as patients on certain medications. As long as the patient is
tolerating the slow heart rate well, treatment of the slow rhythm is not necessary. This protocol is
intended to define “symptomatic bradycardia” and its treatment.

INFORMATION NEEDED

__ Presenting symptoms: time of onset, gradual or sudden

__Associated signs / symptoms: discomfort (pain, location, quality, radiation, severity, previous
occurrences), palpitations, dizziness, syncope, dyspnea, nausea, vomiting, fever, cough

___Medical history: dysrhythmias, cardiac disease, stress, drug abuse, diabetes mellitus, renal
failure, pacemaker

The definition of a “symptomatic bradycardia” is a patient with a pulse rate <60 bpm and any one or
more of the following “serious signs or symptoms””:

OBJECTIVE FINDINGS

___SBP less than 90 and signs of hypoperfusion

__Altered Mental Status, syncope or near syncope due to a decrease in cerebral perfusion
__Signs/symptoms of CHF (dyspnea, crackles, pitting edema)

__Ischemic chest pain unrelieved by NTG

TREATMENT

__Assess ABC’s, secure airway, administer oxygen at 100% via NRB mask
__Assess vital signs and perform secondary survey

__ RMC

___ILS or ALS Intercept

Documentation of adherence to protocol:
__Vital Signs taken and monitored appropriately
__ILS or ALS intercept

7/04

Reviewed:

Revised: 2/07

EMS/ Regionl SMOs






REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT - Intermediate

SMO: Adult Symptomatic Bradycardia

Overview: Adult Bradycardia is defined as a patient having a pulse rate of < 60. Well trained
athletes may have low pulse rates as well as patients on certain medications. As long as the patient is
tolerating the slow heart rate well, treatment of the slow rhythm is not necessary. This protocol is
intended to define “symptomatic bradycardia” and its treatment.

INFORMATION NEEDED

___ Presenting symptoms: time of onset, gradual or sudden

___Associated signs / symptoms: discomfort (pain, location, quality, radiation, severity, previous
occurrences), palpitations, dizziness, syncope, dyspnea, nausea, vomiting, fever, cough

__Medical history: dysrhythmias, cardiac disease, stress, drug abuse, diabetes mellitus, renal
failure, pacemaker

The definition of a “symptomatic bradycardia” is a patient with a pulse rate <60 bpm and any one or
more of the following “serious signs or symptoms”:

OBJECTIVE FINDINGS

___SBP less than 90 and signs of hypoperfusion

__Altered Mental Status, syncope or near syncope due to a decrease in cerebral perfusion
__Signs/symptoms of CHF (dyspnea, crackles, pitting edema)

__Ischemic chest pain unrelieved by NTG

TREATMENT

__Assess ABC’s, secure airway, administer oxygen at 100% via NRB mask

___Assess vital signs and perform secondary survey

__RMC

___Attach monitor

__IVofNS

__Atropine 0.5 mg IVP, may repeat q 3-5 min. to a max dose of 3 mg (See
PRECAUTIONS AND COMMENTS)

__Trancutaneous pacing (TCP)

__ Contact Medical Control for permission to use Valium (diazepam) 5 mg OR Versed
(midazolam) 2 mg I'VP for sedation prior to TCP if patient conscious and Systolic BP >100.

__ Contact Medical Control for permission to use Morphine sulfate 2 mg [VP for pain
control if needed (see PAIN MANAGEMENT protocol)

__If'the heart rate normalizes but hypotension persists:

= Repeat fluid challenge of 500cc
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Medical Control Contact Criteria

___Permission for use of Valium or Versed
___Permission for use of Morphine Sulfate

Documentation for Adherence to Protocol:

___Vital signs obtained

__ Correct doses of medications administered if indicated
__ Transcutaneous pacing (TCP) results in HR>60

PRECAUTIONS AND COMMENTS
» [futilizing TCP, verify mechanical capture and patient tolerance. Utilize sedation and pain
management as needed, but use with caution in the hypotensive patient.
= [fthe patient is symptomatic and one of the following conditions exists, go directly to
transcutaneous pacing (TCP):
» an IV cannot be established and the patient has serious signs or symptoms associated with
the bradycardia,
» if type II 2nd degree AV block or 3rd degree heart block is noted, or
» if the patient is status-post heart transplant (as atropine will not work in these patients)
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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT — Paramedic

SMO: Adult Symptomatic Bradycardia

Overview: Adult Bradycardia is defined as a patient having a pulse rate of < 60. Well trained
athletes may have low pulse rates as well as patients on certain medications. As long as the patient is
tolerating the slow heart rate well, treatment of the slow rhythm is not necessary. This protocol is
intended to define “symptomatic bradycardia” and its treatment.

INFORMATION NEEDED

___ Presenting symptoms: time of onset, gradual or sudden

__Associated signs / symptoms: discomfort (pain, location, quality, radiation, severity, previous
occurrences), palpitations, dizziness, syncope, dyspnea, nausea, vomiting, fever, cough

___Medical history: dysrhythmias, cardiac disease, stress, drug abuse, diabetes mellitus, renal
failure, pacemaker

The definition of a “symptomatic bradycardia” is a patient with a pulse rate <60 bpm and any one or
more of the following “serious signs or symptoms”:

OBJECTIVE FINDINGS

___SBP less than 90 and signs of hypoperfusion

__Altered Mental Status, syncope or near syncope due to a decrease in cerebral perfusion
__Signs/symptoms of CHF (dyspnea, crackles, pitting edema)

__Ischemic chest pain unrelieved by NTG

TREATMENT
___Assess ABC’s, secure airway, administer oxygen at 100% via NRB mask
___Assess vital signs and perform secondary survey
__RMC
___Attach monitor
__IVofNS
__Atropine 0.5 mg IVP, may repeat q 3-5 min. to a max dose of 3 mg (See
PRECAUTIONS AND COMMENTS)
__Trancutaneous pacing (TCP)
__Consider use of Valium (diazepam) 5 mg OR Versed (midazolam) 2 mg IVP for
sedation prior to TCP if patient conscious and Systolic BP >100.
___Morphine sulfate 2 mg [VP for pain control if needed (see PAIN MANAGEMENT
protocol)
__If the heart rate normalizes but hypotension persists:
= Repeat fluid challenge 500cc
= Dopamine titrated to SBP>90 mm Hg. Start at 10mcg/kg/minute and titrate up in
increments of Smcg/kg/minute until SBP >90 or maximum of 20 mcg/kg/minute reached.
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Documentation for Adherence to Protocol:

__Vital signs obtained

__ Correct doses of medications administered if indicated
__ Transcutaneous pacing (TCP) results in HR>60

PRECAUTIONS AND COMMENTS
= Ifutilizing TCP, verify mechanical capture and patient tolerance. Utilize sedation and pain
management as needed, but use with caution in the hypotensive patient.
= If the patient is symptomatic and one of the following conditions exists, go directly to
transcutaneous pacing (TCP):
» an IV cannot be established and the patient has serious signs or symptoms associated with
the bradycardia,
» if type I 2nd degree AV block or 3rd degree heart block is noted, or if the patient is
status-post heart transplant (as atropine will not work in these patients)
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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT - Intermediate, EMT — Paramedic

SMO: Asystole

Overview: Asystole is a cardiac arrest rhythm associated with no discernable electrical activity
on the ECG (“flat line”). The single most important therapy for asystole continues to be search
for, identify, and reverse any treatable cause (see treatment).

INFORMATION NEEDED

__History of arrest:

__Witnessed collapse: time down and preceding symptoms

__Unwitnessed collapse: time down and preceding symptoms if known

__Bystander CPR and treatments, including First Responder, AED or PAD defibrillation, given
prior to arrival

_Past medical history: diagnosis, medications

__Scene: evidence of drug ingestion, hypothermia, trauma, Valid DNR form or medallion,
nursing home or hospice patient

OBJECTIVE FINDINGS
__Patient apneic, pulseless and in asystole on the monitor

TREATMENT]

__Assess patient and confirm pulselessness

__Start CPR if indicated (See Guidelines for Determining Death in the Field Policy)
__Assure adequacy of ventilations and compressions

__Assess for possible causes of Asystole and administer corresponding treatments:

5 Reversible Causes (“H”) and associated treatments

* Hypovolemia (give fluid bolus)

Hypoxia (secure airway and ventilate patient)

Hydrogen ion (acidosis) (secure airway, ventilate patient, consider sodium bicarbonate)
Hyperkalemia/Hypokalemia (consider sodium bicarbonate)

Hypothermia (warm patient)

5 Reversible Causes (“T”) and associated treatments

= Tablets (drug overdoses) (secure airway, ventilate; see Drug Overdose Protocol)
= Tamponade (cardiac) (secure airway, ventilate)

= Tension pneumothorax (secure airway, ventilate, needle decompression)

= Thrombosis-heart (AMI) (secure airway and ventilate)

= Thrombosis- lungs (pulmonary embolus) (secure airway and ventilate)
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[TREATMENT (cont)

Obtain patient history

Confirm asystole in two EKG leads

Ensure adequacy of CPR

Advanced Airway Management; confirm tube placement
Establish [V of NS

Epinephrine (1:10,000) 1 mg IVP, repeat q 3 to 5 min. until rhythm change or termination of
resuscitation efforts

Atropine 1 mg IVP, repeat q 3 to 5 min. to a total dose of 3 mg

Sodium Bicarbonate ImEq/kg IVP for suspected hyperkalemia (history of renal failure,
dialysis, or potassium ingestion), diabetic patient with possibility of DKA, or tricyclic or
phenobarbital overdose;

Documentation for Adherence to Protocol:

__CPR performed

ALS or BLS airway management

__Epinephrine given

Atropine given

PRECAUTIONS AND COMMENTS

Document calibration spike and/or CPR compression to ensure that EKG monitor is
functioning and electrodes and cables are properly attached.

