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Introduction

This Paramedic Clinical Practice Protocols manual is produced for use by Emergency
Medical Responders (EMR), Primary Care Paramedics (PCP), Intermediate Care
Paramedics (ICP), and Advanced Care Paramedics (ACP) as it pertains to their
particular level of training and scope of practice in the province of Saskatchewan.
Each protocol clearly outlines the respective practice levels for members.

This manual reflects recommendations from SCoP’s Paramedic Practice Committee
(PPC), which have been approved by the College of Physicians and Surgeons of
Saskatchewan (CPSS). These protocols represent a consensus of medical opinion
using the best available evidence for dealing with most situations’ paramedics
encounter.

Individuals have a professional responsibility for ensuring they are familiar with and
operate within their individually approved scope of practice. If unsure, clarification
should be sought prior to practicing. The use of colour coding for interventions
provides more clarity and removes the need for a separate scope of practice chart.

It is envisioned that these guidelines will be followed under normal circumstances. It
is recognized that alternative methods of treatment exist, and that circumstances
may arise where the patient is in a life-threatening situation that may require the
guidelines to be varied in some aspect. Such variation should only be made following
the protocol deviation procedure and will be subject to clinical review as part of
governance processes.

One of the most notable changes to this manual is the removal of specific drug names
and dosages from protocols. As well, information related to policy and specific
procedures has been relocated to separate sections of the manual. These changes
permit some flexibility, reflecting unique patient care situations from region to
region. When determining which drug within a classification will be utilized and the
proper dosing, EMS based services are expected to follow the drug and dosing
recommendations determined by the Saskatchewan Health Authority (SHA) or the
Athabasca Health Authority (AHA), depending on the location of the EMS service.
Decisions must be evidence-based, and members must complete appropriate training
prior to administering or monitoring any medication. In order to be authorized for
administration, controlled substances such as narcotics and benzodiazepines must be
named specifically under the class exception letter issued to the Saskatchewan
College of Paramedics by Health Canada.
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Disclaimer

This document is not intended to be a training manual. It will not always contain all the
information necessary to deliver appropriate patient care. Previous versions of the protocols
were much more prescriptive and detailed, which made managing changes to the document
very complex. These protocols are designed to be supported by appropriate education and
training found through other sources. Members using this manual must ensure they
successfully complete the appropriate training and possess the necessary knowledge and
skills to be competent before performing any procedure in this manual.

Every effort has been made to ensure the information in this manual is accurate and
consistent. The manual is subject to constant review in light of evidence-based changes to
practice. It is also intended to support decision-making processes using sound clinical
judgment. PPC is not responsible for any errors or problems arising from such errors. If you
find an error or omission, please contact us. Feedback is welcome as these guidelines are
continually evolving. Suggested changes, or requests for new paramedic clinical practice
protocols may be submitted to the College by email: office@collegeofparamedics.sk.ca

NOTE: Any material that is printed is considered an uncontrolled copy. To ensure that you are
working from the current version of this protocol manual check:
http://www.collegeofparamedics.sk.ca/resources/protocolmanual.php
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User Guide
Manual Features

It is important to become familiar with the entire content of this document as it replaces
previous versions and publications. This manual is designed to be used electronically,
with the preference that individuals avoid printing in whole or in part. Document control
and version management was weighted as a high priority when revamping the manual.
Due to frequent changes to the manual, printed and downloaded material is regarded as
an uncontrolled copy.

This manual features a number of embedded links to enhance quick navigation and
encourage electronic functionality. In order to fully enjoy these features, the document
should be viewed using the latest version of Adobe Reader app on either a PC, Mac,
tablet or mobile device. Other software is available to view documents in portable
document format (PDF), but some or all navigation functions may be lost if not using the
Adobe Reader app.

Adobe Reader can be downloaded free of charge from https://get.adobe.com/reader/.

1. Improved Navigation

a. Search —Press Ctrl + F on a PC or Command-F on a Mac to bring up a box that
will allow you to enter a key word or phrase to quickly navigate to the area of
the manual you require.

Searching can also be done on a tablet or mobile device when viewing the document in
Adobe Reader. Each device will vary on how this is done. Follow the directions specific

to your viewing device.

At the bottom of each page there is a menu icon. Clicking on this icon will activate a number of
function options.
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Illustration 1: Click the menu icon.

LJ .
r Continuous

Paramedic Clii % Share
Practice Proto

D Bookmarks

*  Annotation Bar

Text Reflow

Illustration 2: Click on find.
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—

i Enter text ‘ | Done

Illustration 3: Enter the key word or phrase you are searching for.

b. Table of Contents — The table of contents at the beginning of the manual contains
the sections of the manual, alphabetically listing each protocol in each section.
The corresponding page number is to the right of the section or protocol. The
table of contents contains hyperlinks, which take you directly to the
corresponding page number on the right.

You can navigate back to the beginning of the table of contents from anywhere in
the manual by clicking on the table of contents button.

Table of Contents

TaDIE OF oML i vie i s s s e ran s s e s e an s s n s san s s ba e srae s s ng e e e s ansnanssrnes

ALS Intercepts ...........

Communication Failure............
Conflict Between Health Care Providers ...
-onflict With Online Medical Control (OLMC)

Procedures

Destination = vpass o ” -
Health Care DIreclives ..... . s T s s s e s

Load and Go..............
Dalliativeg Carn Diaathe
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c. Navigation Buttons — Clicking on the bookmark button takes you to a list of all the
sections in the manual. The sections include the Table of Contents, Introduction,
User Guide, Policies, Procedures, Drug Monograph, Patient Care Plans, Version
Control, and References.

H Continuous

Paramedic Clit v Share

Practice Proto

D Bookmarks

’/)' Annotation Bar

TZ Text Reflow

Q Find

—_

Clicking on the arrow on the right will open a submenu of topics in each section.

Done Bookmarks

Table of Contents
. i
Introduction [ 9
User Guide | 4
Policies
>
/
Procedures 5
Drug Monograph 4
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Clicking on the topic to view the full page.

Patient Care Plans

Abdominal Trauma

Acute Abdominal (Non-Traumatic)

/Allergic / Anaphylaxis Reaction

Amputation Trauma

Asthma / COPD

d. Page Numbers —Page numbers are located on the top right of each page so that
items can be easily located and referenced. Quickly go to a page by typing the
page number in as illustrated below:

Saskatchewan-College-of Paramedicsi| 135
Paramedic-Clinical-Practice-Protocols

Colour-Coding---All-procedures, patient-care-plans, -and-drug-monographs-are-colour-coded-to-
denote-the-authorization-of-each-licence-level --Higher-licence-levels-will-perform-lower-level-
procedures-when-interpreting-the-algorithms. §

Colour-Code-and-Algorithm-Legendn
Approved-for-members:licenced-as-a ¥
practicing EMR-and-above.a

Primary-Care-Paramedics Approved-for-members-licenced-as-a- ©
ry: practicing PCP-and-above.o

Approved-for-members-licenced-as-a- =
practicing ICP-and-above.o

Emergency-Medical-Responderc

re-Paramedico

Approved-for-members-licenced-as-a-
practicing ACP-and-above.c:
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e. Colour-Coding - All procedures, patient care plans, and drug monographs are
colour-coded to denote the authorization of each licence level. Higher licence
levels will perform lower-level procedures when interpreting the algorithms.

Colour Code and Algorithm Legend

. Approved for members
Emergency Medical . .
licenced as a practicing

EMR and above.

Approved for members
licenced as a practicing
PCP and above.

. 8 Approved for members
Intermediate Care Paramedicif . .
licenced as a practicing

ICP and above.

Approved for members
licenced as a practicing

ACP and above.

Primary Care Paramedic

2. Improved Organization
The amount of complex information contained in the previous protocol manual made
changes difficult to manage. In addition, the protocols were extremely prescriptive and
allowed very little flexibility.

To address this issue, the information in the manual was divided into different
sections: Policies, Procedures, and Patient Care Plans. A more detailed description of
each section can be found below.

f. Policies
Certain information in the manual is more related to policy than patient care or scope
of practice issues. Examples include what to do when communication failure occurs, or
what to do in the event a physician is on scene. This information was placed in the
policies section of the manual for easy reference. This section is intended to be applied
province-wide; it does not include policies from individual services.

g. Procedures

The previous version of the manual describes how to perform each skill or procedure in
great detail in a number of protocols. This information has been removed from the
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protocol and placed into the procedures area of the manual. The information found in
the procedures section is not intended to be used as training material. It may not include
all the information needed to effectively perform each skill. Instead, it is intended to
outline which licence levels are authorized to perform the specific skill or procedure.
Paramedics wishing for further education on how to perform certain procedures can
view the CME approved courses tab on the SCoP website to find a provider for specific
training.

The example below demonstrates that a PCP, ICP and ACP may insert a Laryngeal Mask
Airway.

Pararmearc-ClmicarPracuce
1
= Airway-Management-(Laryngeal-Mask-Airway) 1
Purpose§ Affected-Protocolsy o]
A-Laryngeal-Mask-Airway-(LMA)-is-a-supraglottic-airway- o
used-for-the:non-definitive:-management-of-the-airwayo
Equipment Registration:-Levels-Authorized:o o
Body-Substance-Isolation-(BSI) Primary-Care-Paramedic - o
LMAY Intermediate-Care-Paramedic H
Suction ¥ o It
BVMa
Technigue§

h. Patient Care Plans
Algorithm flowcharts have replaced most of the protocols from the old manual that
follow a stepwise approach to patient care. There may be situations where the order
may need to vary or be done simultaneously. These flowcharts are formatted for quick
reference and do not give great detail on patient assessment, interpretation or
interventions. They are colour-coded according to the description above.

Standard Approach
Ongoing Assessment

If clinically indicated, consider initiating CPR
Manage airway

If clinically indicated, consider administering oxygen, titrate to effect
Attach AED; follow prompts
Consider intercept or additional resources

Cardiac monitor
Establish vascular access
Rule out possible causes

These algorithms do not specify when or how to reassess patients. Patients are expected
to be reassessed frequently, and after any medical intervention is performed or
medication administered. Vital signs or other appropriate reassessments should be done

and documented after administering any medication that could change hemodynamic
PARAMEDIC CLINICAL PRACTICE PROTOCOLS SASKATCHEWAN COLLEGE OF PARAMEDICS



Page |14

parameters, level of consciousness, etc.

Paramedics are not required to perform every step within a protocol if a step is deemed
to be inappropriate for a particular patient. Although transport is listed as the last step,
the paramedic’s clinical judgment and patient condition should dictate when packaging
and transportation of the patient occurs.
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Version Controls

The version number is listed on the front of the manual. The College website has more
information about the version number.
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Policies
Intercepts

1. Members involved in an inter-facility transfer must ensure that the most
appropriately trained staff for the patient's clinical condition is available to
accompany the patient during transport. Follow the appropriate protocol for the
patient's clinical condition.

2. Anintercept may be indicated by the following:

a. Unexpectedly become unstable during an inter-facility transfer or are
being transported directly from the field to a health facility in an area
served by a higher level of service.

b. Members must be aware of the locations that offer a higher level of service
available. This includes ground ambulance, air medical services, and facilities.

c. When in a service area where a higher level of service is available, if the
patient's condition warrants a higher level of care or additional resources,
arrange an intercept. If unsure that an intercept would be of benefit to the
patient, the member should discuss the case with the service.

d. Patients who could benefit from include (but are not restricted to) those who
are:

i. undergoing CPR (artificial ventilation with or without chest compressions)
ii. inrespiratorydistress
iii. hypotensive
iv. having uncontrolled chest pain of suspected cardiacorigin
v. experiencing a grand mal seizure lasting longer than 5 minutes or
where repeated grand mal seizures have occurred without a
return of consciousness between seizures
vi. experiencing a decreased level of consciousness where
hypoglycemia or a narcotic overdose has not been ruledout
vii. experiencing an arrhythmia unless known to be benign;or
viii. imminent childbirth.

3. After the intercept the member with higher training has the following options:

a. Transfer the patient to their unit for transport. The referring member
must accompany the patient in the intercept unit to assist in patient
care.

Accompany the patient in the referring unit to the health care facility.

c. Return to his/her intercept unit and allow the referring unit to complete
the transport to the health care facility if it is determined that further
interventions are not required.

All crews will utilize extreme caution. Only stop in safe areas and pay
strict attention to traffic and road conditions.

4. All cases of intercept will be reviewed by both services involved to ensure
the intercept was appropriate.

5. Any case where an intercept was not carried out despite the presence of an
indication will be reviewed by the involved services and forwarded to the
SCoP and Ministry of Health.
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Clinical Trials

PPC Notification of Clinical Trials Involving Paramedic Clinical Services
Overview

Newer clinical treatment modalities including pharmacologic approaches and medical-device
technologies are rapidly being developed and may prove to have significant benefit/value to pre-
hospital settings. As such, opportunities for leading, coordinating, and participating in clinical trial
research initiatives may be identified by clinicalgroups.

PPC endeavors to encourage and support the furthering of clinical research knowledge through
local participation but needs to be informed by all paramedic clinicians or groups who plan to
participate in studies whereby there is impact or deviation on the routine use of established and
approved provincial protocols.

Paramedics either as individuals or groups must inform (through submission) the PPC of their
participation in research studies. A further expectation is that results gleaned from research
conducted that may impact current or future protocols be shared with PPC for consideration upon
completion of the research.

Submission to PPC

Any individual or group planning to participate or undertake a clinical research study whereby
provincial protocol(s) are impacted or deviation from established protocols is required must
submit an informational summary to the PPC committee for review by members at the next
upcoming meeting. If necessary, a representative may be asked to attend the next scheduled PPC
meeting as a guest to present and discuss implications with committee members as deemed
appropriate.

Whereby time is of essence for study enrollment of short-notice participation or when a PPC
meeting may not be scheduled to address the issue in a timely way, an expedited process may be
considered by chairpersons from SCoPand Saskatchewan Health to review thesubmission.

In the event where the clinical trial requires paramedics to deviate from their current scope of
practice, approval from the College of Physiciansand Surgeons is required.

All submissions to the PPC committee should follow a standardized format as outlined below and
be completed in full. Where components are deemed not relevant to the research participation
occurring, the submitting parties should indicate “notapplicable”.