Epinephrine, Atropine may be administered via ETT. ET drug doses are 2 X the standard IV
dose. ET drugs should not exceed 10 ml for any single dose. Maximum total doses of drugs
are also doubled for ETT administration. Relative effectiveness of ET drug administration is
in question.

External pacing has not been shown to be effective in most patients presenting in
bradyasystolic cardiac arrest. If Transcutaneous Pacing is to be considered, perform
immediately with concurrence of medical control.
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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT - Basic

SMO: Cardiac Arrest Overview (Medical Etiology, Non-Trauma Related)

Overview: Approximately 2/3 of sudden deaths due to coronary disease take place outside the
hospital. For EMS to have a chance at impacting the outcome of these patients, we must complete the
four components of the Chain of Survival: Early Access; Early CPR; Early Defibrillation and Early
ACLS.

INFORMATION NEEDED

__History of arrest:

__Witnessed collapse: time down and preceding symptoms

__Unwitnessed collapse: time down and preceding symptoms if known

__Bystander CPR and treatments, including First Responder, AED or PAD defibrillation, given prior
to arrival

__Past medical history: diagnosis, medications

__Scene: evidence of drug ingestion, hypothermia, trauma, Valid DNR form or medallion, nursing
home or hospice patient

OBJECTIVE FINDINGS

__Unconscious, with agonal or absent ventilation

__Absence of pulse

__Signs of trauma or blood loss (see TRAUMATIC CARDIAC ARREST Protocol)
__Rigor, fixed dependent lividity (see Guidelines for Determining Death in the Field Policy)
__Air and skin temperature

ICPR Guidelines|

___ CPR is based on AHA 2005 Guidelines

___Push hard push fast: 100 compressions per minute, with full chest recoil (if arrest is witnessed by
EMS defibrillate as soon as possible

___ 30 compression to 2 ventilation, after advanced airway is placed - asynchronous ventilation 8 to 10
per minute

___Avoid hyperventilation

__Prevent and minimize CPR interruptions

5 Cycles (2 minutes) of CPR should be complete before defibrillation is attempted (should a
patient arrest in the care of EMS and equipment available, immediate defibrillation may be
performed.

__Defibrillations at 360 Joules or equivalent biphasic.

___After defibrillation, resume CPR immediately.
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TREATMENT]
__If hypothermic, remove wet clothing, begin basic rewarming (see HY POTHERMIA Protocol)
__If drug overdose is suspected see POISONING and OVERDOSE Protocols
__Standard cardiac arrest management: ABC’s, CPR, Early defibrillation with an AED.
See AED Policy for further details.
__Provide grief support and referrals for family, friends and bystanders as needed
__Request ILS/ ALS intercept

Documentation of adherence to protocol:
__initial presentation of patient
___application of AED and response if AED used

PRECAUTIONS AND COMMENTS

=  Ensure effective CPR continues while advanced skills are carried out.

» Ifan Automatic External Defibrillator is in place when ALS personnel arrive at the scene,
determine quickly if it can be utilized as a manual defibrillator; if so keep it attached to the patient
and utilize the device. If it cannot be utilized manually and has no EKG readout capability for
ALS providers to use “real time” during the resuscitation, detach the device and utilize a manual
monitor/defibrillator (See AED Policy for further details).

» Ifaprovider has an AED that can not be programmed to the new guideline

o The provider will need to follow the AED old prompts until the AED is replaced
o The provider should contact the EMS System to decide when the old AED should be
replaced.
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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT - Intermediate, EMT — Paramedic

SMO: Cardiac Arrest Overview (Medical Etiology, Non-Trauma Related)

Overview: Approximately 2/3 of sudden deaths due to coronary disease take place outside the
hospital. For EMS to have a chance at impacting the outcome of these patients, we must complete the
four components of the Chain of Survival: Early Access; Early CPR; Early Defibrillation and Early
ACLS.

INFORMATION NEEDED

__History of arrest:

__Witnessed collapse: time down and preceding symptoms

__Unwitnessed collapse: time down and preceding symptoms if known

__Bystander CPR and treatments, including First Responder, AED or PAD defibrillation, given prior
to arrival

__Past medical history: diagnosis, medications

__Scene: evidence of drug ingestion, hypothermia, trauma, Valid DNR form or medallion, nursing
home or hospice patient

OBJECTIVE FINDINGS

__Unconscious, with agonal or absent ventilation

__Absence of pulse

__Signs of trauma or blood loss (see TRAUMATIC CARDIAC ARREST Protocol)
__Rigor, fixed dependent lividity (see Guidelines for Determining Death in the Field Policy)
__Air and skin temperature

ICPR / ACLS Guidelines

___ CPR/ACLS are based on AHA 2005 Guidelines

__Push hard push fast: 100 compressions per minute, with full chest recoil (if arrest is witnessed by
EMS defibrillate as soon as possible

__ 30 compression to 2 ventilation, after advanced airway is placed - asynchronous ventilation 8 to 10
per minute

__Avoid hyperventilation

___ Prevent and minimize CPR interruptions

__ 5 Cycles (2 minutes) of CPR should be complete before defibrillation is attempted (should a
patient arrest in the care of EMS and equipment available, immediate defibrillation should be
performed.

__Defibrillations at 360 Joules or equivalent biphasic.

___After defibrillation, resume CPR immediately.

__Medications are secondary to CPR

__Medications may be administered IV or 10O; if these are not available ET may be used
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TREATMENT]

Check rhythm, if V-Fib or V-Tach defibrillate and proceed to that specific DYSRHYTHMIA
Protocol

If hypothermic, remove wet clothing, begin basic rewarming (see HYPOTHERMIA Protocol)
If drug overdose is suspected see POISONING and OVERDOSE Protocols

Standard cardiac arrest management: ABC’s, CPR.

Provide grief support and referrals for family, friends and bystanders as needed

Advanced Airway Management; confirm tube placement, ventilate with 100% oxygen

IV Normal Saline 500 cc bolus

See Specific Cardiac Arrest protocols for pharmacological and other interventions

Documentation of adherence to protocol:

Initial presentation of patient
Defibrillations administered

Medications administered

PRECAUTIONS AND COMMENTS

Ensure effective CPR continues while advanced skills are carried out.

If an Automatic External Defibrillator is in place when ALS personnel arrive at the scene,
determine quickly if it can be utilized as a manual defibrillator; if so keep it attached to the patient
and utilize the device. If it cannot be utilized manually and has no EKG readout capability for
ALS providers to use “real time” during the resuscitation, detach the device and utilize a manual
monitor/defibrillator (See AED Policy for further details).

Epinephrine, Atropine, Lidocaine and Naloxone may be administered via ETT. ET drug doses
are double the standard IV dose. Maximum total doses of drugs are also doubled for ETT
administration. Relative effectiveness of ET drug administration is in question.

Remove any NTG patches to avoid further vasodilation during cardiac arrest and to prevent
potential hazard if defibrillation becomes necessary.
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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT - Basic

SMO: Cardiogenic Shock

Overview: Cardiogenic shock is the most extreme form of pump failure. It occurs when left
ventricular function is so compromised that the heart cannot meet the metabolic needs of the
body. Even with aggressive therapy, cardiogenic shock has a high mortality rate.

INFORMATION NEEDED
__ Presence of chest pain
__ Presence of crackles

OBJECTIVE FINDINGS

__ Profound hypotension (systolic blood pressure usually less than 80 mm Hg)
__ Pulmonary congestion (crackles)

___Hypoxemia

___Acidosis

__Altered level of consciousness

__Sinus tachycardia or other dysrhythmias

__Cool, clammy, cyanotic or ashen skin

__ Tachypnea

TREATMENT
__RMC
__ Oxygen at 100% by non-rebreather mask or assist with BVM.

__Notify Medical Control EARLY of patient’s signs and symptoms.
__ Closely monitor lung sounds for crackles.
___Rapid transport — ILS/ ALS intercept if possible.

NOTE: A patient with chest pain and/or BP < 90 systolic should be treated under this
protocol.
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Documentation of adherence to protocol:
___ Oxygen administration
___Signs and symptoms

PRECAUTIONS AND COMMENTS
= A patient with chest pain and/ or BP < 90 should be treated under cardiogenic shock
protocol.
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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT - Intermediate

SMO: Cardiogenic Shock

Overview:  Cardiogenic shock is the most extreme form of pump failure. It occurs when left
ventricular function is so compromised that the heart cannot meet the metabolic needs of the
body. Even with aggressive therapy, cardiogenic shock has a high mortality rate.

INFORMATION NEEDED
__ Presence of chest pain
__ Presence of crackles

OBJECTIVE FINDINGS

__ Profound hypotension (systolic blood pressure usually less than 90 mm Hg)
__ Pulmonary congestion (crackles)

___Hypoxemia

___Acidosis

__Altered level of consciousness

__Sinus tachycardia or other dysrhythmias

__Cool, clammy, cyanotic or ashen skin

___Tachypnea

TREATMENT

__RMC

__ Oxygen at 100% by non-rebreather mask or assist with BVM.
__ Cardiac monitor

IV ofNS

__ Treat underlying dysrhythmias per appropriate SOP.

__ Fluid challenge in 250ml increments may be considered in patients with clear lungs. Closely
monitor lung sounds for crackles. Reassess lung sounds. May repeat 250 ml bolus X1 if lung
sound clear and Systolic Blood Pressure remains less than 90 mm Hg.

__Rapid transport — Consider ALS intercept.

NOTE: A patient with chest pain and/or BP < 90 systolic should be treated under this
protocol.
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Documentation of adherence to protocol:

___ Oxygen administration

___Signs and symptoms

___Cardiac rhythm and associated treatment/ management

PRECAUTIONS AND COMMENTS
= A patient with chest pain and/or BP < 90 systolic should be treated under this
protocol.
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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT — Paramedic

SMO: Cardiogenic Shock

Overview:  Cardiogenic shock is the most extreme form of pump failure. It occurs when left
ventricular function is so compromised that the heart cannot meet the metabolic needs of the
body. Even with aggressive therapy, cardiogenic shock has a mortality rate of 70% or higher.

INFORMATION NEEDED
__ Presence of chest pain
__ Presence of crackles

OBJECTIVE FINDINGS

__ Profound hypotension (systolic blood pressure usually less than 80 mm Hg)
__ Pulmonary congestion (crackles)

___Hypoxemia

___Acidosis

__Altered level of consciousness

__Sinus tachycardia or other dysrhythmias

__Cool, clammy, cyanotic or ashen skin

___Tachypnea

__RMC
__ Oxygen at 100% by non-rebreather mask or assist with BVM.
__ Cardiac monitor

__IVofNS
__ Treat underlying dysrhythmias per appropriate SOP.
__Fluid challenge in 250ml increments may be considered in patients with clear lungs. Closely
monitor lung sounds for crackles. May repeat fluid bolus of 250 ml X1 if lung sounds remain
clear and Systolic Blood Pressure < 90.
__ Determine body weight. Start DOPAMINE DRIP (400 mg/250ml) at 10mcg/kg/min (see
dosage chart). Titrate to maintain BP at 90 systolic by Smcg to maximum of
20 mcg/ kg/ min. Always titrate to response (systolic BP of 90), individual dosage
requirements may vary widely. DO NOT RUN DOPAMINE WIDE OPEN.
___Rapid transport .

NOTE: A patient with chest pain and/or BP < 90 systolic should be treated under this
protocol.
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BODY WEIGHT Starting Rate Do not exceed rate
(10 mcg/kg/min) (20 mcg/kg/min)
Pounds Kilograms in mcgtts / min in mcgtts /min
80 36 12 27
100 45 16 34
120 55 20 41
140 64 24 48
160 73 28 55
180 82 32 61
200 91 36 68
220 100 40 75
240 109 44 82
260 118 48 88

Documentation of adherence to protocol:

___ Oxygen administration

___Signs and symptoms

___Cardiac rhythm and associated treatment/ management
__Administration of Dopamine

PRECAUTIONS AND COMMENTS

= A patient with chest pain and/or BP < 90 systolic should be treated under this

Protocol.
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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT - Basic

SMO: Chest Pain of Suspected Cardiac Origin

Overview: Patients with acute nontraumatic chest pain are among the most challenging patients
cared for in EMS. They may appear seriously ill or completely well and yet remain at significant risk
of sudden death or acute myocardial infarction. Sorting out which patient is experiencing chest pain
of cardiac origin represents a tremendous challenge. This protocol should be utilized whenever
cardiac chest pain is suspected. Whenever there is question as to whether or not you should utilize
this protocol, contact medical control for further guidance.

INFORMATION NEEDED

__Discomfort or pain: OPQRST, Previous episodes

__Associated symptoms: Weakness, nausea, vomiting, diaphoresis, dyspnea, dizziness,
palpitations, “indigestion”

__Medical history (cardiac history, other medical problems, including hypertension, diabetes or
stroke)

OBJECTIVE FINDINGS
__General appearance: level of distress, skin color, diaphoresis
__Signs of CHF (peripheral edema, respiratory distress, distended neck veins)

__Lung sounds
__Assessment of pain
__Vital Signs

TREATMENT]

__Reassure patient and place in position of comfort, or supine if patient’s systolic BP is < 90.

___ Pulse oximetry

__Oxygen 2-6 L/min by nasal cannula or Non-rebreather mask at 10-15 L/min

__Assess patient: primary, secondary and history

__Assist patient with taking their own NTG if SBP is >100; repeat q 5 min. to a max of three, or stop
if SBP becomes less than or equal to 100

__ BABY ASA 81 mg FOUR tablets chew and swallow

__Routine Medical Care

Documentation for Adherence to Protocol:

__Presence of PQRST history

__Vital signs before/after NTG administration

__Oxygen administration

__NTG unless hypotension or Viagra or Levitra w/in past 12 hrs. Documented
__ASA unless allergy documented

7/04

Reviewed:

Revised:

EMS/ Regionl SMOs





Medical Control Contact Criteria

__Contact Medical Control if any question exists as to whether or not this protocol should apply i.e.
atypical sounding chest discomfort.

___For permission to assist patient with taking their own NTG

__Additional treatment for ongoing pain when BP<100

PRECAUTIONS AND COMMENTS

»  Minimize scene time and notify the receiving hospital.

= Suspicion of Acute Coronary Syndrome (ACS) is based upon patient history. Be alert to patients
likely to present with atypical symptoms or “silent AMI’s”: women, elderly and diabetics.

= Nitroglycerin is contraindicated in patients who have taken Viagra or Levitra within the past 12
hours.

= Consider other potential causes of chest pain: pulmonary embolus, pneumonia, aortic aneurysm
and pneumothorax.

= Iftransport time permits, ask the following questions to assist in determining eligibility for
thrombolitic therapy:
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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT - Intermediate

SMO: Chest Pain of Suspected Cardiac Origin

Overview: Patients with acute nontraumatic chest pain are among the most challenging patients
cared for in EMS. They may appear seriously ill or completely well and yet remain at significant risk
of sudden death or acute myocardial infarction. Sorting out which patient is experiencing chest pain
of cardiac origin represents a tremendous challenge. This protocol should be utilized whenever
cardiac chest pain is suspected. Whenever there is question as to whether or not you should utilize
this protocol, contact medical control for further guidance.

INFORMATION NEEDED

__Discomfort or pain: OPQRST, Previous episodes

__Associated symptoms: Weakness, nausea, vomiting, diaphoresis, dyspnea, dizziness,
palpitations, “indigestion”

__Medical history (cardiac history, other medical problems, including hypertension, diabetes or
stroke)

OBJECTIVE FINDINGS

__General appearance: level of distress, skin color, diaphoresis

__Signs of CHF (peripheral edema, respiratory distress, distended neck veins)
_ Lung sounds

__Interpretation of EKG rhythm

__Assessment of pain

__Vital Signs

TREATMENT]

__Reassure patient and place in position of comfort, or supine if patient’s systolic BP is < 90.

___ Pulse oximetry

__Oxygen 2-6 L/min by nasal cannula or Non-rebreather mask at 10-15 L/min

__Assess patient: primary, secondary and history

__ IV NS with standard tubing at KVO rate (NO microdrip/minidrip tubing)

___Cardiac Monitor

__ NTG 0.4 mg lingual spray or sublingual tablet, repeat q 5 min. if SBP > 100 mmHg
(IV not required prior to 1% dose of NTG administration but IV should be started before subsequent
doses of NTG)

__BABY ASA 81 mg FOUR tablets chew and swallow

__If discomfort persists; contact Medical Control for permission to give Morphine Sulfate 2-4 mg
slow IV push unless allergy exists, repeat as indicated if SBP > 100mmHg, to total dose of 10 mg.