Considerations and Role of PPC

It is NOT the role of PPC to approve participation however consideration by the committee on the
overall safety of patients, and the deviation from currently established protocols need to be
reviewed.
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There is no requirement for a new protocol to be developed to accommodate deviation in
protocols for the purpose of a study occurring. PPC needs to be aware and may determine that a
temporary or interim protocol is warranted, given the nature of the research study. Any
temporary/interim protocols would require approval from the College of Physicians and Surgeons.
In some cases, no temporary/interim protocol may beneeded.

A research study being undertaken does not automatically imply that a provincial protocol
currently in existence will be modified or changed as a result of the study being conducted.

Information to Include in Submission
Name of the Study or investigation and a brief overview (point-form) about the research being
undertaken as it applies to the working environment or paramedic clinicians:
- What is the study intervention proposed?
- What is the duration of the study?
- Approximately how many patients will be enrolled or studied?
- How will outcomes of patients or subjects be monitored for adverse events or
complications throughout the study’s timeframe?
- Briefly describe the additional training required by clinicians involved in participating in the
study.
- Is this a new drug or device not currently or commonly used in local clinical practice
settings? If so, describe.
- Ifitis a new entity, has it been approved by Health Canada for study?
- Name of principle investigators and groups most responsible for study management and
oversight.
- Whois the local physician most responsible for thestudy?
- Verification and description of ethical approval through particular groups (including
Hospital, Saskatchewan Health Authority or University ethics committees, etc.)
- If the study intervention required by paramedic groups or individuals requires a deviation
from provincial protocol, please describe what thisis?
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Communication Failure

In the event that a practitioner is out of communication range, or if contact with an
OLMC physician is not possible and all other alternate methods of communication have
been exhausted, the practitioner may go ahead with those procedures which are:

1. Necessary for emergency care of the patient.
2. Significant for the survival or well-being of the patient.

3. Deemed to be accepted standard of pre-hospital treatment in the Province of
Saskatchewan.

In the event of a communication failure (inability to discuss the case with OLMC) the
practitioner will complete a supplementary form as soon as possible. The OLMC
physician will then countersign the form only if he/she is satisfied that the following
criteria are met:

1. The communication failure wasgenuine.
2. The subsequent care provided was appropriate.
Copies of this form will be distributed as
follows:
1. Canary copy: Retained on healthrecords.
2. Pink copy: Forwarded to Emergency Health Services, Sask.Health.

3. White copy: Kept with the operator'srecords.

A photocopy of the white copy marked “Communication Failure” must be forwarded
immediately to:

Ministry of Health
Acute & Emergency
Services Branch 3475
Albert St.

Regina, SK S4S 6X6
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Conflict Between Health Care Providers

On occasion, disagreement may occur between paramedics, or another health care
professional (i.e. RN, RT, etc.). In these circumstances the following will take place:

1. Contact will be made with a physician where possible and further orders will
be obtained. This is essential to resolving disagreements regarding patient
care.

2. If a physician cannot be contacted:
a. The well-being of the patient must be the firstpriority.

b. The paramedic will not carry out any intervention that is outside their
scope of practice.

c. The health care professional with the highest level of training for that
medical condition (i.e.: if it is a cardiac patient and an ACLS provider)
will be responsible for the care of the patient.

d. The paramedic will document in detail the circumstances of the
disagreement and all steps that were taken to resolve it.

e. A copy of the PCR and other supporting documents will be
sent to the appropriate SHA Medical Advisor.

f. A paramedic can refuse to carry out any order from another health care
professional, including a physician, if the paramedic believes that carrying
out the order is not in the best interest of the patient.
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Conflict with Online Medical Control (OLMC)

When in the judgment of the PCP, ICP and/or ACP in the field, the medical orders issued
by an OLMC physician are contraindicated and/or are not in the best interest of patient
care, the PCP, ICP and/or ACP is to take the following action:

1. Inform OLMC of the conflict and request a change of orders.

2. Ifthe OLMCis unwilling to change the orders, the PCP, ICP and/or ACP should
revert to treatment under treatment not requiring OLMC and make an
immediate transportation decision.

3. The situation must be reported in writing, as soon as possible to the Medical
Advisor, as well as Ministry of Health. All copies of the incident reports and
patient care report forms must be forwarded to:

Ministry of Health

Acute and Emergency Services
Branch 3475 Albert Street
Regina,

Saskatchewan

S4S 6X6
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Controlled Substances

The Saskatchewan College of Paramedics (SCoP) has approved medication classifications to allow
for greater flexibility for the SHA’s Medical Oversight Team to determine the appropriate
medication for practitioners to administer. For most medications, limitations to their use are
based on the scope of practice for the licence level and the medication routes the specific licence
level can administer the medication by.

One exception to the SCoP medical classification approvals are those medications defined by The
Controlled Drugs and Substances Act. By default, medications listed under this federal legislation
cannot be carried, transported, or administered by any paramedic, regardless of their licence level.
Health Canada must grant an exemption to permit paramedics to carry and administer a
medication currently found within The Controlled Drugs and Substances Act. This exemption
clearly states which medications are approved and the work environments in which paramedics
can use these medications.

It is important to note that the exemption granted to Saskatchewan paramedics by Health Canada
does not speak to scope of practice. Scope of practice is determined by the SCoP as described in
the Clinical Practice Protocols. Paramedics are bound by their scope of practice, as defined within
the Clinical Practice Protocols regardless of the nature of an exemption granted by Health Canada.
The following exemptions for use of specific controlled substances have been granted to those
paramedics employed by an ambulance service/air ambulance service operator licensed under The
Ambulance Act.

The following licence levels are permitted to administer the following controlled substances.
Intermediate Care Paramedics (ICP):
* benzodiazepines: diazepam, lorazepam, and midazolam

Advanced Care Paramedics (ACP) and Critical Care Paramedics (CCP):
* benzodiazepines: diazepam, lorazepam, and midazolam.
e opioid narcotics: fentanyl, morphine, pethidine, hydromorphone.

¢ anesthetics: ketamine.

No other medications other than those listed above may be administered.
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Death in the Field

Coroners in the Province of Saskatchewan have two functions:
1. Toinvestigate the circumstances of a death when it is not certain if the death was a
result of natural causes; and
2. To determine whether any recommendations can be made to prevent similar deaths
in the future.

To assist the coroner in these duties the paramedic's duties are as follows:
a. For patients pronounced dead at the scene, with or without attempted
resuscitation:
Do not disturb the scene.
Call the local police, if not present.
d. Afterthe arrival of the local police, the responsibility to call a coroner rests with the
police officer(s).

o T

In the rare circumstance where the paramedic is attending a dead body and another call is
received, the paramedic will respond immediately to that call if it is deemed to be an emergency
by the dispatch.

Friends/relatives of the deceased must be informed of the reasons for the departure of the
paramedic, realizing that this will result in additional stress to those present. They must also be
reassured that arrangements will be made as soon as possible for transportation of the deceased.

The police, if not already at the scene, should also be notified of this situation as soon as possible.
It will be the decision of the paramedic, in conjunction with the coroner, police and dispatch (if
available), to determine if another unit should be dispatched to transport the body or if this can be
delayed until the original responding crew is available to carry out this task.

In the event that a paramedic has been called to the scene of a fatality, the provider, rather than
the coroner, will have the primary responsibility of pronouncing an individual deceased based on
criteria stated in this protocol.

Even if CPR has been initiated, patients may be pronounced dead in the field in the following
circumstances:
a. Injuries incompatible with life (i.e. decapitation, decomposition, incineration, rigor mortis,
postmortem lividity).
If the performance of CPR places the rescuer at personal risk of any type.
c. Patients with a physician signed Do Not Resuscitate (DNR) Orders or Advanced Care
Directives that include a DNR directive.
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Victims of blunt or penetrating trauma who have no vital signs on arrival of the EMS and
display no pupillary reflexes or who are in asystole.

Any traumatic cardiopulmonary arrest patient with a transport time to a health facility of
greater than 15 minutes from the time the arrest is identified.

Cardiac arrest patients who have had no resuscitation efforts for at least 15 minutes prior
to your arrival on scene (as measured from time of call received to your arrival) and who
are in asystole. (See Note Below)

Cardiac arrest patients who have failed to respond to basic resuscitation efforts for a
period of 30 minutes or full Advance Care Paramedic resuscitation efforts for a period of 20
minutes who are now in asystole or PEA. (See note below)

Drowning victims who are known to have been submerged longer than 60 minutes and are
in asystole.

Hypothermia victims whose chest is frozen and non-compliant.

The rescuers are exhausted and cannot continue or procedures cause significant delay in
evacuation of the patient with a core temperature of less than 30°C.

When a decision is made to pronounce death in the field under points f and g, the EMS
practitioner may consider contacting OLMC for consultation depending on the circumstances of
the situation and the patient’s past medical history. If the practitioner discontinues resuscitation
efforts, they should note the following:

- Time of death.

- Location at the time of death (land coordinates ifpossible).

- Patient’sidentity.

- Past medical history and circumstances leading up to patient’s death.
- The coroner and/or police should be notified.

Resuscitation efforts should not be withheld in trauma victims in cardiopulmonary arrest where
the mechanism of injury does not correlate with clinical condition thus suggesting a possible non-
traumatic cause of the arrest. These patients should have standard resuscitation initiated.

Exceptions:

- EMRs may pronounce death as outlined in points a, b, and c. If an EMR encounters a
death in the field from any other circumstance, resuscitation must continue. An
intercept (PCP or higher) should be requested and consultation with OLMC to
determine if resuscitation should be terminated. This consultation must be
documented thoroughly and accurately by the attendant.

- Drowning other than mentioned in point h above.

- Hypothermia patients other than mentioned in point i above. (See Hypothermia Patient
Care Plan)

- Known drug overdose patients have been documented to completely recover after
several hours of CPR. Therefore, these patients should undergo CPR (and ACP care, if
available), until arrival at a health care facility unless documented to be in asystole on a
cardiac monitor, in which case the resuscitation may be terminated if the above criteria
are met.
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Special Considerations:

If there is any doubt as to whether CPR should be started by EMRs, PCPs, and ICPs, provide CPR
until OLMC can be contacted for further orders.

If a patient meets the criteria for "Death in the Field," and foul play is suspected, it is essential that
the body and scene not be disturbed until the police/coroner authorize the removal of thebody.

CPR should be continued to the hospital in cases where it is known the patient wished to

participate in the organ donationprogram. OLMC consult may assist in identifying these patients
and help determine transport considerations.
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Destination and Bypass

Patients entering the Emergency Medical Services (EMS) system are entitled to safe,
appropriate and timely care. It is recognized that there are categories of patients who
will benefit from the bypass of a closer health care facility in order to more expediently
receive a higher level of care at a more distant facility.

Numerous scoring systems (i.e. Trauma Score, Revised Trauma Score, Pre-hospital
Index, etc.) have been developed based on objective physiological and anatomical
parameters in an attempt to determine which patients qualify under this bypass
category. Unfortunately, none of these scoring systems have been found to be
sufficiently accurate to be relied upon for this purpose.

Guidelines on this subject must recognize that due to the complexity of the pre-hospital
environment, the paramedic must make final decisions regarding the most appropriate
destination. The Ambulance Act of the Province of Saskatchewan states that in the
absence of a medical order from a physician, the paramedic will transport the patient
“to the nearest location where, in the opinion of the attendant, the medical attention
apparently required for the care of the patient is available.” It must be emphasized that
this may not be the health care facility that the patient has requested.

Therefore, the following guidelines have been developed to optimize the care
provided to patients within the EMS system:

1. All health care facilities within an EMS system must carry out an inventory of
their facility, including bed availability, human resources, including physicians,
nurses, and other health care providers, x- ray and laboratory capabilities and
other specialized equipment.

2. The health care facilities and EMS agency must have an agreement between
themselves regarding destination and bypass policy with provisions for
ongoing communication to ensure that this agreement is providing optimal
patient care.

Non-Emergency Patients (previously arranged)

Paramedics are frequently asked to undertake transportation of elective patients to a
physician's office or another health care facility. If, after assessment, the paramedic
feels that the patient's condition is more serious than expected and transport to a
physician's office or other health care facility is inappropriate, the paramedic will:
1. Contact a physician, preferably the sending physician, to arrange re-routing to
the closest appropriate health care facility. This should be done in a manner
that does not result in a delay in the transportation of an acutely ill patient (i.e.
while enroute to the closest appropriate health care facility).
2. Ifaphysician is not available, continue transport to the closest appropriate health care
facility; or
3. If the physician refuses to authorize re-routing to the closest appropriate health
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care facility, proceed to the physician's office or other prearranged health care
facility and document carefully.
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Health Care Directives

Introduction:

It is accepted that a patient has the right to accept or reject any treatment
recommended by a health care professional, including CPR. Unfortunately, in
circumstances where the patient has become incompetent, he or she is no longer able
to make their wishes known regarding treatment decisions. For this reason, Health Care
Directives have been developed. A Health Care Directive is a written document,
prepared by an individual, indicating the care that they wish to receive or not receive,
should they be in a situation where they cannot make their wishes known. In 1997, the
Government of Saskatchewan passed legislation governing Health Care Directives
entitled The Health Care Directives and Substitute Health Care Decision Makers Act (the
"Act").

The Act provides for two types of health care directives:

1. The first type gives specific direction to treatment providers as to the
treatments consented to or refused should the patient not have thecapacity
to make a health care decision.

2. The second type names another person (called a "proxy") to make health care
decisions on behalf of the patient, when the patient does not have the capacity
to make those decisions. Other terms that may be encountered for this
individual are healthcare/medical proxy or alternate decision maker.

A directive can also be a combination of both these types, including specific treatment
decisions for certain situations, as well as a proxy named for other health care
decisions. A Health Care Directive must be in writing, and is valid if the following criteria
are met:

1. The patient is 16 years of age or older, and is considered competent

2. The Health Care Directive is signed and dated by the patient. There is no
expiratory date on health care directives therefore renewal is not
required.

A Directive may be handwritten or typed, and a specific form is not required. It also does

not need to be witnessed. If a Health Care Directive, which directs treatment for pre-

hospital care, meets the above criteria, the paramedic must follow its directions unless:

1. There s an indication from a bystander (i.e. family member or friend) that the

patient cancelled the Health Care Directive. Directives can be cancelled orally, in
writing, or by destroying the document.