__If dysrhythmia is present, and persists after treatment above, see DYSRHYTHMIA Protocol(s)
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TREATMENT (cont)
__If hypotension develops, give 500cc fluid challenge, titrate to SBP>90 mm Hg.
__12 lead EKG, if available

Documentation for Adherence to Protocol:

__Presence of PQRST history

__Vital signs before/after NTG administration

__Cardiac rhythm documentation

__Oxygen administration

__IV placement

__NTG unless hypotension or Viagra or Levitra w/in past 12 hrs. Documented
__ASA unless allergy documented

__Prehospital screening for thrombolytic therapy administered

Medical Control Contact Criteria

__Contact Medical Control if any question exists as to whether or not this protocol should apply i.e.
atypical sounding chest discomfort.

__Prior to administration of Morphine Sulfate

__Additional treatment for ongoing pain when BP<100

PRECAUTIONS AND COMMENTS

=  Minimize scene time and notify the receiving hospital as soon as possible.

= Suspicion of Acute Coronary Syndrome (ACS) is based upon patient history. Be alert to patients
likely to present with atypical symptoms or “silent AMI’s”: women, elderly and diabetics.

= Nitroglycerin is contraindicated in patients who have taken Viagra or Levitra within the past 12
hours.

= Administer Morphine slowly IV to avoid respiratory depression and/or hypotension; be ready to
support ventilations and have naloxone available.

= Consider other potential causes of chest pain: pulmonary embolus, pneumonia, aortic aneurysm
and pneumothorax.

= See next page:
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» Iftransport time permits, ask the following questions to assist in determining eligibility for
thrombolitic therapy:

PREHOSPITAL SCREENING FOR THROMBOLYTIC THERAPY*:

HAVE YOU HAD ANY OF THE FOLLOWING CONDITIONS WITHIN THE LAST MONTH?
Stroke YES NO
Surgery YES NO
Bloody Stools or Vomit YES NO_
Black Stools YES NO
Coffee Ground Vomitus YES NO
Are you pregnant? YES NO
Do you have a bleeding tendency (e.g. hemophilia) YES NO
Do you take a blood thinner such as Coumadin? YES NO
Do you have a brain aneurysm or brain cancer? YES  NO
Did your symptoms start more than 2 hours ago? YES NO__

*4 “no” answer to all of the above questions makes the patient a stronger candidate for
thrombolytic therapy.

PHYSICAL:

Is the patient’s blood pressure persisting (>15 minutes) SBP > 180 or DBP > 120?
YES  NO

Is the patients GCS <15? YES NO

* A “no” answer to the above two questions makes the patient a stronger candidate for
thrombolytic therapy.
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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT — Paramedic

SMO: Chest Pain of Suspected Cardiac Origin

Overview: Patients with acute nontraumatic chest pain are among the most challenging patients
cared for in EMS. They may appear seriously ill or completely well and yet remain at significant risk
of sudden death or acute myocardial infarction. Sorting out which patient is experiencing chest pain
of cardiac origin represents a tremendous challenge. This protocol should be utilized whenever
cardiac chest pain is suspected. Whenever there is question as to whether or not you should utilize
this protocol, contact medical control for further guidance.

INFORMATION NEEDED

__Discomfort or pain: OPQRST, Previous episodes

__Associated symptoms: Weakness, nausea, vomiting, diaphoresis, dyspnea, dizziness,
palpitations, “indigestion”

__Medical history (cardiac history, other medical problems, including hypertension, diabetes or
stroke)

OBJECTIVE FINDINGS

__General appearance: level of distress, skin color, diaphoresis

__Signs of CHF (peripheral edema, respiratory distress, distended neck veins)
__Lung sounds

__Interpretation of EKG rhythm

__Assessment of pain

__Vital Signs

TREATMENT]

__Reassure patient and place in position of comfort, or supine if patient’s systolic BP is < 90.

___ Pulse oximetry

__Oxygen 2-6 L/min by nasal cannula or Non-rebreather mask at 10-15 L/min

__Assess patient: primary, secondary and history

__IV NS with standard tubing at KVO rate (NO microdrip/minidrip tubing)

__ Cardiac Monitor

__ NTG 0.4 mg lingual spray or sublingual tablet, repeat q 5 min. if SBP > 100 mmHg
(IV not required prior to 1¥ dose of NTG administration but IV should be started before subsequent
doses of NTG)

__BABY ASA 81 mg FOUR tablets chew and swallow

__If discomfort persists; give Morphine Sulfate 2-4 mg slow IV push (unless allergy
exists), repeat as indicated if SBP > 100mmHg, to total dose of 10 mg.

__If dysrhythmia is present, and persists after treatment above, see DYSRHYTHMIA
Protocol(s)
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TREATMENT (cont)
__If hypotension develops, give 500cc fluid challenge, and Dopamine 5 to 20 mcg/kg/min IV
infusion; titrate to SBP>90 mm Hg. (Start at 10mcg/kg/minute and titrate up in increments of

Smcg/kg/minute until SBP >90 or maximum of 20 mcg/kg/minute reached.
__12lead EKG, if available

Documentation for Adherence to Protocol:

__Presence of PQRST history

__Vital signs before/after NTG administration

__Cardiac rhythm documentation

__Oxygen administration

__IV placement

__NTG unless hypotension or Viagra or Levitra w/in past 12 hrs. Documented
__ASA unless allergy documented

__Prehospital screening for thrombolytic therapy administered

Medical Control Contact Criteria

__Contact Medical Control if any question exists as to whether or not this protocol should apply i.e.
atypical sounding chest discomfort.

__Contact Medical Control if any question exists as to the best option for the patient

__Additional treatment for ongoing pain when BP<100

PRECAUTIONS AND COMMENTS

»  Minimize scene time and notify the receiving hospital as soon as possible.

= Suspicion of Acute Coronary Syndrome (ACS) is based upon patient history. Be alert to patients
likely to present with atypical symptoms or “silent AMI’s”: women, elderly and diabetics.

= Nitroglycerin is contraindicated in patients who have taken Viagra or Levitra within the past 12
hours.

= Administer Morphine slowly IV to avoid respiratory depression and/or hypotension; be ready to
support ventilations and have naloxone available.

=  Consider other potential causes of chest pain: pulmonary embolus, pneumonia, aortic aneurysm
and pneumothorax.

= See next page:
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» Iftransport time permits, ask the following questions to assist in determining eligibility for
thrombolitic therapy:

PREHOSPITAL SCREENING FOR THROMBOLYTIC THERAPY*:

HAVE YOU HAD ANY OF THE FOLLOWING CONDITIONS WITHIN THE LAST MONTH?
Stroke YES NO
Surgery YES NO
Bloody Stools or Vomit YES NO_
Black Stools YES NO
Coffee Ground Vomitus YES NO
Are you pregnant? YES NO
Do you have a bleeding tendency (e.g. hemophilia) YES NO
Do you take a blood thinner such as Coumadin? YES NO
Do you have a brain aneurysm or brain cancer? YES  NO
Did your symptoms start more than 2 hours ago? YES NO__

*4 “no” answer to all of the above questions makes the patient a stronger candidate for
thrombolytic therapy.

PHYSICAL:

Is the patient’s blood pressure persisting (>15 minutes) SBP > 180 or DBP > 120?
YES  NO

Is the patients GCS <15? YES NO

* A “no” answer to the above two questions makes the patient a stronger candidate for
thrombolytic therapy.
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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT - Basic

SMO: Dysrhythmias Overview

Overview: Dysrhythmias represent a broad spectrum of cardiac rhythms ranging from rhythms
that are relatively benign with the patient tolerating the rhythm well to very dangerous and
unstable rthythms disturbances. Some rhythms will only require supportive care while others will
require prompt intervention. This policy defines the initial approach to the patient suspected in
having a rhythm disturbance.

INFORMATION NEEDED

__Presenting symptoms: time of onset, gradual or sudden

__Associated symptoms: discomfort (pain, location, quality, radiation, severity, previous
occurrences), palpitations, dizziness, syncope, dyspnea, nausea, vomiting, fever, cough

__Medical history: dysrhythmias, cardiac disease, stress, drug abuse, diabetes mellitus, renal
failure, pacemaker

OBJECTIVE FINDINGS
__Signs of shock
__Signs of hypoxemia

TREATMENT]

__Assess ABC’s

__High-flow oxygen 10-15L/min via non-rebreather mask, support ventilation as needed with a
BVM at 15 L/min.

__Continuous reassessment of vital signs and signs of perfusion

__Routine Medical Care

__Request ILS or ALS intercept

Documentation of adherence to protocol:
__Application of high-flow Oxygen
__Appropriate ILS or ALS intercept made

PRECAUTIONS AND COMMENTS
= Consider a non-cardiac cause as source of the dysrhythmia, e.g. hypoxia, drugs,
hypovolemia.
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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT - Intermediate, EMT — Paramedic

SMO: Dysrhythmias Overview

Overview: Dysrhythmias represent a broad spectrum of cardiac rhythms ranging from rhythms
that are relatively benign with the patient tolerating the rhythm well to very dangerous and
unstable rhythms disturbances. Some rhythms will only require supportive care while others will
require prompt intervention. This policy defines the initial approach to the patient suspected in
having a rhythm disturbance.

INFORMATION NEEDED

__Presenting symptoms: time of onset, gradual or sudden

__Associated symptoms: discomfort (pain, location, quality, radiation, severity, previous
occurrences), palpitations, dizziness, syncope, dyspnea, nausea, vomiting, fever, cough

__Medical history: dysrhythmias, cardiac disease, stress, drug abuse, diabetes mellitus, renal
failure, pacemaker

OBJECTIVE FINDINGS

__Signs of shock

__Signs of hypoxemia

__Cardiac rhythm (on monitor and compared with pulse)

TREATMENT

__ Assess ABC’s

__High-flow oxygen 10-15L/min via non-rebreather mask, support ventilation as needed
with BVM at 15 L/min.

__Advanced Airway intervention as needed

__Continuous reassessment of vital signs and signs of perfusion

__Routine Medical Care

_IVNS

__Refer to specific DYSRHYTHMIA Protocol

__If dysrhythmia resolves and chest pain continues, refer to CHEST DISCOMFORT
Protocol

__Continued cardiac monitoring throughout transport to the ED

Documentation of adherence to protocol:
__Application of high-flow Oxygen

Documentation of Cardiac monitoring

__ Rhythm strip printed and placed on patient’s run report.
___ Correct identification of patient rhythm.

7/04

Reviewed:

Revised:

EMS/ Regionl SMOs






PRECAUTIONS AND COMMENTS

* The asymptomatic patient with adequate perfusion may not require anti-dysrhythmic
treatment.

» Record cardiac rhythm strip of initial findings and all changes observed.

= NTG and other medication patches should be removed prior to cardioversion, defibrillation,
or transcutaneous pacing.

= Consider a non-cardiac cause as source of the dysrhythmia, e.g. drugs, hypovolemia.
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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT - Intermediate

SMO: Adult Narrow Complex Tachycardia

Overview: Treatment of tachyarrhythmias is separated into narrow complex and wide complex
tachycardias. The urgency with which tachyarrythmias require treatment is guided by two
considerations: (1) evidence of hypoperfusion (shock, altered mental status, anginal chest pain or
pulmonary edema) and (2) the potential to degenerate into a more serious arrhythmia or cardiac
arrest. This protocol divides the approach to the patient with narrow complex tachycardia into 1)
stable and 2) unstable with criteria defining each. Please note that a patient can deteriorate in
status and will require frequent reassessments.

INFORMATION NEEDED

__History of arrest:

__Witnessed collapse: time down and preceding symptoms

__Unwitnessed collapse: time down and preceding symptoms if known

__Bystander CPR and treatments, including First Responder, AED or PAD defibrillation, given
prior to arrival

__Past medical history: diagnosis, medications

__Scene: evidence of drug ingestion, hypothermia, trauma, Valid DNR form or medallion,
nursing home or hospice patient

OBJECTIVE FINDINGS
__Mental status

__Blood pressure
__Evidence of CHF

STABLE-defined as:
__Normal mental status AND/OR
__Signs of normal or mildly decreased perfusion

TREATMENT]

__High flow oxygen

__ Pulse Oximetry

__Shock position

__Regular reassessment of vital signs and signs of perfusion

_ RMC

__Consider vagal maneuvers (valsalva, cough or breath holding)

__Contact Medical Control for use of Adenosine 6 mg rapid IVP flushed with 20 cc NS bolus

__If dysrhythmia persists 1-2 minutes after initial dose, consult Medical Control to repeat
Adenosine 12 mg rapid IVP flushed with 20 cc NS bolus repeat q 1-2 minutes up to

maximum of 30 mg.
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UNSTABLE-defined as:

__Signs of poor perfusion:

__Decreased level of consciousness

__SBP<90 (with signs/symptoms of hypoperfusion)
__ CHEF (rales)

__Moderate to severe chest pain

TREATMENT
__ BLS airway support
__High flow oxygen 10-15 L/min; assist ventilations via bag valve mask or advance airway

techniques as indicated.
Pulse oximetry

__Shock position

__Regular reassessment of vital signs and signs of perfusion

__Routine Medical Care

__Synchronized cardioversion (100 J, 200 J, 300 J, and 360 J for monophasic; or equivalent

biphasic); Contact Medical Control for permission to administer Valium (diazepam) 5 mg
IVP or Versed (midazolam) 2mg I'VP for sedation prior to cardioversion if patient

SBP > 100 mm Hg.

Contact Medical Control for permission to administer Morphine sulfate 2 mg IVP for
pain control if needed if patient SBP > 100 mm Hg (see PAIN MANAGEMENT protocol)

Documentation of Adherence to Protocol:

__Stability documented (chart contains word “stable” or “unstable” and the criteria on which that

determination was made)

__Stable patients receive either valsalva maneuver or adenosine
__Cardioverted patients receive sedation if conscious and SBP > 100.

Medical Control Contact Criteria

Permission to administer Valium or Versed prior to cardioversion.
Permission to administer Morphine Sulfate for pain management.

PRECAUTIONS AND COMMENTS

A narrow QRS complex is defined as less than 0.12 seconds.

If the rate is less than 160 bpm, consider sinus tachycardia. Sinus tachycardia is most likely
secondary to some other factor such as hypoxia, hypovolemia, pain, fever, etc.

Adenosine administration is associated with flushing, dyspnea and chest pain, which resolves
within 1 to 2 minutes in most patients. These symptoms may be alarming and patients should
be advised accordingly.

Adenosine should only be used when a supraventricular origin is strongly suspected. Do not
use to discriminate ventricular tachycardia from supraventricular tachycardia with aberrancy.
Do not use Adenosine on a patient with a known history of Wolff-Parkinson-White (WPW)
syndrome.
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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT — Paramedic

SMO: Adult Narrow Complex Tachycardia

Overview: Treatment of tachyarrhythmias is separated into narrow complex and wide complex
tachycardias. The urgency with which tachyarrythmias require treatment is guided by two
considerations: (1) evidence of hypoperfusion (shock, altered mental status, anginal chest pain or
pulmonary edema) and (2) the potential to degenerate into a more serious arrhythmia or cardiac
arrest. This protocol divides the approach to the patient with narrow complex tachycardia into 1)
stable and 2) unstable with criteria defining each. Please note that a patient can deteriorate in
status and will require frequent reassessments.

INFORMATION NEEDED

__History of arrest:

__Witnessed collapse: time down and preceding symptoms

__Unwitnessed collapse: time down and preceding symptoms if known

__Bystander CPR and treatments, including First Responder, AED or PAD defibrillation, given
prior to arrival

__Past medical history: diagnosis, medications

__Scene: evidence of drug ingestion, hypothermia, trauma, Valid DNR form or medallion,
nursing home or hospice patient

OBJECTIVE FINDINGS
__Mental status

__Blood pressure
__Evidence of CHF

STABLE-defined as:
__Normal mental status AND/OR
__Signs of normal or mildly decreased perfusion

TREATMENT]

__High flow oxygen

__ Pulse Oximetry

__Shock position

__Regular reassessment of vital signs and signs of perfusion

_ RMC

__Consider vagal maneuvers (valsalva, cough or breath holding)

__Adenosine 6 mg rapid IVP flushed with 20 cc NS bolus

__If dysrhythmia persists 1-2 minutes after initial dose, repeat Adenosine 12 mg rapid IVP
flushed with 20 cc NS bolus repeat q 1-2 minutes up to maximum of 30 mg.
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UNSTABLE-defined as:

__Signs of poor perfusion:

__Decreased level of consciousness

__SBP<90 (with signs/symptoms of hypoperfusion)
__ CHEF (rales)

__Moderate to severe chest pain

TREATMENT

__BLS airway support

__High flow oxygen 10-15 L/min; assist ventilations via bag valve mask or advance airway
techniques as indicated.

__ Pulse oximetry

__Shock position

__Regular reassessment of vital signs and signs of perfusion

__Routine Medical Care

__Synchronized cardioversion (100 J, 200 J, 300 J, and 360 J for monophasic; or equivalent
biphasic); Valium (diazepam) 5 mg IVP or Versed (midazolam) 2mg I'VP for sedation
prior to cardioversion if patient SBP > 100 mm Hg. May repeat dose up to 10 mg maximum.