Example: A patient has a valid Health Care Directive refusing CPR, however, a family

member states that just prior to collapsing, the patient requested that CPR be

administered.

In these circumstances, the most recent information indicates that the patient wished

to undergo CPR, and therefore, CPR should be immediately started.
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2. The Directive does not clearly anticipate, and give direction as to the specific
circumstances, which exist. In such a case, the directive is to be used as guidance
to the wishes of the patient respecting proposedtreatment.

In a life-threatening situation do not delay treatment in order to locate a written
health care directive. Treatment should be started immediately as per the Paramedic
Clinical Practice Protocols unless a family member states that the patient did not wish
to be resuscitated. This request will be honoured, however it is essential that the
paramedic is satisfied as to the identity of the patient and family member. The
paramedic must document in as great a detail as possible what was said and by
whom.

Where a Health Care Directive appoints a proxy, the proxy is responsible for making
the treatment decisions on behalf of the incapacitated patient. In life threatening
situations, treatment should not be delayed in order to contact a proxy who is not
immediately available at the scene. Immediately initiate resuscitation as described in
the Paramedic Clinical Practice Protocols.

The Act specifically protects from legal action any health care worker who follows a
Health Care Directive, even if it results in death. It also provides protection where the
paramedic provided care contrary to the Health Care Directive because the existence of
the Directive was not known, it was reasonably believed that the Directive had been
revoked, or if the Directive was too vague to be followed.

If there are any doubts regarding the validity or intention of a health care directive,
follow the usual policy as stated in the Paramedic Clinical Practice Protocols.

If a Health Care Directive is not followed, document your reasons fully including
discussions with the family and health care professionals (i.e. telephone conversation
with a physician).

Every time a patient is encountered, ask the patient or family if a Health Care Directive
exists regarding the treatment of the patient, or appoint a proxy to make decisions on
the patient's behalf. If a Health Care Directive exists, attach it to the patient's PCR and
hand it over to the staff at the receiving health care facility.

In summary:
1. Always ask a patient (or relative if the patient cannot communicate) if there is a
written Health Care Directive.
Document the existence of a written Health Care Directive on the PCR.

Respect the Health Care Directive unless its directions are not clear, and/or
identity of the patient and family members cannot be substantiated.

4. Make the staff at the receiving health care facility aware of the existence of a Health
Care Directive.
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5. If you are unable to immediately locate a health care directive or proxy in
a life-threatening situation, initiate treatment and contact a physician for
advice as quickly aspossible.
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Load and Go

Patients with the following life-threatening conditions should be transported rapidly
with the on-scene time as short as possible:
1. Airway obstruction that cannot be quickly relieved by methods such as
abdominal thrusts, suction, forceps orintubation.
Cardiorespiratory arrest (except for ACP).
Shock or any condition that is likely to result in shock (i.e. bilateral fractured
femurs, fractured pelvis).
4. Head injury with unconsciousness, decreasing level of consciousness,
or where there is a penetrating wound to thehead (except for ACP).
Respiratory distress that is not immediately relieved by oxygen (except forACP).
Seizure activity lasting longer than fifteen minutes or where the

patient does not regain consciousness between repeated seizures
(except forACP).

Remember, a secondary survey should not be done on these patients at the scene as
this will result in a loss of valuable time as well as distract the attention of the
paramedic from the management of the life-threatening problem(s). The secondary
survey may be done enroute as long as it does not interfere with maintenance of the
airway, breathing, and circulation.

Note:

1. Whenin a service area where a higher level of care is available, if the
patient’s condition deteriorates, arrange anintercept.
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Medication Administration in Rare, Life-Threatening Conditions

More frequently, paramedics are encountering patients with unique or specialized
health care needs in life- threatening situations. These individuals may require
specialized medications not currently described within the Clinical Practice Protocol
Manual. In situations where a Paramedic (PCP or higher) is on scene and treatment
beyond the current scope of practice is indicated and the patient has the necessary
medication with them, the following steps may be taken:

1. The Paramedic on scene is responsible for performing a complete assessment
and determining if the medication is warranted. Members must be able to
demonstrate that they were aware of the risks of administering a medication
in this situation.

2. Since this is to be used in situations where rare medical conditions are
encountered, medical consultation must be obtained.

3. The medication administration should be in situations where it is
considered a critical, life-savingintervention.

4. Any instances where this policy is used must be reported to the College
within 30 days for review by the Paramedic Practice Committee (PPC). Any
instances where use of this policy is not reported to the College will be
referred to the Professional Conduct Committee for professional
misconduct.
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Medications by License

This chart references the medication classifications which can be administered by EMR’s and
Paramedics in Saskatchewan. This document is meant to be used as a reference. Different
medications may be used depending on the work environment of the paramedic (ie ground EMS,
facility). Practitioners should refer to the protocols to determine where or in what circumstances
medications can be administered. EMS based practitioners shall refer to the Saskatchewan Health
Authority for specific medication information.

Medications EMR PCP ICP ACP ccp
Opioid Antagonists Y (Naloxone)* Y Y Y Y
Anaesthetics N Y (Methoxyflurane) Y (Methoxyflurane) Y Y
Anticonvulsants N N N Y Y
Benzodiazepines** N N 2! 2! 2!
Antipsychotics N N N Y Y
Non-narcotic analgesics and Y (Acetaminophen, Y Y Y Y
Non-Steroidal Anti- Ibuprofen, and
Inflammatories (NSAIDs) Naproxen)
Opioid Analgesics N N N y? &
Paralytics N N N Y? Y
Adrenergic Antagonists N N N N Y
Cholinergic Agonists N N N N Y
Anticholinergic N Y (Ipratropium Y (Ipratropium Y Y
bromide) bromide)
Antihistamines N N N Y Y
Bronchodilators Y (Patient Assist Y Y Y Y
Salbutamol MDI Only)
Antihypertensive Agents N N N N Y
Cardiac Glycosides N N N N Y
Diuretics N N N Y Y
Sympathomimetics (ex. Y (Epi-pen) Y (Epi 1:1000) Y (Epi 1:1000) Y N
epinephrine, norepinephrine)
Sodium channel blockers (ex. N N N Y Y
Lidocaine)
Beta blockers N N N N Y
Potassium channel blockers N N N N Y
Calcium channel blocker N N N N Y
Adenosine N N N Y Y
Vasodilating Agents Y (Nitroglycerine) Y (Nitroglycerine) Y (Nitroglycerine) Y Y
Anticoagulants N N N Y Y
Thrombolytics N N N Y Y
Platelet Inhibitors Y (ASA) Y Y Y Y
Hemostatic Agents Y (topical) Y (topical) Y (topical) Y N
Antiemetics N Y Y Y Y
Oxytocic N Y Y Y Y
Tocolytics N N N N Y
Vitamin and Electrolyte N N N Y Y
Supplements
Glucose Y (oral) Y Y Y Y

1 As defined in the Controlled Drugs and Substances Act Section 56 Class Exemption for Saskatchewan.
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Hyperglycemic agent (ex. N Y Y Y Y
glucagon)

Insulin N N N N Y
Corticosteroid N N N Y Y
Glucocorticoids N N N Y Y
Antibiotics N N N Y Y
Immunizations*** N Y Y Y Y
Antivirals N N N Y Y
Alkalinizing agent N N N Y Y
Adsorbents Y (Activated charcoal) Y Y Y Y
Antidote (Hydroxocobalamin) Y (Amyl Nitrate) Y (Amyl Nitrate) Y (Amyl Nitrate) Y Y

*Medication names in brackets indicate the only medication in the classification that can be administered
by the practitioner.

**See Controlled Substances on page 22 of the Clinical Practice Protocols.
***primary Health determines the vaccines that can be administered by paramedics.
Approved medication routes are found in the Clinical Practice Protocol manual, Drug Administration.

See the Interfacility Transfer of Patients Receiving Medication for additional medications which can be
monitored by paramedics.
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Palliative Care Deaths

Palliative care patients are defined as those individuals who are suffering from a
terminal illness in which there is a high probability of death within a matter of days or
months. This would include patients with end-stage cancer, neurological diseases,
cardiac or pulmonary diseases, AIDS or other fatal systemic diseases.

These patients are under the supervision of a physician and are seen on a regular basis
by the physician, a home care or palliative care nurse.

EMRs and paramedics will encounter these patients in the normal course of their
duties. When a patient as defined above dies in a private residence or a nursing
home and the death is expected, the following procedure may be followed:
1. The EMR/paramedic may pronounce death. In the event that the
patient’s physician or attending nurse is not present, the physician shall
be contacted and informed of thedeath.
2. The EMR/paramedic may authorize removal of the body to the funeral home of
the family's choice or as per the palliative care plan.
3. Itis not necessary for the family, physician, nurse, EMR or paramedics to
contact the coroner or the police. (SeeNote)

Note:

In the event that there is any evidence that the death was not due to terminal illness,
there remains the responsibility to contact the coroner and the police. EMRs and
paramedics will treat this as any other unexpected death and the coroner and police will
be contacted.
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Physician / Medical Consultation

Medical consultation can be defined as a discussion between two health care providers
about diagnosis or treatment of a particular patient. These discussions are used to
develop better patient conversations around patient care. Consultation can be used, and
is encouraged, in situations where the paramedic requires clarification, consultation or
other guidance involving patient care. This can be part of the paramedic’s effort to
maintain professional knowledge or may be due to the needs of a particular patient.
Consultation is part of the Code of Conduct which paramedics should “provide care
within the member’s ability, seeking consultation where necessary...”

Paramedics should consult, cooperate or clarify with physicians to the extent
necessary to serve the best interests of the patient.[1]

1. Committee on Ethics,(May 2007). American College of Gynecologists. Seeking and giving consultation. Retrieved
from https://www.acog.org/-/media/Committee-Opinions/Committee-on-
Ethics/c0365.pdf?dmc=1&ts=20180208T1913582886
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Physician on Scene

1. If the patient's private physician is present and assumes responsibility for the
patient's care, the paramedic should defer to the orders of the private
physician. The care provider should notify dispatch that the patient’s personal
physician is on scene and is assuming responsibility for the patient’s care and
at what time this occurred. Dispatch should record this as an extra part of the
time record. The paramedic's responsibility for the patient’s care continues at
any time the physician is no longer in attendance and regular channels for
OLMC should be used at that time.

2. If anintervening physician is present and OLMC does not exist, the paramedic
should relinquish responsibility for patient management to that physician. The
physician must demonstrate willingness to assume responsibility, document
interventions and sign the Patient Care Report (PCR) form. When these
conditions exist, the paramedic should defer to the wishes of the physician on
scene. If the treatment at the scene needs to differ from that outlined in
approved protocol, the physician should agree in advance to accompany the
patient to the health care facility. The paramedic must ensure documentation
demonstrates the physician, their credentials, and the care
requested/provided by the physician.

3. If anintervening physician is present, and OLMC exists, the physician is
ultimately responsible. Responsibility for the immediate continuing care of the
patient will be decided by communication between the two physicians. The
paramedic will then be informed by the OLMC as to their decision.

4. |If there is any disagreement between the intervening physician and the OLMC,
the paramedic should take orders from the OLMC and place the intervening
physician in contact with the OLMC. The OLMC has the option of managing the
case entirely, working with the intervening physician, or allowing him/her to
assume responsibility.

5. Inthe event that the intervening physician assumes responsibility, all orders to
the paramedic should be repeated over the radio for purposes of recording. The
intervening physician should document his/her intervention and sign the PCR.
The decision of the intervening physician to accompany the patient to the health
care facility should be made in consultation with the OLMC.
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Protocol Development

The College frequently receives requests to include a new medication or intervention
into the protocol manual. Historically, the PPC was more of a working group and with
the assistance of resources from the Ministry of Health (MOH) had much more of a
hands-on role with protocol development.

As part of preparing for the scope of practice transition to the College, it is imperative
that members have the capacity to bring evidence-based suggestions forward along with
the proper supporting documents for their suggestions to be considered. Rather than
the MOH or SCoP putting resources into developing protocols, our resources will focus
on providing members with the necessary tools to develop and submit protocols to PPC.
When a protocol isn’t as effective as expected, it is often because context can be lost
when the person writing the protocol isn’t the person who is proposing it.

Evidence-based medicine integrates clinical expertise, patient values, and the best
research evidence into the decision-making process for patient care.

Considered one of the leading experts on evidence-based medicine, Dr. David Sackett
defines one of the most widely accepted definitions as “the conscientious, explicit, and
judicious use of current best evidence in making decisions about the care of individual
patients. The practice of [EBM] means integrating individual clinical expertise with the
best available external clinical evidence from systematic research.”

There are many opinions on exactly what constitutes evidence. Jules Rothstein wrote
“...evidence is not faith or tradition. Evidence is viable finding from research, not
theories underlying practice. Evidence is data that shows whether treatments make a
meaningful difference. Evidence is what is published in credible and respected journals.”

Be skeptical of the evidence however, even when articles are published in reputable
journals. As Drummond Rennie, former deputy editor of JAMA, tells us there is “No
study too fragmented, no hypothesis too trivial, no literature citation too biased or too
egotistical, no design too warped, no methodology too bungled, no presentation of
results too inaccurate, and too contradictory, no analysis too self-serving, no argument
too circular, no conclusion to trifling or too unjustified, and no grammar and syntax

too offensive for a paper to end up in print."1

Caution must be used not to exercise flexibility by only considering evidence of the
highest value. Often you may find that expert opinion is all that is available or that some
circumstances cannot be investigated with study designs that achieve the highest level
of evidence standard.

When creating patient care guidelines, consistency is important in order to achieve
consensus. The following steps should be used when presenting changes to the existing
protocols:

1. Start with the patient
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A clinical problem / question arising from the care of the patient.

2. What is the question?

Construct a well-built question derived from the case. The mnemonic PICO helps
identify components of a well-constructed question:

P (Patient or Problem) — describe the group of patients and their most
important characteristics.

I (Intervention, prognostic factor, or exposure) — which one are you
considering and what do you want to do for the patient (administer a
drug, perform a test, perform a procedure). What factors will influence
the decision?