__Morphine sulfate 2 mg IVP for pain control to maximum of 10 mg if needed if patient
SBP > 100 mm Hg. (see PAIN MANAGEMENT Protocol)

Documentation of Adherence to Protocol:

__Stability documented (chart contains word “stable” or “unstable” and the criteria on which that
determination was made)

__Stable patients receive either valsalva maneuver or adenosine

__Cardioverted patients receive sedation if conscious and SBP > 100.

PRECAUTIONS AND COMMENTS

* A narrow QRS complex is defined as less than 0.12 seconds.

= If'the rate is less than 160 bpm, consider sinus tachycardia. Sinus tachycardia is most likely
secondary to some other factor such as hypoxia, hypovolemia, pain, fever, etc.

= Adenosine administration is associated with flushing, dyspnea and chest pain, which resolves
within 1 to 2 minutes in most patients. These symptoms may be alarming and patients should
be advised accordingly.

= Adenosine should only be used when a supraventricular origin is strongly suspected. Do not
use to discriminate ventricular tachycardia from supraventricular tachycardia with aberrancy.

= Do not use Adenosine on a patient with a known history of Wolff-Parkinson-White (WPW)

syndrome.
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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT - Intermediate

SMO: Pulseless Electrical Activity (PEA)

Overview: Pulseless Electrical Activity (PEA) refers to any semiorganized electrical activity that can
be seen on the monitor screen although the patient lacks a palpable pulse. The definition specifically
excludes Ventricular Fibrillation (VF), ventricular tachycardia (VT), and asystole. EARLY
consideration and treatment of possible causes of PEA is essential (see treatment).

INFORMATION NEEDED

__History of arrest:

__Witnessed collapse: time down and preceding symptoms

__Unwitnessed collapse: time down and preceding symptoms if known

__Bystander CPR and treatments, including First Responder, AED or PAD defibrillation, given prior
to arrival

__Past medical history: diagnosis, medications

__Scene: evidence of drug ingestion, hypothermia, trauma, Valid DNR form or medallion, nursing
home or hospice patient

OBJECTIVE FINDINGS
__Pulseless

__Apneic
__Organized Electrical Activity on the monitor (not VT, V-Fib or Asystole)

TREATMENT]

__Start CPR if indicated (See Guidelines for Determining Death in the Field Policy)
__Ensure adequacy of CPR

__Advanced Airway Management; confirm tube placement

__Assess for possible causes of PEA and administer corresponding treatments:

5 Reversible Causes (“H”) and associated prehospital treatments

=  Hypovolemia (give fluid bolus)

= Hypoxia (secure airway and ventilate patient)

* Hydrogen ion (acidosis) (secure airway, ventilate patient, consider sodium bicarbonate)

= Hyperkalemia/Hypokalemia (consider sodium bicarbonate)

= Hypothermia (warm patient)

5 Reversible Causes (“T”) and associated prehospital treatments

= Tablets (drug overdoses) (secure airway, ventilate; see Drug Overdose Protocol)
= Tamponade (cardiac) (secure airway, ventilate)

= Tension pneumothorax (secure airway, ventilate, needle decompression)

= Thrombosis-heart (AMI) (secure airway and ventilate)

= Thrombosis- lungs (pulmonary embolus) (secure airway and ventilate)
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[TREATMENT (cont)

__ IV of NS;

__Give 500cc fluid challenge, repeat if blood pressure not restored

__Epinephrine 1mg IVP; repeat q 3 to 5 min if blood pressure not restored

__Assess for possible causes of PEA and administer corresponding treatments

__If heart rate <60, give Atropine 1 mg IVP, repeat q 3 to 5 min. to a total dose of 3 mg

__Sodium Bicarbonate 1mEq/kg IVP for suspected hyperkalemia (history of renal failure, dialysis,
or potassium ingestion), diabetic patient with possibility of DKA, or tricyclic or phenobarbital
overdose

__If organized rhythm with hypotension (SBP < 90) develops, after treating reversible causes of PEA,
administer fluid boluses of 500 cc each; titrate to SBP>90 mm Hg.

Documentation for Adherence to Protocol:

__CPR performed

__Intubation or BLS airway management performed

__Epinephrine administered

__Ifacause is documented, appropriate treatment is given, e.g. Hypovolemia-fluid bolus

PRECAUTIONS AND COMMENTS

=  Epinephrine, Atropine, Lidocaine and Naloxone may be administered via ETT. ET drug doses are
double the standard IV dose. ET drugs should not exceed 10 ml for any single dose. Maximum
total doses of drugs are also doubled for ETT administration. Relative effectiveness of ET drug
administration is in question.

= External pacing has not been shown to be effective in most patients presenting in bradyasystolic
cardiac arrest.
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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT — Paramedic

SMO: Pulseless Electrical Activity (PEA)

Overview: Pulseless Electrical Activity (PEA) refers to any semiorganized electrical activity that can
be seen on the monitor screen although the patient lacks a palpable pulse. The definition specifically
excludes Ventricular Fibrillation (VF), ventricular tachycardia (VT), and asystole. EARLY
consideration and treatment of possible causes of PEA is essential (see treatment).

INFORMATION NEEDED

__History of arrest:

__Witnessed collapse: time down and preceding symptoms

__Unwitnessed collapse: time down and preceding symptoms if known

__Bystander CPR and treatments, including First Responder, AED or PAD defibrillation, given prior
to arrival

__Past medical history: diagnosis, medications

__Scene: evidence of drug ingestion, hypothermia, trauma, Valid DNR form or medallion, nursing
home or hospice patient

OBJECTIVE FINDINGS
__Pulseless

__Apneic
__Organized Electrical Activity on the monitor (not VT, V-Fib or Asystole)

TREATMENT]

__Start CPR if indicated (See Guidelines for Determining Death in the Field Policy)
__Ensure adequacy of CPR

__Advanced Airway Management; confirm tube placement

__Assess for possible causes of PEA and administer corresponding treatments:

5 Reversible Causes (“H”) and associated prehospital treatments

=  Hypovolemia (give fluid bolus)

= Hypoxia (secure airway and ventilate patient)

* Hydrogen ion (acidosis) (secure airway, ventilate patient, consider sodium bicarbonate)
= Hyperkalemia/Hypokalemia (consider sodium bicarbonate)

= Hypothermia (warm patient)

5 Reversible Causes (“T”) and associated prehospital treatments

= Tablets (drug overdoses) (secure airway, ventilate; see Drug Overdose Protocol)
»  Tamponade (cardiac) (secure airway, ventilate)

= Tension pneumothorax (secure airway, ventilate, needle decompression)

= Thrombosis-heart (AMI) (secure airway and ventilate)

= Thrombosis- lungs (pulmonary embolus) (secure airway and ventilate)
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[TREATMENT (cont)

__ IV of NS;

__Give 500cc fluid challenge, repeat if blood pressure not restored

__Epinephrine 1mg IVP; repeat q 3 to 5 min if blood pressure not restored

__Assess for possible causes of PEA and administer corresponding treatments

__If heart rate <60, give Atropine 1 mg IVP, repeat q 3 to 5 min. to a total dose of 3 mg

__Sodium Bicarbonate 1mEq/kg IVP for suspected hyperkalemia (history of renal failure, dialysis,
or potassium ingestion), diabetic patient with possibility of DKA, or tricyclic or phenobarbital
overdose

__If organized rhythm with hypotension (SBP < 90) develops, after treating reversible causes of PEA,
consider fluid boluses of 500cc each and/ or Dopamine titrated to SBP>90 mm Hg. Start at
10mcg/kg/minute and titrate up in increments of Smcg/kg/minute until SBP >90 or maximum of
20 mecg/kg/minute reached.

Documentation for Adherence to Protocol:

__CPR performed

__Intubation or BLS airway management performed

__Epinephrine administered

__If a cause is documented, appropriate treatment is given, e.g. Hypovolemia-fluid bolus

PRECAUTIONS AND COMMENTS

= Epinephrine, Atropine, Lidocaine and Naloxone may be administered via ETT. ET drug doses are
double the standard IV dose. ET drugs should not exceed 10 ml for any single dose. Maximum
total doses of drugs are also doubled for ETT administration. Relative effectiveness of ET drug
administration is in question.

= External pacing has not been shown to be effective in most patients presenting in bradyasystolic
cardiac arrest.
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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT - Intermediate, EMT — Paramedic

SMO: Adult Premature Ventricular Contractions (PVC’s)

Overview: A premature ventricular complex (PVC) is a single ectopic impulse arising from an
irritable focus in either ventricle (bundle branches, Purkinje fibers, or ventricular muscle) that
occurs earlier than the next expected sinus beat. Multifocal PVCs are considered more dangerous
than unifocal PVCs, generally because they are a result of increased myocardial irritability.

INFORMATION NEEDED

__History of arrest:

__Witnessed collapse: time down and preceding symptoms

__Unwitnessed collapse: time down and preceding symptoms if known

__Bystander CPR and treatments, including First Responder, AED or PAD defibrillation, given
prior to arrival

__Past medical history: diagnosis, medications

__Scene: evidence of drug ingestion, hypothermia, trauma, Valid DNR form or medallion,
nursing home or hospice patient

OBJECTIVE FINDINGS

LOWER POTENTIAL RISK

__Frequency and pattern of PVC’s and underlying rhythm
__No chest discomfort or significant associated symptoms
__Infrequent, single, unifocal PVC’s

TREATMENT

__High flow oxygen 10-15 L/min via nonrebreather mask;
__Regular reassessment of vital signs and signs of perfusion
__RMC
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OBJECTIVE FINDINGS

HIGHER POTENTIAL RISK OF CARDIAC COMPLICATIONS
__Frequency and pattern of PVC’s and underlying rhythm

__Chest discomfort or other significant symptoms

__Frequent (>6 minute) multi-focal PVC’s with significant signs/symptoms
__Couplets or runs of V-Tach

TREATMENT]

__High flow oxygen, support ventilations as indicated

__Shock position

__Regular reassessment of vital signs and signs of perfusion

_ RMC

__Refer to CHEST DISCOMFORT Protocol as indicated (treat the pain first)

Consult Medical Control for use of Lidocaine 1 to 1.5 mg/kg IV [see PRECAUTIONS AND

COMMENTS]

__Per Medical Control instruction, repeat 0.5 to 0.75 mg/kg IV Lidocaine in 5 - 10 min. to a max
total dose of 3 mg/kg.

Medical Control Contact Criteria

__ Permission to administer Lidocaine and subsequent doses.

Documentation of adherence to protocol:
___ Rhythm strip attached to chart
__ IV started

PRECAUTIONS AND COMMENTS

= Do not use Lidocaine in the presence of underlying atrial fibrillation, atrial flutter,
bradycardia with ventricular escape beats, or other conduction defect (2nd or 3rd degree AV
block).

= Repeat Lidocaine doses should be reduced by one-half in elderly patients and patients with
known liver disease, congestive heart failure, or on dialysis.

=  Signs of Lidocaine toxicity include seizures, increased agitation and/or irritability,
paresthesias or altered mental status. If seizures or significant mental status changes occur,
call medical control for further orders regarding continuation/discontinuation of lidocaine.
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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT - Intermediate

SMO: Ventricular Fibrillation/ Pulseless Ventricular Tachycardia

Overview: Pulseless Ventricular Tachycardia is characterized by the presence of wide
complexes of ventricular origin without the presence of a pulse. It is treated in the same manner
as Ventricular Fibrillation.

Torsades de Pointes is an Atypical Ventricular tachycardia (torsades de pointes, or twisting of the
points) is where the QRS axis swings from a positive to a negative direction in a single lead. This
rhythm is responsive to Magnesium Sulfate.

Ventricular Fibrillation is the totally disorganized depolarization and contraction of small areas of
ventricular myocardium — there is no effective ventricular pumping activity. The ECG of
ventricular fibrillation shows a fine to coarse zigzag pattern without discernible P waves or QRS
complexes. V-Fib is never accompanied by a pulse or a blood pressure.

INFORMATION NEEDED

__History of arrest:

__Witnessed collapse: time down and preceding symptoms

__Unwitnessed collapse: time down and preceding symptoms if known

__Bystander CPR and treatments, including First Responder, AED or PAD defibrillation, given
prior to arrival

__Past medical history: diagnosis, medications

__Scene: evidence of drug ingestion, hypothermia, trauma, Valid DNR form or medallion,
nursing home or hospice patient

OBJECTIVE FINDINGS:
__Confirm apnea, pulselessness
__Confirm V-Fib or V-Tach on monitor

TREATMENT]

__Assess ABC’s

__Start CPR, assure adequacy of ventilations and compressions

___Ensure adequacy of CPR for 5 Cycles (2 minutes)

__Defibrillate at 360J for monophasic; OR equivalent biphasic; see PRECAUTIONS AND
COMMENTS)

__Resume CPR immediately

__ Continue with sequences of 5 Cycles (2 minutes) of CPR and one defibrillate at 360J for
monophasic; OR equivalent biphasic. CPR and defibrillation is the primary treatment, the
following should be added as soon possible however prevent and minimize CPR

interruptions.
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[TREATMENT (cont)

__Advanced Airway Management; confirm tube placement

__IVorlOof NS

__Epinephrine 1 mg IVP, repeat q 3 to 5 min.

__Lidocaine 1.5 mg/kg IVP, may repeat if dysrhythmia persists at 0.75 mg/kg in 3 to 5
min. to max of 3 mg/kg or the dysrhythmia resolves

__Sodium Bicarbonate 1mEq/kg IVP.for suspected hyperkalemia (renal failure,
dialysis, pottasium ingestion), DKA, or tricyclic or phenobarbital overdose;

__If patient is restored to a perfusing rhythm, consult Medical Control to give Lidocaine
0.5-0.75 mg/kg bolus to reduce the likelihood of ventricular fibrillation recurring [see
PRECAUTIONS and COMMENTS]

__If patient is restored to an organized rhythm but remains hypotensive (SBP < 90),
administer fluid boluses of 500cc each, titrate to SBP > 90 mmHg.

Documentation for Adherence to Protocol:

__Proper defibrillation (stacked shocks, etc. as appropriate)
__ Intubation with confirmation of proper placement

__ IV placement

__ Proper drug sequence and dosage

__ ECG strip attached to patient record

PRECAUTIONS AND COMMENTS

7/04

Defibrillation energy levels vary according to the type of waveform, monophasic or biphasic.
Many devices used for public access defibrillation programs have a single energy setting.
For equivalent biphasic energy level use manufactures recommendations, typically 120 to
200 J, if unknown select 200 J.

Epinephrine, Atropine, Lidocaine and Naloxone may be administered via ETT. ET drug
doses are double the standard IV dose. Maximum total doses of drugs are also doubled for
ETT administration. Relative effectiveness of ET drug administration is in question.
Patients should be observed closely for signs of side effects of Lidocaine toxicity (slurred
speech, altered mental status, seizures, bradycardia). If Seizure occurs or other signs of
toxicity occur, contact medical control for orders regarding the continuation/discontinuation
of lidocaine.

Use lower doses and longer intervals of Lidocaine administration for patients who will not
metabolize the drug well (i.e. elderly >70 years of age, liver failure or shock/CHF patients).
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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT - Paramedic

SMO: Ventricular Fibrillation/ Pulseless Ventricular Tachycardia

Overview: Pulseless Ventricular Tachycardia is characterized by the presence of wide
complexes of ventricular origin without the presence of a pulse. It is treated in the same manner
as Ventricular Fibrillation.

Torsades de Pointes is an Atypical Ventricular tachycardia (torsades de pointes, or twisting of the
points) is where the QRS axis swings from a positive to a negative direction in a single lead. This
rhythm is responsive to Magnesium Sulfate.

Ventricular Fibrillation is the totally disorganized depolarization and contraction of small areas of
ventricular myocardium — there is no effective ventricular pumping activity. The ECG of
ventricular fibrillation shows a fine to coarse zigzag pattern without discernible P waves or QRS
complexes. V-Fib is never accompanied by a pulse or a blood pressure.

INFORMATION NEEDED

__History of arrest:

__Witnessed collapse: time down and preceding symptoms

__Unwitnessed collapse: time down and preceding symptoms if known

__Bystander CPR and treatments, including First Responder, AED or PAD defibrillation, given
prior to arrival

__Past medical history: diagnosis, medications

__Scene: evidence of drug ingestion, hypothermia, trauma, Valid DNR form or medallion,
nursing home or hospice patient

OBJECTIVE FINDINGS:
__Confirm apnea, pulselessness
__Confirm V-Fib or V-Tach on monitor

TREATMENT

__Assess ABC’s

__Start CPR, assure adequacy of ventilations and compressions

___Ensure adequacy of CPR for 5 Cycles (2 minutes)

__Defibrillate at 360J for monophasic; OR equivalent biphasic; sse PRECAUTIONS AND
COMMENTS)

__Resume CPR immediately

__ Continue with sequences of 5 Cycles (2 minutes) of CPR and one defibrillate at 360J for

monophasic; OR equivalent biphasic. CPR and defibrillation is the primary treatment, the

following should be added as soon possible however prevent and minimize CPR interruptions.
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[TREATMENT (cont)

Advanced Airway Management; confirm tube placement
IV or IO of NS

Epinephrine 1 mg IVP, repeat q 3 to 5 min.