C (Comparison) — main alternatives to compare with proposed
intervention. Are you trying to decide between two drugs etc.?

0 (Outcomes) — What do you hope to accomplish/improve/affect?

3. Literature Search

List your sources searched (i.e.: Medline, Cochrane, Ovid, Science Direct) and keywords
used in search (i.e. spinal injury, c-collar, backboards).

4. Evaluate and Assess the Evidence

In order to concisely characterize and communicate information in this document, it is
imperative that an explicit approach is utilized so that it is easily understood, and
subsequently ensures our members make well-informed decisions when providing
patient care. There are numerous methods available to us for evaluating levels of
evidence and the strength of the recommendations.

Each method has its own strengths and shortcomings.

a. Determine the Level of Evidence

Levels of Evidence

1A Systematic Review of Randomized Controlled
1B RCTs with Narrow Confidence Intervals
1C All or None Case Series

2A Systematic Review Cohort Studies
2B Cohort Study / Low Quality RCT

3A Outcomes Research

3B Case-controlled Study

4 Case Series, Poor Cohort Case Controlled
5 Expert Opinion
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b. Determine the Class of Evidence (adopted from the ACC/AHA Clinical Practice

Guidelines)

Class of Recommendation

Class |

conditions for which there is evidence and/or

general agreement that a given procedure or
treatment is useful and effective

Class Il

conditions for which there is conflicting evidence

and/or a divergence of opinion about the
usefulness / efficacy of a procedure or treatment

Class lla

Class llb

evidence/opinion

weight of evidence/opinion is in favor of
usefulness/efficacy
usefulness/efficacy is less well established by

Class Il

conditions for which there is evidence and/or general

agreement that the procedure/treatment is not
useful/effective and in some cases may be harmful

c. Complete the Evidence EvaluationTool:

Reference Journal Title Purpose Results Class of . Level of
Recommendation Evidence
Hoffman N Validity of a To In summary, study 2A lla
JR et al EnglJ set of clinical determine  confirms the validity
Med criteria to if following  of a decision
2000; rule out a set of instrument based on
343:94- injurytothe criteriacan five clinical criteria
99 cervical spine effectively  for identifying, with a
in patients eliminate high degree of
with blunt the need confidence, patients
trauma. to with blunt trauma
immobilize  who have an
blunt extremely low
trauma probability of having
patients sustained injury to

the cervical spine.
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5. Summary of Consultation

Consultation is a critical piece that is often not given the consideration it
needs. The time to address potential tensions between a protocol and
areas of the system that may be affected by a protocol is well in advance
of implementation of a protocol. In order to be considered at PPC, you
must demonstrate that stakeholders have been consulted, and provide
their comments as part of your submission. Examples of consultation
may include physicians, nurses, other regulated health care
professionals, and educational institutes.

This needs to include feedback that supports the proposal, and feedback that is
opposed.

6. Protocols Impacted

Proposals need to articulate all areas of the document that will require
change if the proposal is approved.

7. Training Requirements
Using the core training requirements framework on the SCoP website.

Describe what training would be required to ensure members are
competent to perform the skill being proposed.

8. Impact Analysis (Operational and TrainingCosts).

Clearly outline the estimated costs associated with not only the initial
training (including wages, teaching material, instructor costs etc.),
costs to purchase and maintain equipment needed to perform the
skill, and costs associated with ensuring ongoing competency.

9. Assessment of merit against thecriteria

This is where the argument is made that the proposal is not only effective,
but efficient as well. It needs to demonstrate that the proposal is not cost
prohibited. While it is difficult to put a value on a life, we live in a world
where there is a ceiling on the amount of resources put in to delivering
health care. The return on investment must be clearly articulated.

There is an electronic evidence assessment tool on the SCoP website that can be
used to submit the above information to PPC. Proposals must be submitted to the
College one month prior to a PPC meeting. Proposals that are not complete will
not be added to the agenda.
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Protocol Deviation

Section 23 of The Paramedics Act provides the legislated framework for practicing

members of the Saskatchewan College of Paramedics stating:
A practicing member who provides an emergency treatment or
administers a medication must do so in accordance with any protocols
respecting the provision of emergency treatment or administration of
medication by a paramedic, an emergency medical technician or an
emergency medical responder that are approved by the College of
Physicians and Surgeons of Saskatchewan.

Stedman’s Medical Dictionary defines protocol as “the plan for a course of
medical treatment or for a scientific experiment.” The Saskatchewan Paramedic
Clinical Practice Protocols manual consists of a number of categories that
collectively provides a guideline of the standard of care, practice, actions, and
procedures to be followed by our members in the province of Saskatchewan.
These protocols set a standard of care established by PPC and require approval by
the Saskatchewan College of Paramedics and The College of Physicians and
Surgeons of Saskatchewan. PPC consists of a panel of emergency medical
advisors, emergency medical professionals, employers, regulators, research and
training experts that meet a minimum of twice a year.

It is not reasonable to expect any single document to cover all situations where
members may make an assessment that indicates a deviation from the protocols
may be necessary. These guidelines are not meant to be absolute treatment
doctrines, nor are they a substitute for the judgment and experience of the
provider. The guidelines should have sufficient flexibility to meet the needs of
complex cases. Members are expected to utilize their best clinical judgment and
deliver care and procedures according to what is reasonable and prudent for
specific situations. Under rare circumstances, deviation may be necessary.

Deviation from protocol should always be done with both the public’s and
patient’s best interest in mind and backed by documented clinical reasoning and
judgment. In circumstances where it would not cause further harm and the
member believes a patient may clinically benefit from an intervention, or that
following the protocol would be harmful or not in the best interest of the patient,
the following procedure should be followed:

1. The paramedic on scene is responsible for performing a complete
assessment and determining if protocol deviation is warranted.
Members must be able to demonstrate that they were aware of, and
considered the guidance provided in this manual, and understood the
risks associated with deviating from protocol.

2. When considering a protocol deviation, a peer with the appropriate

level of expertise should be consulted (if available) or another expert
member of the medical team should be sought to seek clarification and
to discuss and consider all options. The Medical Profession Act, 1981,
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does not authorize physicians to delegate activities that are within the
scope of medical practice to a non- physician, this protocol describes
the circumstances in which paramedics may deviate from standard
protocols, based in part, upon a physician’s authorization to do so.

3. ONLY if a member is comfortable performing the deviation; and treatment
is consistent with their level of training; may they proceed with the
deviation. Documentation must include the reasons for the deviation, all
clinical data validating safety, mitigating risk, and the response/effects.
The member must advise the receiving physician of the deviation and
document it clearly on the patient care report. In all cases, members are
expected to deliver care within the scope of practice for their licenselevel.

4. Any protocol deviations will be automatically reported to the Medical
Advisor and SCoP within 30 days. This serves as a safeguard to remind
members that protocol deviations are considered a rare necessity. All
deviations are subject to review to determine whether or not it was
appropriate. Deviations not reported to the College, will be investigated
by the Professional Conduct Committee for member professional
misconduct.

5. SCoP will report all protocol deviations to PPC to determine if a new protocol is
warranted.

PARAMEDIC CLINICAL PRACTICE PROTOCOLS SASKATCHEWAN COLLEGE OF PARAMEDICS




Page |45

Public Access AED

External Defibrillators (AED) that accurately analyze cardiac rhythms and when
appropriate, advise or deliver electrical counter shock therapy have been in use
for some time by emergency responders in Saskatchewan. The AED, when used
by these responders, has on occasion, proved to be an essential link in the “chain
of survival”. The extension of the AED for use by the public through “public access
defibrillation” (PAD) programs, or use by non-medical personnel with minimal
training (i.e. security guards, hotel staff, first-aid trained staff) appears to be a
logical next step in the chain of survival; however, public access defibrillation
poses unique challenges in ensuring that both the training and the process under
which the programs are set up and delivered meets a standard that can be
considered to provide safety for the public.

Electrical defibrillation by persons not charging a fee for the service is not
defined as a “medical act” in Saskatchewan; however, it is a recognized
treatment modality within the health care system. Therefore, the Ministry of
Health is recommending that persons seeking to place these devices in public
venues may choose to follow a process prior to purchase and placement.

Recommendation:

1. Prior toinitiation of training, the organization contracting for the training
may choose to advise the local Health Authority by letter of their intent
to be a site that provides public access AED.

2. Asthere are a number of agencies that provide AED training, sites need
to ensure the training they receive in the use of these devices is
compliant with the Canadian Heart and Stroke Foundation guidelines at
both the instructor and provider levels.

3. When purchasing an AED, you must ensure that it is Canadian
Standards Association (CSA) approved for use in Canada.

4. As a part of protecting you against liability, a quality assurance process
should be established that allows for:

a. A process of ongoing review of the use of the device to
ensure those responsible for responding with the device
retain the skills required for use of the AED.

b. A recognized process of recertification.

5. When EMS arrives on scene and at the patient’s side, they assume all
responsibility for patient care and as such all other rescuers come under
the direction of the EMScrew.

a. Asthere are risks associated with the use of the AED, the agency
implementing “public access AED” should ensure that they have
proper liability insurance in place to cover their staff and save
them harm from any legal action.
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There should be a process for Critical Incident Stress Debriefing (CISD) available to
anyone responding and using the AED.
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Refusal of Care

Non-transport of patients because of refusal of care is a common occurrence.
While patients have the right to refuse medical evaluation and/or treatment, it
is incumbent on the care provider to first ensure the following:

1. The patient must be orientated to person, place, and time.

2. There must be no signs of significant impairment due to alcohol, drugs,
mental or organic illness, (i.e., ataxia or slurred speech).

3. The patient must have a reasonable understanding of the provisional
diagnosis and the risks of refusing treatment.

4. The patient understands the instructions given him/her, or any
responsible family member or friend who is present understands a
reasonable plan of action should his/her condition deteriorate and how
to activate the EMS system if wishing to seek medical evaluation and
transportation. The patient must also be encouraged to seek medical
follow-up.

In addition to the above information being carefully documented on the PCR form,
the following should also be documented:

1. Patient name when possible toobtain.

Date, time and location of theresponse.

Vital signs if the patient allows it during their assessment.
Mental status including orientation to person, place and time.
The names of any witnesses to therefusal.

o vk~ wnN

The reason for refusal.

It has been accurately stated that the care provider must use creativity and
compromise to persuade patients to co-operate with further evaluation,
management, and transportation.

Patients under the age of eighteen years unless considered an emancipated
minor (living away from home and self-sufficient from their parents) should be
encouraged to receive treatment. It should be noted that patients under the age
of 18 years who can comprehend their condition and the risk of refusing
treatment could refuse care.

Some patients must be transported even if they meet all the criteria for discharge
in the field. These patients include the following:

1. Patients who are a danger to themselves or others.

2. Victims of child abuse if there is the potential for further abuse.
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Another group of patients who do not undergo transportation are those where
the paramedic and patient agree that transportation is not required. It must be
stressed that when any doubt exists regarding transportation of a patient, the
pre-hospital care provider should err on the side of safety and undertake
transportation if possible. Patients who are not transported should always be
advised to seek medical attention through their family physician or the nearest
hospital, as indicated by their circumstances.
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Procedures
Airway Management (Bag Valve Mask)

Purpose Affected Protocols
Allows positive airway pressure to be applied to any
patient not ventilating properly

Equipment Registration Levels Authorized:
Personal Protective Equipment (PPE) Emergency Medical Responder
Bag Valve Mask Resuscitator Primary Care Paramedic
Viral Filter Intermediate Care Paramedic
Suction
Technique
1.  PPE.
2. Choose appropriately sized mask ensuring a tight seal covering the patient’s mouth and nose.
3. Suction airway and remove obstructions ensuring airway is patent.
4. Ensure viral filter is attached to BVM circuit directly above mask/device.
5. Ideally two people should be used to provide ventilation. One to maintain a seal of the mask and the

other to control the bag and provide ventilations.

6. Two opposing c-shapes using the thumbs and index fingers should be performed while applying pressure to
provide a seal around the mouth and nose. Wrap the remaining fingers around the jaw pulling upwards to
assist in opening the airway further. Other methods may be used, emphasis on proper seal and airway

positioning must be prioritized.
7. Squeeze the bag at the appropriate rate for the patient.
8.  Observe for mist on the mask and expansion of the chest wall.

9. Ifavailable, consider using SP02 and EtC02 to determine effectiveness of ventilation.

Indications
1.  Apneic patients.
2. Patients whose respiratory rates are too slow to provide adequate tidal volume.

3. Patients whose respiratory rates are too fast to provide adequate tidal volume.

Contraindications

Precautions

Special Notes

1. Mastery of basic airway skills is paramount to the successful management of a patient with respiratory
compromise.

2. Ventilation will only be effective if airway is patent.

3. PCP, ICP, and ACP may use a PEEP Valve to increase effectiveness of ventilations after approved training
has been completed.

4. Proper use of the BVM includes appropriate mask selection and positioning to ensure a good seal. If possible,
BVM is best accomplished with two people: one person using both hands to seal the mask and position the
airway, while the other person provides ventilation. If the patient has respiratory effort, synchronize
ventilations with the patient’s own inhalation effort.
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Airway Management (Endotracheal Intubation)

Purpose Affected Protocols
Provide airway patency by visualizing and inserting an
advanced airway through the oropharynx into the trachea

Equipment

PPE (Gloves, gown, goggles/face-shield, mask/respirator)
Endotracheal tubes(s)

Direct and/or video laryngoscope

Stylet and/or Bougie

10ml syringe (saline for air medevac)

Tube securement device

Suction Device

Bag-Valve-Mask Resuscitator with PEEP and viral filter
Monitoring devices (ECG, ETCO2, Sp02, NiBP)

Technique

1. Ensure ETlis indicated and in the best interest of the patient and immediate situation.

2. Don appropriate PPE.

3. Optimize airway and ventilation by BLS measures ensuring patency and RAMP position (ear-to-sternal notch)

while preoxygenating patient whenever possible. Consider purge flow nasal cannula, 2 person BVM, etc.

4. Assemble equipment including cardiac monitor, suction, capnography, oximetry, alternative airway devices,

and medications required to maintain ventilation and perfusion.

5. Intubate patient exceeding no more than 3 attempts before switching to alternate airway device. Each
attempt must emphasize successful intubation utilizing all means available. (RAMP position, bougie, video
laryngoscope, additional ALS support)le equipment including cardiac monitor, suction, oximeter and
alternative airway devices.

Intubate patient.

Verify placement of ETT by visual passing of cords, the 5-point check and ETG02 waveform

Inflate cuff and secure ETT recording depth, ETT diameter and any complications.

Reconfirm and document the ETT placement after every major movement, patient status change or change
in vital signs.

Indications

1. Respiratorycompromise due to deteriorating airway/ventilation patency. Examples include- anaphylaxis,

airway burns, status asthmaticus, airway/upper Gl hemorrhage, etc.

2. Altered mental status with airway compromise.

3. Patients requiring sustained positive pressure ventilation by manual/mechanical means.

Registration Levels Authorized:

RORCORSC

Contraindications
1. Airway and ventilation supported adequately using BLS measures and not requiring ALS airway interventions.
2. Reversible cause of respiratory compromise with immediate response to treatment.

Precautions

1. Caution should be taken for patient with a known or suspected difficult airway requiring specialized care.
Examples include muscle rigidity/trismus, limited mandibular/nuchal mobility, malformed and/or traumatized
neck and facial anatomy, airway edema, etc.

2. Endotracheal intubation is not to be considered an initial airway procedure by paramedics in most situations.
All efforts should be made to maintain airway patency with BLS measures prior to determining the need for
intubation.

3. |If transport times are short and if the airway is expected to be difficult, the paramedic may consider
maintaining BLS measures until reaching a facility for further resources and assistance in this procedure.
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Special Notes

1. Mastery of basic airway skills is paramount to the successful management of a patient with respiratory
compromise.

2. Patients requiring endotracheal intubation must have oxygenation, ventilation and perfusion
optimized prior the intubation procedure. It is recommended that predetermined perfusion
and oxygenation targets be established prior intubation process. An alternate airway plan
should be considered if these values cannot be met.

e Sp02->=93%

e  ETCO2- 35-45mmHg (In suspected acidotic states like DKA, target patient’s
endogenous value prior intubation)

e MAP-65-70mmHg and/or Systolic BP-90-100mmHg (Caution in herniation syndrome,
target 20mmHg greater for MAP and/or Systolic BP)

3. Patients with low levels of consciousness have been known to have recollection of events. For
this reason, in patients with any degree of responsiveness drug assisted intubation procedures
should be considered. See Airway Management-Medication Facilitated Intubation.

4. The paramedic should consider if the use of Continuous Positive Airway Pressure (CPAP) would be a benefit
to the patient. CPAP has been shown to be effective in preventing intubation and decreasing mortality in
properly selected patients with acute respiratory failure.

5. Consider the use of a PEEP Valve to increase effectiveness of respiration.

6. If a patient is identified as high risk, OLMC consult prior procedure in encouraged.
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Airway Management (Magill Forceps)
Purpose Affected Protocols
Removal of airway obstructions unrelieved by
abdominal or chest thrust

Registration Levels Authorized:

Equipment
Suction
Laryngoscope
Magill Forceps

Technique

Choose appropriate size of equipment based on patient’ssize.
Assemble laryngoscope.

Position patient’s head in the sniffingposition.

Hold on to laryngoscope using your lefthand.

Insert blade into the right side of the mouth, displacing the tongue to the left.
Visualize the obstruction.

Holding the Magill forceps in the right hand, remove the obstruction.
Visual airway for any other obstructions.

Once obstruction is removed, assess for adequate air exchange.
Assist with ventilation asnecessary.

BSOQONQ\SJ"PWN!—‘

Indications
1. Complete airwayobstruction.

Contraindications

Precautions

Special Notes
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Airway Management (Medicated Facilitated Intubation)
Purpose Affected Protocols

To facilitate endotracheal intubation in responsive
patients by administering sedative and/or analgesia
medications to secure the airway.

Equipment Registration Levels Authorized:

See Airway Management (Endotracheal Intubation)

Patent intravascular/osseous site (minimum 2 preferred)
Induction medications (pre-drawn, labelled with
repeat/maintenance doses available)

Perfusion support medications (inotropes/vasopressors)
IV infusion pump

Technique
1. Ensure ETl is indicated and in the best interest of the patient and the immediate situation. Consider OLMC
consultation to assist in determining this.
2. Don appropriate PPE.
3. Optimize airway and ventilation support by BLS means including RAMP positioning (ear-to-sternal notch), 2-
person BVM usage, and high flow pre-oxygenation strategies.
4.  Evaluate difficult intubation using a scoring system such as the Intubation Difficulty Score (L-E-O-N). If patient
is presumed to be a difficult intubation, caution in this procedure is advised.
5. Prepare equipment for intubation. This includes various ETT sizes, bougie/stylet, alternate airway device,
video laryngoscope and additional ALS support when possible.
6. If clinically indicated, consider administering anticholinergic (e.g. atropine), titrate to affect.
7. Ifclinically indicated, consider administering sedative, titrate to affect.
8. If clinically indicated, consider administering analgesic/anesthetic, titrate to affect.
9. Intubate patient once appropriately sedate, confirm placement and secure the ETT. It is recommended that
no more than 3 attempts be made before considering alternate airway insertion.
10. Evaluate ventilatory strategy required for specific patient needs.
11. Maintain sedation/analgesia as needed.
12. Optimize patient ventilation, oxygenation and perfusion as required.
13. Document procedure including medications administered, doses, ETT depth, ETT
diameter, complications, and any OLMC consultation prior.
Indications
1. Immediate need to correct a severely compromised airway in a responsive patient and basic airway
procedures/maneuvers are ineffective.
2. Impending respiratory arrest in a responsive patient in which basic airway maneuvers are ineffective.
Contraindications
1. Noted muscular rigidity and trismus. These patient are candidates for paralytic administration to allow for ETI
success. OLMC should be consulted in this situation.
2. Airway effectively supported by basic airway measures. This includes OPA/NPA, RAMP position, 2-person
BVM application, supraglottic airway insertion.

Precautions

1. All efforts to optimize oxygenation, ventilation and perfusion must be taken prior to ETI attempts.

2. A common mistake is not allowing adequate time for sedation to take effect. The same timelines apply as
they do for a routine intubation: the procedure should not be rushed; it should be a careful and
controlled technique.

3. The actual intubation should take no longer than 15-20 seconds to complete. If the visualization is difficult,
stop and re-ventilate/oxygenate before trying again. Following 3 unsuccessful intubation attempts, a
rescue airway device should be considered.
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Special Notes

1. Each application and/or attempt of the MFI portion of this protocol is subject to an internal
agency/service/practitioner audit report. This is subsequently supplied to the SHA Clinical
Care, Quality Assurance and Education Division respecting HIPA guidelines within 30 days of
application and/or attempt.

2. Only after basic procedures are deemed either inappropriate or have proven to be inadequate
should more advanced methods be used. Medicated Facilitated Intubation (MFI) is a process of
pharmacological interventions provided prior to endotracheal intubation with the goal of
increasing the likelihood of success while minimizing complications.

3.  Allintubated patients must have tube placement confirmed and documented using clinical criteria
such as visual passing of cords, 5-point auscultation, and capnography monitoring.

4.  Arescue airway is defined as an alternate airway (Supraglottic) to be used when intubation attempts fail.
Rescue airways should only be considered in circumstances where BVM ventilation proves inadequate or
there is an immediate compromise of theairway.

5. Evaluate the need to maintain sedation and analgesia/anesthesia during transport. Clinical indications for
continued sedation may be unexplained hypertension and tachycardia, curare cleft on capnograph
waveform, lacrimation, and patient response to stimulus. Administration of a sedative and/or analgesic
may be given and titrated slowly to effect if the blood pressure allows. If necessary, sedation
maintenance may also be used on patients that did not initially require medication to facilitate the
intubation (i.e. cardiac arrest patients).

6. Each patient may present unique challenges to airway management. Before any intervention is attempted,
the paramedic should contemplate a plan of action that addresses the needs of the patient, any potential
complications, and how to manage these complications.

7. ETlin hemodynamically unstable patients have been shown to cause further compromise and potential
mortality in prehospital patients. All efforts to support perfusion, oxygenation, and ventilation must be taken
to optimize these factors prior all ETI attempts and must be monitored/supported after completion of this
procedure.

8. Airway management is a continuum of interventions, not an “all or none” treatment. Some patients may
only need airway positioning to achieve adequate ventilation and oxygenation. Others will require more
invasive procedures. The paramedic should choose the least invasive method that can be employed to
achieve adequate ventilation and oxygenation and should only be performed when the benefits of
performing the procedure outweigh the potential risk to the patient.

9. Pediatric airway management in the prehospital care setting is controversial, and there is evidence that
prehospital intubation of the pediatric patient does not contribute to improved patient outcomes. As
such, pediatric intubation should be deferred whenever possible, unless the patient’s airway has an
immediate risk of being compromised or that ventilation/oxygenation cannot be maintained by using
less invasive measures.

10. Itis recommended that paramedics use an organized checklist to ensure treatment plan compliance in
high-risk procedures such as MFI. It is encouraged that paramedics develop this within their respective
workplaces if these have not yet been implemented.
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Airway Management (Nasal Pharyngeal Airways)
Purpose Affected Protocols
Used as an alternative to an oral pharyngeal airway.
Provides a conduit for airflow between the nares and
the pharynx.

Equipment Registration Levels Authorized:

PPE Emergency Medical Responder

Nasal Pharyngeal Airways - -

Bag Valve Mask Resuscitator

Suction Intermediate Care Paramedic

Technique

1. PPE.

2. Measure NPA from the nostril to theearlobe.

3. Ensure circumference of the NPA is appropriate for size of nares.

4. Lubricate with a water-basedlubricant.

5. Insert NPA into the right nares ensuring the bevel is towards the septum.

6. Insert slowly until it comes to rest on the nostril.

7. If resistance is felt, rotate slightly but do not force. Try other naresif necessary.
Indications

1. Basic airway management for upper airway obstruction.

2. Can be considered when patient with an intact gag reflex will not toleratean OPA.

3. Trismus.

4. Massive trauma around the mouth.

5. Wiring of the jaw.

Contraindications
1. Head trauma may allow insertion of the NPA into the cranial cavity.

Precautions
1. Improperly sized NPAs can cause trauma to the airway causing bleeding into the pharynx.

2. May cause aspiration orvomiting.
Special Notes
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Airway Management (Oral Pharyngeal Airways)

Purpose Affected Protocols
Adjunct from basic airway management

Equipment Registration Levels Authorized:
Personal Protective Equipment (PPE) Emergency Medical Responder
Bag Valve Mask Resuscitator Primary Care Paramedic
Suction Intermediate Care Paramedic
Oral Pharyngeal Airways (OPA)
Technique

1 PPE.

2. Clear mouth of secretions, blood, or vomit using a suction device.
3. Select appropriate size OPA, measuring from the corner of the mouth to the ear lobe.
4. Insert OPA with the tip towards the palate without pushing the tongue posteriorly using a cross finger

technique.
5. When tip approaches the posterior wall of the pharynx, rotate the OPA 180 degrees.
Indications

1. Patient s at risk of developing airway obstruction from the- tongue.
2. Used to keep the airway open during bag valve mask ventilation.
3. Unconscious patients.
Contraindications
1. Intact gagreflex.

Precautions

Special Notes
1. If the patient cannot tolerate, remove by pulling directly out of the mouth towards the patient’s chin.

2. Avoid inserting the OPA with the tip towards the palate in children to avoid damaging the soft tissue.
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Airway Management (Supraglottic Airways)

Purpose Affected Protocols
Supraglottic airways are used for the non-definitive
management of the airway. They are alternatives to
tracheal intubation or mask ventilation. These devices
offer the ability to provide positive-pressure ventilation,
thus allowing maximum versatility as an airway
management tool.

Equipment Registration Levels Authorized:
Personal Protective Equipment (PPE)
Correct size airways

Syringe(s) based on type

BVM Intermediate Care Paramedic
SpO2 Monitor
Lubricant

Suction equipment

Primary Care Paramedic

Technique
1. Attach pulse oximeter and monitor oxygen saturation.
2. If vomitus, blood or other foreign material is present in the hypopharynx, rapid and aggressive suctioning
and/or manual removal must be done prior to attempting insertion of the supraglottic airway.
Ventilate patient with bag-valve-mask (BVM) prior to insertion of the airway.
Refer to the manufacturer recommendations for proper sizing of the device.
Utilize a water-soluble lubricant as recommended by the manufacturer.
Place patient’s head into a “sniffing” position.
a. Incases of suspected or potential cervical spine injury, place the patient’s head in a neutral position.
b. For obese patients, elevation of the shoulders and upper back may be required to achieve
“sniffing position”.
7. Once airway is inserted, attach bag-valve device with supplemental oxygen to connector. Begin gently
bagging the patient to assess ventilation.
8. Listen for lung sounds in both lateral lung fields and over the epigastrium.
9. EtCO2is recommended for tube placement confirmation.
10. Assoon as feasible, secure the airway with an endotracheal tube holder. Do not use tape.
11. If ventilation is not sufficient, gently withdraw the device while ventilating and stop withdrawing
once ventilation becomes easy.

)l e (0

Indications
1. Asan adjunctive in the difficult airway algorithm.

2. Asan alternative to endotracheal intubation where endotracheal intubation cannotoccur.

Contraindications
1. Follow the manufacturer’s recommendations for the contraindications for the device you are using.

Precautions
1. Adequacy of ventilation and position of the airway must be re-evaluated any time after a patient has been
moved (e.g., floor to stretcher; stretcher to ambulance, etc.).

Special Notes
1. Itis up to the paramedic to familiarize themselves with the airway carried by their employer.
2. PCP, ICP, and ACP may use a PEEP Valve to increase effectiveness of ventilations after approved training has
been completed.
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Arterial Line Monitoring
Purpose Affected Protocols
Commonly used to manage critically ill patients to
obtain more accurate blood pressures and/or
repeated blood gas samples.

Equipment Registration Levels Authorized:

Technique

1. Make certain arterial line is secured prior to transport, including intersection of arterial catheter and IV
monitoring lines. Ensure fluid pressure remains at 300mmHg or as directed by physician.