Lidocaine 1.5 mg/kg IVP, may repeat if dysrhythmia persists at 0.75 mg/kg in 3 to 5
min. to max of 3 mg/kg or the dysrhythmia resolves

Sodium Bicarbonate ImEq/kg [VP.for suspected hyperkalemia (renal failure,
dialysis, pottasium ingestion), DKA, or tricyclic or phenobarbital overdose;

If patient is restored to a perfusing rhythm, consult Medical Control to give Lidocaine
0.5-0.75 mg/kg bolus to reduce the likelihood of ventricular fibrillation recurring [see
PRECAUTIONS and COMMENTS]

If patient is restored to an organized rhythm but remains hypotensive (SBP < 90),
administer fluid boluses of 500cc each, and/ or administer Dopamine titrated to
SBP>90 mm Hg. Start at 10mcg/kg/minute and titrate up in increments of Smcg/kg/minute
until SBP >90 or maximum of 20 mcg/kg/minute reached.

Documentation for Adherence to Protocol:

Proper defibrillation (stacked shocks, etc. as appropriate)
Intubation with confirmation of proper placement

IV placement
Proper drug sequence and dosage
ECG strip attached to patient record

PRECAUTIONS AND COMMENTS

Defibrillation energy levels vary according to the type of waveform, monophasic or biphasic.
Many devices used for public access defibrillation programs have a single energy setting.
For equivalent biphasic energy level use manufactures recommendations, typically 120 to
200 J, if unknown select 200 J.

Epinephrine, Atropine, Lidocaine and Naloxone may be administered via ETT. ET drug
doses are double the standard IV dose. Maximum total doses of drugs are also doubled for
ETT administration. Relative effectiveness of ET drug administration is in question.
Patients should be observed closely for signs of side effects of Lidocaine toxicity (slurred
speech, altered mental status, seizures, bradycardia). If Seizure occurs or other signs of
toxicity occur, contact medical control for orders regarding the continuation/discontinuation
of lidocaine.

Use lower doses and longer intervals of Lidocaine administration for patients who will not
metabolize the drug well (i.e. elderly >70 years of age, liver failure or shock/CHF patients).
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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT - Intermediate

SMO: Adult Wide Complex Tachycardia

Overview: Wide complex tachycardia is most often ventricular in origin but may be supraventricular
tachycardia with aberrant conduction. A widened QRS complex is defined as greater than or equal to
0.12 seconds.

INFORMATION NEEDED

__History of arrest:

__Witnessed collapse: time down and preceding symptoms

__Unwitnessed collapse: time down and preceding symptoms if known

__Bystander CPR and treatments, including First Responder, AED or PAD defibrillation, given prior
to arrival

__Past medical history: diagnosis, medications

__Scene: evidence of drug ingestion, hypothermia, trauma, Valid DNR form or medallion, nursing
home or hospice patient

OBJECTIVE FINDINGS-- STABLE
__No signs of poor perfusion
__Normal mental status

TREATMENT]

_ See DYSRHYTHMIASOVERVIEW Protocol

__Routine Medical Care

__Consult Medical Control for use of Lidocaine 1 to 1.5 mg/kg IV; If Dysrhythmia persists,
repeat Lidocaine 0.5 to 0.75 mg/kg IV in 5 - 10 min. to a max total dose of 3 mg/kg at Medical
Control discretion.

___If at any time the patient becomes unstable proceed to unstable protocol and cardioversion.
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OBJECTIVE FINDINGS-- UNSTABLE

__AMS

__Signs of poor perfusion (chest pain, dyspnea, rales, hypotension-systolic BP<90 related to the
tachycardia

TREATMENT

_ See DYSRHYTHMIAS OVERVIEW Protocol

__Routine Medical Care

__Unsynchronized (for acutely decompensated/near arrest patient) or synchronized cardioversion :
100 J, may repeat at 200 J, 300 J, 360 J for monophasic or equivalent for biphasic. Consult Medical
Control for permission to give Versed (midazolam) 2mg slow IVP or Valium
(diazepam) 5 mg slow IVP for sedation if patient is awake. Consult Medical Control for
subsequent doses.

__Upon successful cardioversion, or if cardioversion fails consult Medical Control for use of
Lidocaine 1-1.5 mg/kg IV, Repeat 0.5 to 0.75 mg/kg IV Lidocaine in 5 - 10 min. to a max total
dose of 3 mg/kg at Medical Control discretion.

Medical Control Contact Criteria

__ For permission to administer Versed or Valium
___For permission to administer Lidocaine

Documentation of adherence to protocol:

__Stability documented (chart contains the word stable or unstable)
__If stable patients receive Lidocaine

__Ifunstable patients receive cardioversion

PRECAUTIONS AND COMMENTS

= A widened QRS complex is defined as greater than or equal to 0.12 seconds.

* A wide complex tachycardia is most often ventricular in origin but may be supraventricular
tachycardia with aberrant conduction.

* Do not use Lidocaine in the presence of underlying atrial fibrillation, atrial flutter, bradycardia
with ventricular escape beats, or other conduction defect (2nd or 3rd degree AV block).

= Repeat Lidocaine doses should be reduced by one-half in elderly patients and patients with
known liver disease, congestive heart failure, or on dialysis.

= Signs of Lidocaine toxicity include seizures, increased agitation and/or irritability, parasthesias
or altered mental status.
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REGION I EMERGENCY MEDICAL SERVICES
STANDING MEDICAL ORDERS
EMT — Paramedic

SMO: Adult Wide Complex Tachycardia

Overview: Wide complex tachycardia is most often ventricular in origin but may be supraventricular
tachycardia with aberrant conduction. A widened QRS complex is defined as greater than or equal to
0.12 seconds.

INFORMATION NEEDED

__History of arrest:

__Witnessed collapse: time down and preceding symptoms

__Unwitnessed collapse: time down and preceding symptoms if known

__Bystander CPR and treatments, including First Responder, AED or PAD defibrillation, given prior
to arrival

__Past medical history: diagnosis, medications

__Scene: evidence of drug ingestion, hypothermia, trauma, Valid DNR form or medallion, nursing
home or hospice patient

OBJECTIVE FINDINGS-- STABLE
__No signs of poor perfusion
__Normal mental status

TREATMENT

__See DYSRHYTHMIASOVERVIEW Protocol

__Routine Medical Care

__Consult Medical Control for use of

__Lidocaine 1 to 1.5 mg/kg IV; If Dysrhythmia persists, at Medical Control discretion, repeat
Lidocaine 0.5 to 0.75 mg/kg IV in 5 - 10 min. to a max total dose of 3 mg/kg

___If at any time the patient becomes unstable proceed to unstable protocol and cardioversion.
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OBJECTIVE FINDINGS-- UNSTABLE

__AMS

__Signs of poor perfusion (chest pain, dyspnea, rales, hypotension-systolic BP<90 related to the
tachycardia

TREATMENT

_ See DYSRHYTHMIAS OVERVIEW Protocol

__Routine Medical Care

__Unsynchronized (for acutely decompensated/near arrest patient) or synchronized cardioversion :
100 J, may repeat at 200 J, 300 J , 360 J for monophasic or equivalent for biphasic. Versed
(midazolam) 2mg slow IVP or Valium (diazepam) 5 mg slow VP for sedation if patient
is awake. May repeat to a maximum of 10 mg. Consult Medical Control for subsequent doses.

__Upon successful cardioversion, or if cardioversion fails consult Medical Control for use of
Lidocaine 1-1.5 mg/kg IV, Repeat 0.5 to 0.75 mg/kg IV Lidocaine in 5 - 10 min. to a max total

dose of 3 mg/kg at Medical Control discretion.

Medical Control Contact Criteria

___For subsequent doses of Versed or Valium
__ For permission to administer Lidocaine

Documentation of adherence to protocol:

__Stability documented (chart contains the word “stable” or “unstable’)
___Stable patients that receive Lidocaine per Medical Control direction
__Unstable patients that receive cardioversion

PRECAUTIONS AND COMMENTS

= A widened QRS complex is defined as greater than or equal to 0.12 seconds.

= A wide complex tachycardia is most often ventricular in origin but may be supraventricular
tachycardia with aberrant conduction.

= Do not use Lidocaine in the presence of underlying atrial fibrillation, atrial flutter, bradycardia
with ventricular escape beats, or other conduction defect (2nd or 3rd degree AV block).

= Repeat Lidocaine doses should be reduced by one-half in elderly patients and patients with
known liver disease, congestive heart failure, or on dialysis.

= Signs of Lidocaine toxicity include seizures, increased agitation and/or irritability, parasthesias
or altered mental status.
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