2. Use available equipment for monitoring of arterial pressures via arterial line.

3. Regularly inspect the area for signs of ischemia.
To maintain and monitor any fluids set by the facility within the scope of practice of the ACP. Not to be
accessed by the ACP for medication or fluid administration.

5. If there is any question regarding dislodgement of the arterial line and bleeding results, contact OLMC
for further direction.

6. If OLMC advises to remove the line, apply direct pressure over the site for at least five minutes before
checking to ensure hemostasis.

Indications
1. Continuous direct blood pressuremonitoring.

2. Frequent arterial blood gassampling.

3. Failure of indirect blood pressuremonitoring

Contraindications
1. Absentpulse.

2. Buergerdisease.
3. Full thickness burns over cannulationsite.
4. Inadequate circulation to extremity.
5. Raynaud syndrome.
Precautions

Special Notes
1.  Never turn offalarms.

2. Common sites for insertion include radial, ulnar, brachial, axillary, and occasionally dorsalis pedis arteries.
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Blood and Blood Products Monitoring

Drug Classification Relevant Protocol(s)
Inter-facility transfer of patients receiving medications

Supplied Authorized Administration Routes

Red blood cells-red cells, packed cells, packed red . . — .
blood cells (PRBC) Primary Care Paramedic — monitor infusion

Platelets Intermediate Care Paramedic — monitor infusion
Plasma-fresh frozen plasma (FFP)

Indications
1. Red blood cells: anemia, red blood cell exchange, exchange transfusion.

2. Platelets: bleeding or prevention of bleeding, aplastic anemia.
3. Plasma: warfarin reversal, bleeding, disseminated intravascular coagulation (DIC), heparin resistance.

Contraindications
None

Precautions
1. Monitor for transfusionreaction.
2. Immediate reactions may include, but are not limited to allergic reaction, fever, hemolytic reaction
(un-cross matched, incompatible blood), and transfusion related lung injury.
3. Delayed reactions may include, but are not limited to delayed hemolytic reaction, post transfusion
purpura, transfusion-associated graft-versus-host disease.

Special Notes

1. Blood and/or blood products must be administered via an IV pump and patient mustbe
hemodynamically stable and afebrile for 30 minutes prior to transport.

2. If patient exhibits any sign of possible transfusion reaction, discontinue infusion and seek medical
control for further orders.

3. Aphysician's written order must accompany the patient specifying the flow rate of the blood product,
which should be no faster than two hours per unit and no slower than four hours per unit. A
pneumatic infusion cuff cannot be utilized during transport as this increases the risk of a reaction,
unless a physician is present.

Only normal saline can be infused through the same IV site as a blood product.
Vital signs, including temperature, should be done every 30 minutes.
6. Vital signs, rate of transfusion and patient status must be carefully documented on the PCR form.
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Cardiac Monitoring (Continuous Monitoring)

Purpose Affected Protocols
To monitor heart rhythms of patients who are at
risk of developing cardiac dysrhythmia.

Equipment Registration Levels Authorized:

Cardiac Monitor Emergency Medical Responder- Acquisition Only
Skin preparation equipment (razor, dry towel)

Disposable electrodes

Primary Care Paramedic

Intermediate Care Paramedic

Technique
1. PPE.

2. Assess patient and monitor cardiacstatus.

3. Place electrodes in the standard Lead Il configuration. (One between the right nipple and the clavicle,
one between the left nipple and the clavicle, and one in the "Apex" area, between the left nipple and the
iliac crest).

4.  Asan alternative, place the appropriate leads on the anterior aspects of the appropriate limbs. This is
especially useful when a 12-Lead ECG is anticipated.

5. Attach the black wire to the left-arm electrode (Ground), the white wire to the right-arm electrode
(Negative), and the red wire to the left leg electrode. (Positive). If present, the green wire is attached to the
right leg electrode, and the brown wire is attached to the chest electrode in the V1position.

6. Turn the control switch to the desired lead position.

7. A 6-second ECG strip is to be recorded/printed for patient documentation and consultation purposes.

Indications
1. Patients at risk for dysrhythmia shall receive continuous ECG monitoring.
2. Emergency Medical Responders have the ability to acquire a 3-lead ECG. This is to be conducted for
consultation purposes with other paramedics and receiving facility staff.

Contraindications
None

Precautions
None

Special Notes
1. Limb lead ECG monitoring is for rhythm interpretation only. A 12-lead must be obtained to document
diagnostic ECG changes (ST segment changes, Q waves, etc.).
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Cardiac Monitoring (12-Lead Acquisition/Interpretation)
Purpose Affected Protocols

As a diagnostic test to display different views of the
heart’s electrical activity giving a more complete picture
of the heart than a single rhythm strip.

Equipment Registration Levels Authorized:
Cardiac Monitor equipped with 12-Lead Primary Care Paramedic (Acquisition Only)
capabilities

Intermediate Care Paramedic (Acquisition Only)

Skin preparation equipment (razor, dry towel)
Disposable electrodes

Technique
PPE.
Assess patient and monitor cardiacstatus.
Prepare ECG monitor and connect patient cable with electrodes.
Expose chest and prep asnecessary.
Apply chest leads and extremity leads using the following landmarks:
RA — Right Arm
LA — Left Arm
RL — Right Leg
LL—Left Leg
V1- 4th intercostal space at right sternal border
V2 —4 intercostal space at left sternal border
V3 -— dégectly between V2 and V4
V4 -5 intercostal space at midclavicular line
V5 — Level with V4 at left anterior axillaryline
j. V6 —Level with V4 at left midaxillaryline.
Instruct patient to remainstill.
Press appropriate button to obtain12-Lead.
Continue monitoring patient while continuing with treatment protocol.
Document the procedure, time and results on patient care reportform.

PP PR
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ORI

Indications
1. Known or suspected cardiacpatients.
2. Suspectedoverdose.
3. Electricalinjuries.
4. Syncope.
Contraindications

Precautions

Special Notes
1. |If patientis unstable, definitive treatment is the priority.
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Cardiopulmonary Resuscitation

Recommendations
Component Adults Children Infants
Unresponsive
Recognition No breathing or no normal breathing (i.e. Only gasping)

No pulse palpated within 10 seconds

CPR sequence

C-A-B

Compression rate

100 to 120 per minute

Compression depth

At least 1/3 AP depth or
about 5 cm (2 inches)

At least 1/3 AP depth or

At least 5 cm (2 inches) about 4 cm (1% inches)

Chest wall recoil

Allow complete recoil between compressions
Rotate compressors every 2 minutes

Compression Pause

Minimize pauses in chest compressions
Attempt to limit pauses to < 10 seconds

Airway

Head tilt-chin lift (suspected trauma: jaw thrust)

Compression to
ventilation ratio (until
advanced airway is
placed)

30 to 2 single rescuer

SR 15 to 2 second rescuer

Ventilations: when
rescuer untrained or
trained and not
proficient

Compressions only

Ventilation with
advanced airway

Asynchronous with chest compressions
About 1 second per breath

Visible chest rise

1 breath every 6

1 breath every 2-3 seconds
seconds

Defibrillation

Attach and use AED/defibrillator as soon as available. Minimize chest
compressions pause before and after shock; resume CPR beginning with
compressions after each shock.

Note: Compiled from the 2020 BLS (Basic Life Support) Provider, Heart & Stroke.
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Chest Decompression
Purpose Affected Protocols
The emergency decompression of a tension
pneumothorax using an over-the-needle catheter
Equipment

PPE

Appropriately sized cathlon

Tape

Alcohol/Betadine Swabs

Registration Levels Authorized:

Technique

1.  Expose the entire chest.

2. Establish landmarks to identify second intercostal space, mid-clavicular line or the alternative site at the
fourth - fifth intercostal space, mid-axillary line.

3. Clean chest vigorously with appropriateantiseptic.

4. On affected side, locate the mid-clavicular line and insert a large gauge over-the-needle catheter with
syringe attached along the superior margin of the thirdrib.

5. If the air is under tension, the barrel will pull easily and “pop” out of the syringe.

6. Remove syringe, advance catheter, and remove needle.

Indications
1. Towarrant chest decompression in the field, the patient must be in immediate risk of dying with:
a.  High clinical suspicion;
b. Progressive respiratory distress;and
c.  Shock symptoms with low or rapidly decreasing blood pressure and at least one of the following:
i. Decreased or absent breathsounds.
i. Consistent history (i.e., chest trauma, COPD, asthma).
ii. Distended neckveins.
iv. Tracheal shift away from affected side (late sign).
v. Asymmetrical movement on inspiration.
vi. Hyper-expanded chest on affectedside.
vii.  Drum-like percussion on affectedside.
viii.  Increased resistance to positive pressure ventilation, especially if intubated.

EMS witnessed traumatic arrest patients with abdominal or chest trauma for whom resuscitation is indicated
should have bilateral chest decompression performed even in the absence of the above signs.

Contraindications
None.

Precautions

1. Patient’s chest should be auscultated often for return of tension or other respiratory complications.

2. Tension pneumothorax is a rare condition but can occur with trauma, spontaneously, or as a complication
of intubation. Tension takes time to develop, but forceful positive ventilation may increase the rate of
development.

Simple or non-tension pneumothorax is not life threatening and should not be decompressed in the field.
The ideal decompression catheter length is three inches.
Possible complications:

a.  Creation of pneumothorax if none existed previously.

b.  Laceration of lung or pericardium. Stop needle advancement once it has popped through the
pleura and advance the catheteronly.

Laceration of blood vessels (always slide the needle above the rib).
Infection. Clean rapidly but vigorously (use sterile gloves if possible).
e.  Tension pneumothorax can be precipitated by the occlusion of an open chest wound.

AW
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Special Notes
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Chest Tube Monitoring
Purpose Affected Protocols
Chest tubes facilitate the removal of fluid and/or air from
the pleural space, re-establishes normal negative
pressure in the pleural space, promotes re-expansion of
the lung, and prevents reflux of fluid and/or air back into
the pleural space.

Equipment Registration Levels Authorized:
Personal Protective Equipment (PPE) Primary Care Paramedic
Chest Drainage Unit or Heimlich Valve Intermediate Care Paramedic
Chest Tube
Suction Regulator and Tubing _
Technique
1. PPE.

2. Monitor chest tube forleaks.

3. Chest drainage apparatus should be a least one foot below the level of the insertion site and must remain
upright..

4. Monitor underwater seal for bubbling in a pneumothorax. Occasional bubbling isnormal.

5. Monitor collection change for volume, rate and type of drainage. Change collection chamberif full.

Ensure suction control chamber is the correct type and appropriate amount of suction. If suction is
direct gentle bubbling will be noted. If suction is indirect no bubbling will be noted.

7. Water level should be according to physician’sorders.

Indications

Hemothorax
Pneumothorax
Hemo-pneumothorax
Empyema

Pleural Effusion

Chylothorax

o nhwn =

Contraindications
None

Precautions
None

Special Notes
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Continuous Positive Airway Pressure (CPAP)
Purpose Affected Protocols
Continuous Positive Airway Pressure has been shown to Dyspnea
rapidly improve vital signs, gas exchange, and to
decrease the work of breathing, the sense of dyspnea
and the need for endotracheal intubation in patients who
suffer from shortness of breath secondary to CHF/
pulmonary edema or COPD.

Equipment Registration Levels Authorized:
Personal Protective Equipment (PPE) Primary Care Paramedic
CPAP Device N "
Technique
1 Explain and coach the patient on the procedure.
2. Ensure adequate oxygen supply to device.
3. Place the patient on continuous pulse oximetry andETCO?2.
4.  Following manufacture’s recommendations, start oxygen flow and adjust as needed.
5. Depending on which CPAP device you are using, place the CPAP over the mouth and nose.
6. Secure the mask with the providedstraps.
7.  Check for airleaks.
8. Monitor and document the patient’s clinical response to the treatment.
9.  Continue to coach patient to keep mask in place and readjust as needed.
10. If respiratory status deteriorates, remove device and consider bag valve mask ventilationand/or
endotracheal intubation.
Indications

1 Hypoxemia secondary to congestive heart failure.

2. Acute cardiogenicshock.

3. Pulmonary edema.

4.  Asthma/COPD.

5. Respiratory distress (A respiratory rate >25 bpm, Sp0O2 <92%, accessory muscle use during respiration).

Contraindications

Pneumothorax or chesttrauma.

Hemodynamically unstable patients.

Altered mental state, uncooperative or unresponsive patients.
Patient has atracheotomy.

Patient is activelyvomiting.

Patient has an upper Gl bleed.

DA WNE

Precautions
1. Patient must be alert and able to follow commands (GCS>13).
2. Beable to maintain an open and patent airway on theirown.
3. Patientis over 12 years of age and must be able to fit the CPAP mask.

Special Notes

1. The paramedic should follow the instructions for application of CPAP according to the manufacturer’s
instructions for the device they areusing.

2. The operator adjusts flow and FiO2 depending on the patient’s tolerance to the mask, pulse oximetry and
dyspnea.

3. The practitioner should watch for gastric distension, which can result in vomiting.

4. CPAP therapy needs to be continuous and should not be removed unless the patient cannot tolerate the
mask or experiences respiratory/cardiac arrest or begins to vomit. If the CPAP therapy needs to be
discontinued, intermittent positive pressure ventilation with a Bag-Valve-Mask device and/or placement of
an endotracheal tube should be considered.

5. Onarrival at the hospital do not remove CPAP until hospital therapy is ready to be placed on patient.

PARAMEDIC CLINICAL PRACTICE PROTOCOLS SASKATCHEWAN COLLEGE OF PARAMEDICS




Deep Tracheal Suctioning

Page | 66

Suction Tubing
Suction Catheter
Bottle of normal saline
Bag Valve Mask

SpO2 Monitor

Purpose Affected Protocols

To maintain airway patency of patients with tracheal

tubes.

Equipment Registration Levels Authorized:
Personal Protective Equipment (PPE) Intermediate Care Paramedic

O

Technique

PPE
Explain procedure to the patient.

Ensure patient has been properly pre-oxygenated.

Assess lungs sounds, and obtain a baseline set of vital signs.

Place a drape across patient for secretions.

Using a sterile technique attach suction catheter to suction and ensure suction is working properly by
inserting tip of suction into the normalsaline.

7. Using your dominant hand insert catheter into the tracheal tube until resistance is felt. Withdraw
catheter approximately one inch and apply suction intermittently with nondominant hand.
8. Slowly withdraw suction catheter noting the type and amount of secretions.
9. Clear suction line using normalsaline.
10. If indicated, repeat until secretions have beencleared.
Indications
1. Patients who require tracheal tubesuctioning.

Contraindications

Precautions

1.

Special Notes
ICPs can perform deep tracheal suctioning in patients with tracheostomy tubes. ICPs can perform deep
tracheal suctioning in patients with an endotracheal tube while under direct supervision of ACP, CCP or

physician.
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Drug Administration (Buccal)

Purpose Affected Protocols
To administer medications via the buccal route. Hypoglycemic
Site Registration Levels Authorized:

Oral cavity between the cheek and gums Emergency Medical Responder

Primary Care Paramedic

Intermediate Care Paramedic

Technique
1. PPE
2. Confirm the indication, medication, dose, route, and expiration date.
3. Explain procedure to the patient and gain consent.
4. Confirm with the patient that he or she has no allergies to the medication, and document allergies to

any other medication.

Place medication between the patient’s gum and cheek near the location of the molar teeth.
Advise patient not to drink any fluids while the medication is dissolving and being absorbed.
Record on patient carereport.

8. Evaluate desired effects and adverse effects.

SUCIZ

Indications
1. The administration of medications via the buccal route.

Contraindications
1. Unconscious patients.
2. Patients without an intact gagreflex.

Precautions

Special Notes
1. Instruct patient not to swallow buccal medication.
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Drug Administration (Intramuscular)

Purpose

A method of administering a drug into a muscle

Affected Protocols

Injection Sites
Deltoid muscle Emergency Medical Responder - auto-injector/Naloxone

Vastus lateralis Primary Care Paramedic

Gluteal muscle

Registration Levels Authorized:

Intermediate Care Paramedic

O N R S

Technique

PPE
Confirm the indication, medication, dose, route, and expiration date.

If the patient’s clinical presentation allows, explain the procedure to the patient andgain consent.

Select a retractableneedle.

Draw up the correct dose of medication and expel any excess air from the syringe.

Select the appropriate site for injection and clean the area with an alcohol swab.

Insert the needle by piercing the skin with the needle at a 90° angle, using a quick, dart-like technique.
Aspirate by pulling back on the plunger of the syringe. If blood appears in the syringe, withdraw the needle
a little and then aspirate again. If blood continues to appear, withdraw the needle completely and inject in
a slightly different site. When blood does not appear, it is safe to inject the drug.

9. Inject the drug by holding the syringe barrel firmly and push slowly on the syringe plunger.

10. Retract the needle by depressing the plunger until the needle retracts into the barrel of the syringe
or engage needle safety device. If using a standard syringe (e.g. glucagon and enoxaparin) remove
the needle swiftly.

Indications
1. The administration of medications via the IMroute.
Contraindications
1. Evidence of infection or trauma at the injectionsite.
Complications
1. Pain.
2. Bleeding.
Special Notes
1. EMRs can only administer epinephrine by auto injector device and naloxone IM.
2. Use different sites for subsequentinjections.
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Drug Administration (Intranasal)

Purpose Affected Protocols
A method of administering a drug into a nasal cavity

Site Registration Levels Authorized:

Nares Emergency Medical Responder (pre-filled device)
Primary Care Paramedic
Intermediate Care Paramedic

Technique

1 PPE

2. Confirm the indication, medication, dose, route, and expirationdate.

3. If the patient’s clinical presentation allows, explain the procedure to the patient andgain consent.

4. Calculate the dosagerequired.

5. Draw up dose in the one [or three] milliliter syringe:

6. Forvolumes>0.5mLand < 2.0 mL optimize drug absorption by delivering half the dose into each nostril.

7. If volumes of > 2 mL are required, an alternative route of administration should be sought.

8. Connect the atomizer to the syringe via the Luer-Lok mechanism. Twist into place.

9. Control and stabilize the patient’s head with one hand.

10. Apply the atomizer gently but firmly into the nostril.

11. Aim slightly upward and towards the ear on the same side as the nostril.

12. Briskly compress the syringe plunger to deliver approximately half of the medication into the nostril.

13. Move the device over to the opposite nostril and briskly administer the remaining half of the medication
into that nostril. (Administering half the dose in one nostril and half in the other doubles the surface area
available for absorption).

Indications
1. To deliver fast acting medications where IM and IV access is inappropriate and/or difficult (e.g. rapid
analgesia in children).

Contraindications
1. Suspected nasalfracture.
2. Blood obstructing the nasalpassage.
3. Mucus obstructing the nasal passage.
4.  Drug not approved to be administered viaatomizer.

Precautions
1 Under dose is possible if not administered properly.
2. Mild, short lasting discomfort (typically burning) from the drugitself.

Special Notes
1 The EMR can only administer naloxone by pre-filled intranasal syringe.
2. The nasal cavity has an easily accessible, rich vascular plexus that permits topically administered drug to
rapidly achieve effective blood levels. This is most effectively accomplished by distributing drug solutions as
a mist rather than as larger droplets, which may run off instead of being absorbed.
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Purpose

To initiate a rapid systemic response to medication

Affected Protocols

Site Registration Levels Authorized:
Intraosseous Primary Care Paramedic
Intermediate Care Paramedic

Technique

1. PPE

2. Confirm the indication, medication, dose, route, and expiration date.

3. Prepare medication in a syringe with protected needle system.

4. Clear all air from syringe and expel excess medication.

5. Cleanse site and attach syringe into the port of the IO line.

6. Check patency of |0 by aspirating blood or by monitoring flow with no signs of infiltration.

7. Clamp IV line as medication is pushed into the IO port.

8. Flush 10 line.

9.  Monitor for sign of infiltration.

10. Dispose of syringe.

1.

Indications
To initiate a rapid systemic response to medication intraosseously.

1.

Contraindications

None in this setting.

1.

Precautions

None in this setting.

Special Notes
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Drug Administration (Intravenous)

Purpose Affected Protocols
To initiate a rapid systemic response to medication

Site Registration Levels Authorized:

Intravenous Primary Care Paramedic
Intermediate Care Paramedic

Technique

PPE

Confirm the indication, medication, dose, route, and expiration date.

Prepare medication in a syringe with protected needle system.

Clear all air from syringe and expel excess medication.

Cleanse site and attach syringe into the port of the IV line.

Check patency of IV by aspirating blood or by monitoring flow with no signs of infiltration.
Clamp IV line as medication is pushed into the IV port.

Flush IV line.

Monitor for sign ofinfiltration.

0. Dispose of syringe.
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Indications
1. Toinitiate a rapid systemic response to medication intravenously.

Contraindications
1. Nonein thissetting.

Precautions
1. None in thissetting.

Special Notes
1. PCPsare only authorized to administer dextrose, naloxone, ketorolac, and anti-emetics via IV.

2. If amember is authorized to administer a particular medication intravenously, they are also authorized to
monitor the medication as an infusion.
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Drug Administration (Nebulized)
Purpose Affected Protocols
Nebulization converts a drug in solution into an aerosol
mist by passing a pressurized gas through it. The drug is
then inhaled into the lungs.
Site Registration Levels Authorized:
Inhaled into the lungs Primary Care Paramedic
Technique

Intermediate Care Paramedic
PPE

Confirm the indication, medication, dose, route, and expiration date.

Position patientappropriately.

Explain the procedure to the patient and gain consent.

Place the appropriate drug in its correct presentation into the nebulizer chamber, which must be kept upright.
Attach the oxygen tubing to the base of nebulizer and to the oxygen source.

Place nebulizer face mask onto the patient and set the oxygen flow rate at 6-8 litres per minute. * (6

litres per minute for COPD).

8. Nebulize the drug until vapourstops.

9. Continue with intermittent or continuous nebulization as required.
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Indications
1. Bronchospasm (e.g. asthma, COPD,allergy).
2. Isolated laryngeal edema.
3. Croup with stridor atrest.
4.  Hyperkalemia.

Contraindications
1. None.

Precautions
1. None.

Special Notes
1. Nebulization is a highly effective method of delivering certain drugs into the lungs for local and systemic
action.
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Drug Administration (Oral)

Purpose Affected Protocols
Administration of oral medications

Site Registration Levels Authorized:
Mouth Emergency Medical Responder
Intermediate Care Paramedic

Technique

1. PPE

2. Confirm the indication, medication, dose, route, and expiration date.

3. Place patient in sittingposition.

4. Explain the procedure to the patient and gain consent.

5. Provide an adequate volume of water with tablets.

6. Monitor patient until all medications are swallowed. If tablets are dissolvable/dispersible, ensure the

whole volume of solution istaken.

Indications

1. Administration of oralmedications.

Contraindications
1. Impaired conscious state, or swallowingability.

Complications
1. Aspiration and airwaycompromise.

Special Notes
1. Drugs are given orally because of convenience, absorption of the drug, and ease of administration.
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Drug Administration (Rectal)

Purpose Affected Protocols
Administration of medications rectally

Site Registration Levels Authorized:

Rectum Primary Care Paramedic
Intermediate Care Paramedic

Technique
1. PPE
2. Confirm the indication, medication, dose, route, and expiration date.

Liguid Administration
3. Draw the correct amount of medication into thesyringe.
4.  Place the hub of the soft-tip catheter (feeding tube on the end of a needleless syringe.
5. Insert catheter into the rectum and inject medication.

6. Withdraw catheter and hold the patient’s buttocks together, permitting retention and absorption.
Suppository Administration

3. Select the correct suppository for administration.
Open the packet and lubricate the tip of the suppository.

4
5. Position patient appropriately ensuring privacy and modesty whenever possible.
6. Gently insert lubricated suppository into rectum.

7

Hold patient buttocks together to ensure retention and absorption.

Indications

1. In emergent situations where rapid drug abortion is needed, and an intravenous line cannot be established,
and oral administration is contraindicated.

2. Apediatric patient who resists administration of oral medication and IV access proves impractical.

Contraindications
1. None.

Precautions
1. None.

Special Notes
1. Administration higher in the rectum may result in the medications being absorbed by veins that deliver drug
to the portalcirculation.
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Drug Administration (Subcutaneous)

Purpose Affected Protocols
Administration of medication subcutaneously

Site Registration Levels Authorized:
Most widely used and preferred site is the lower Primary Care Paramedic
abdomen approximately 3 cm from the umbilicus Intermediate Care Paramedic
Technique
1. PPE
2. Confirm the indication, medication, dose, route, and expiration date.
3. Explain the procedure to thepatient.
4. The patient should bereclined.
5. Select the appropriate site for injection and clean the area with an alcohol swab. The approved site is the

lower abdomen, approximately 3—6 cm radius from the umbilicus.

Pinch a 5 cm fold of skin between your thumb and index finger to pull the fatty tissue away from the
muscle underneath it.

Hold the syringe like a pencil or dart and insert the needle quickly at a 45° angle to the pinched skin.
The needle should be completely covered by skin.

. Inject medication.

0. Release the skin and withdraw theneedle.

1. Do not rub the area.

o
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Indications
1. Administration of medication subcutaneously.

Contraindications
1. Injection of medications into scar tissue, bruises, infection, or broken skin.

Complications
1. Pain.

2. Bleeding.

Special Notes

1. Subcutaneous injections deliver medications by a small gauge needle into the layer of fat between the
skin and muscle.

2. Use different sites for subsequentinjections.
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Drug Administration (Sublingual)

Purpose Affected Protocols
To administer medications sublingually

Site
Beneath the tongue

Registration Levels Authorized:
Emergency Medical Responder

Intermediate Care Paramedic

Technique
1. PPE

2. Confirm the indication, medication, dose, route, and expiration date.
3. Explain the procedure to thepatient.

4. Have the patient open their mouth and raise the tip of their tongue to the roof of their mouth.
5. Direct the medication under the patient’s tongue. Care must be taken to avoid the risk of any cross infection.

Indications
1. Administration of medications sublingually.

Contraindications
None.

Precautions
None.

Special Notes
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Drug Administration (Topical)

Purpose Affected Protocols
To administer medications topically.

Site Registration Levels Authorized:
On the skin.

Technique

1. PPE

2. Confirm the indication, medication, dose, route, and expiration date.
3. Explain the procedure to thepatient.
4.

Follow the requirements for application as per the specific formulation and medication to be administered.

Indications
1. Administration of topical medications.

Contraindications
1. Any contraindications of the specific medication.
2. Psoriasis
3. Atopic dermatitis
4. Increased ultraviolet radiation exposure
Precautions
1. The main adverse reactions are skin reactions such as pruritis, burns, and redness of the surrounding area.
2. Allergic reactions

Special Notes
1. Topical drug administration refers to the use of transdermal patch or creams, lotions, or ointments.
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Emergency Tracheostomy Tube Replacements
Purpose Affected Protocols
Patients who are ventilated via tracheotomy tube are
becoming more frequently encountered by paramedics
in a non-hospital setting (home, extended care
facilities).

Therefore, the ACP and/or ICP may be called upon to
provide care to a ventilated patient when a tracheotomy
tube has become obstructed or dislodged.

Registration Levels Authorized:
Intermediate Care Paramedic

Equipment

Technique
1. Asthereis a geographic variation in the model of tracheotomy tube used and a method of reinsertion, a
procedure will be developed by each Regional Medical Advisor which reflects the local standard of care for
this equipment.
2. The procedure for tracheotomy tube replacement for your service is to be placed on the following page.
Before this protocol is instituted in the field, the ACP and/or the ICP will be required to attend a training
session where the medical advisor/designate will certify that the member is competent inthe procedure.

Indications

Contraindications

Precautions

Special Notes
1. Having completed the training, the ICP/ACP may provide emergency care for tracheotomy tubes.
2. This will be repeated as part of the recertification every two years. Documentation of successful completion

of the initial and on-going training must be kept by each service.
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End Tidal CO2 Monitoring

Purpose Affected Protocols
To measure the effectiveness of ventilation by
measuring the amount of carbon dioxide in exhaled air.

Equipment Registration Levels Authorized:
End Tidal CO2 Monitor Primary Care Paramedic

Intermediate Care Paramedic
Technique

1 Manage airway according to Airway Managementprocedure.
2. Apply ETCO2 monitor. Maintain ETCO2 output between 35-45mmHg.
a. The following approximates the degree of ventilation:
i. >45 =Hypoventilation
ii. 35-45 = Normalventilation
ii. 30-35 =Hyperventilation
iv. <30 = Aggressive hyperventilation
3. Patients with signs of increased intracranial pressure (unilateral dilated pupil, posturing, focal neurologic
findings) maintain CO2 between 30-35.
4.  Document pulse oximetry and ETCO2 readings in your pre-hospital care report at regular intervals,
especially following movement of the patient or change in vital signs.

Indications
1. Any patient who is intubated with an endotracheal tube, supraglottic airway, or has a secured airway
from any other advanced airway.
2. Patients who are in moderate to severe respiratory distress and/or who are suspected to deteriorate
and require more advanced therapies (CPAP, BVM assistance, Intubation).
3. Hypo-perfused patients such as shock and cardiac arrest with active resuscitation.

Contraindications
None.

Precautions

1. Remember: pulse oximetry does not equate to ventilation. You can have a poorly ventilated patient
displaying an oxygen saturation of 100%. Excessively high PaCO2 levels can be detrimental to your
patient’s outcome.

2. Asudden drop in CO2 output from normal (35-40 mmHg) to 15-20 mmHg and an obvious change in
the waveform is indicative of tube displacement, most likely into the hypopharynx. Re-assess tube

Special Notes

1. The ETCO2 sensor monitors the carbon dioxide that is exhaled by the patient.

2. EtCO2 monitoring cannot rule out an ETT that has been placed in the right main stem bronchus.

3. Adult filter line tubing should only be used on ET tube sizes 5.0 and larger. Pediatric filter line tubing should
only be used on ET tube sizes 4.5 andsmaller.

4.  CO2 monitoring is immediately initiated as soon as the filter line is connected.

5. ETCO2 monitoring does NOT relieve the paramedic’s responsibility of initially confirming the initial
placement of an advanced airway, after every major movement, and before entering the emergency
department.

6. ETCO2 has been noted as a marker of perfusion by measuring C02 as the byproduct of metabolism.
In patients suspected of shock or hypoperfusion, ETC02 can inform the provider of perfusion
abnormalities and improvements with treatment. In shock, ETCO2 is a factor of perfusion as much
as it is ventilation.

7. Avrapid increase in ETC02 may represent increased perfusion during cardiac arrest signifying
increased cardiac output and potential ROSC. Providers must consider other causes for a rise in
ETCO2 such as certain medication administration during resuscitation.
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Glucose Monitoring
Purpose Affected Protocols
Field blood glucose monitoring, using a glucometer, is
a quick and convenient way of obtaining an indication
of a patient’s blood glucose level

Equipment Registration Levels Authorized:
PPE Emergency Medical Responder
Sliveersiey
Test Intermediate Care Paramedic
Strips
Technique
1. Ensure infection control guidelines are- applied.
2. Clean area to be tested using an alcohol swab and allow todry.
3. Prepare lancing device, ensuring it is a fully disposable lancet.
4.  Without touching the ‘blood target area’, insert the sensor electrode into the test port of the glucometer,

ensuring it turns on.

Lance the side of the finger with the lancet and obtain a hanging drop of blood.

Move the glucometer to the finger and apply a drop of blood to the target area of the sensor strip.
The test will start automatically and the BGL reading will appear onthe screen.

Discard the lancet and sensor electrode appropriately.

Cover the wound with aBand-Aid.

0. Record the patient’s BGL.
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Indications

Seizure.

Sick pediatric patients.

Decreased level ofconsciousness.

Syncope.

Abnormal behavior.

Any patient suspected of beinghypoglycemic.
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Contraindications
Although no actual contraindications exist for glucose monitoring, it must be remembered that this procedure is
invasive and so judgment must be used as to the appropriateness of performing the procedure.

Precautions
1. BGL readings should not be interpreted in isolation, but with consideration of the other clinical signs and
available history.
2. Numerous variables may distort test results suchas:
a. blood volume on the sensor;
b. oxygen level of the blood; and
c.  glucose contaminants on theskin.

Special Notes
1. Blood may be drawn from a cannula while gaining IV access.
2. Some machine configurations allow the sensor strip to touch the skin, while others specify that the sensor
must not touch the skin.
3. Ensure glucometer is calibrated as per manufacturers and health region recommendation.
4. Alcohol can affect the BGL result; the use of a new Band-Aid represents a readily available, near-sterile
option for drying thesite.
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Interfacility Transfer of Patients Receiving Medication
Purpose Affected Protocols

Itis a frequent occurrence that paramedics are called
upon to transport patients from the rural area to urban
centers or in urban centers between facilities with IV
infusions. The Paramedic Clinical Practice Guidelines and
Scope of Practice provides for paramedics to attend on
inter-facility transfers of patients receiving oral
medications as well as number of IV drip medications.
Any medication a paramedic can administer via IV can be
monitored on an interfacility transfer in addition to
those listed below.

Equipment Registration Levels Authorized:
Primary Care Paramedic

Intermediate Care Paramedic
Technique

1. The implementation of each of these medications within the protocol requires the development of an
approved training module with facilitation of the module locally to PCP, ICP, and ACP care providers.
Staff will be in- serviced on the medication and a copy of a training roster will be kept on their training
file.

2. All paramedics are to be trained in the operation of the IV pumps used in theirservice.

Approved Medications:
1. The PCP may monitor the following IVinfusions:
IV Anti-microbials
IV Blood
IV Blood Products
IV Heparin
IV Oxytocin
IV Potassium
N- Acetylcysteine (Mucomyst)
Thrombolytics (*Stroke Only)
Tranexamic Acid (TXA)
Total Parenteral Nutrition(TPN)
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2. The ICP may monitor the following additional IV infusions:
a. IV Glycoprotein llb/lllaInhibitors
b. IV Pantaloc

3.  The ACP may monitor the following additionalinfusions:
a.  Thrombolytics
b. Insulin
c. Diuretics

4. Oral Medications provided the following conditionsare met:
a. Thereis a written order by a physician for the medication.
b. The medication ordered is one that normally would be self-administered by the patientin a
home setting. (i.e. Gastrografin, oral analgesics such as Acetaminophen, ASA, Ibuprofen).

Contraindications

Precautions

Special Notes
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Interfacility Transfer of Patients with Medical Devices in Place

Purpose Registration Levels Authorized:

It is a frequent occurrence that paramedics are called Emergency Medical Responder

upon to transport patients from the rural area to urban
centers, in urban centers between facilities or to home Intermediate Care Paramedic

residences. It is also becoming common for patients to
be discharged home with various medical devices in
place. It is, therefore, appropriate for paramedics to be
called upon to transport patients with medical devices in
place.

Technique
When transporting a patient with a medical device in place:
1. Paramedics must ensure that the device is one they are approved to manage.
2. Ifthe patient develops any untoward effects, the paramedics will immediately stop at the nearest
hospital or contact the nearest hospital for physician orders regarding the device.

Approved Devices:
The EMR, PCP, ICP and ACP may monitor the following devices:
1 Nasogastric Tubes (Gravity Drainage Only).
2. Urinary Catheters (condom, foley, suprapubic) (EMRs to monitor only)
3. Ostomy drainage systems/devices (colostomy, ilieostomy, urostomy, etc)
4. Peripheral IV lines. ** EMR- Crystalloid only with no additional additives or medications**

The PCP, ICP and ACP may monitor the following devices:
Naso/Orogastric Tubes (suction)

Continuous bladder irrigation with indwelling urinary catheter
Tracheostomy Tubes

Drainage devices including ostomy, urostomy, nephrostomy.
Jackson Pratt Drains and other aspirate wound drainage devices.
Central Venous Catheters when used for fluid administration.
Peritoneal Dialysis Tubes

Heimlich Valves

Chest Tubes

10. PEG Tubes

11. Wound Vac or similar wound vacuum devices (no active suction engaged)
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The ACP may monitor the following devices:

1. Ifin place, Central Venous Catheters can also be used for fluid or medication administration by the ACP
when attending or treating patients.
2. External PacemakerDevices, including Transvenous Pacer Monitoring.

Special Notes
1. Nasogastric suctioning: Paramedics must ensure that placement has been confirmed prior to the transfer
starting. Suction should be checked beforehand (during daily unit checks) to ensure that suction can be
adjusted. Default suction will be 30-40mmHG.
2. EMRs can monitor peripheral intravenous lines containing crystalloid fluids only with no additives or
medications. This includes 0.9%NS, LR, D5W, 2/3 NS: 1/3 D5W. Confirmation of appropriate fluid
administration rate is required prior departure from scene of facility by paramedic or health facility staff.
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Manual Defibrillation

Purpose Affected Protocols
Cardiac arrest with ventricular fibrillation or
pulseless ventricular tachycardia.

Equipment Registration Levels Authorized:
Cardiac monitor equipped with manual defibrillator. Primary Care Paramedic

Intermediate Care Paramedic
Technique

Ensure that chest compressions are effective and not interrupted unnecessarily.

Confirm patient is in cardiac arrest and rhythm is shockable.

Apply defibrillation pads in the properposition.

Set the appropriate energylevel.

Charge the defibrillator to the selected energy level, ensuring not to interrupt chest compressions.
Clear patient.

Deliver shock.

Immediately resume chest compressions and ventilations.

Repeat the procedure every two minutes as indicated by patient response and ECG rhythm.
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Indications
1. Cardiacarrest with ventricular fibrillation or pulseless ventricular tachycardia.

Contraindications

Precautions

Special Notes
1. Effective uninterrupted CPR is key to successful resuscitation.
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Nasopharyngeal/Oropharyngeal Swabbing
Purpose Affected Protocols
To obtain pharyngeal samples for laboratory testing of
infectious disease and outbreak monitoring.

Equipment Registration Levels Authorized:
Appropriate PPE Emergency Medical Responder !

Nasopharyngeal/oropharyngeal swabs Primary Care Paramedic

Sample collection bag and sample requisition form

Intermediate Care Paramedic ‘

Technique

1. Confirm correct patient identification prior swab collection.

2. Don appropriate PPE.

3. Prepare equipment for procedure, ensuring infection control

4. Instruct patient to tilt head back roughly 70 degrees prior insertion. lllicit assistance as needed for pediatric
patients from parent/caregiver.
Nasopharyngeal swab- Insert swab roughly 4cm in adults, slightly less in pediatrics. Rotate the swab 5 times to
collect adequate sample. If resistance is met, gentle twist as inserting. Repeat process in opposing nare.
Oropharyngeal swab- Insert swab to point of tonsillar region and rub area vigorously to collect adequate sample.
Place sample in specimen tube and secure lid.
Label specimen appropriately as indicated by regional requirements.
Place collected specimen in collection bag and seal.

9. Complete appropriate specimen collection documentation as required.
Indications

1. To obtain specimen collection for diagnostic purposes of infectious disease and outbreak monitoring.

2. Upon request of physician or nurse practitioner.
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Contraindications
1. Nasopharyngeal/oropharyngeal swabbing is a non-traumatic procedure. Occult bleeding is abnormal and requires
medical intervention.

Precautions
1. If gentle rotation upon insertion is unable to overcome resistance, move to alternate nare for nasopharyngeal
swabbing.

Special Notes
1. Paramedics performing nasopharyngeal/oropharyngeal swabbing should follow the procedures and/or work
standards as described by the Saskatchewan Heath Authority. Paramedics employed by the Athabasca Heath
Authority should follow their direction.
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Phlebotomy
Purpose Affected Protocols
To draw blood from a patient for the
purposes of laboratory testing as a
diagnostic tool.

Equipment Registration Levels Authorized:
Primary Care Paramedic

Intermediate Care Paramedic
Technique

1. Paramedics performing phlebotomy should follow the procedures and/or work standards as described by the

Saskatchewan Heath Authority. Paramedics employed by the Athabasca Heath Authority should follow their
direction.

Indications
1. Physician or nurse practitioner order.
2. Under the direction of a police officer who has given a demand to the patient. The patient must consent to
the procedure being performed.

Contraindications
1. Extremities with massive edema, burns, traumatic injury, sclerosis, phlebitis, or thrombosis, as circulation
may be compromised or occluded in these areas.
2. Vascular graft, a hematoma, venous fibrosis on palpation, a history of ipsilateral radical mastectomy.
3. ACP and CCP or CP endorsed providers may access CVAD lines for blood sample collection purposes.
Providers must ensure adequate wastage of initial blood draw to allow for appropriate blood sample
collection.

Precautions

Special Notes
1. Only those who have completed an approved phlebotomy course can perform these procedures.
2. |-Stat can be used by those who have completed an approved phlebotomy course which includes the use of
the i-stat.
3. Alablicense is required.
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Pulse Oximetry
Purpose Affected Protocols
A pulse oximeter, a portable device for the rapid non-
invasive measurement of arterial O2 saturation, assists in
the diagnosis of hypoxia.

Equipment Registration Levels Authorized:
SpO2 Monitor Emergency Medical Responder

Primary Care Paramedic

Intermediate Care Paramedic

Technique
To obtain readings:

1. Remove fingernail polish and artificialnails.

2. Apply probe to finger. Fifteen to thirty seconds are required for reading from this site. Probes at other
sites (nose, forehead, ears) have a faster response time but are less accurate.

To confirm accuracy:

1. Pulse on the cardiac monitor should be within five beats per minute of the rate on the pulse oximeter.
If a waveform model is used, a regular waveform pattern should be present.
If waveform not regular:

1. Check the probe site, tape the device to the finger or immobilize the arm.

2.  Reduce interference from fans or lights by turning off the instrument or covering the probe. If
unsuccessful, use battery pack or plug in at a different site. Interference has also been reported from
bright sunlight, so covering the probe may improveaccuracy.

Interpretation of SpO2 results:

1. A SpO2 greater than 91% usually indicates adequate oxygenation. However, as these devices may be
inaccurate by as much as five percent, the SpO2 level should be kept above 95% except in patients with
COPD where 02 therapy should be guided by the patient's clinical status, not the SpO2 results.

2. 02 flow rates may be decreased to improve patient comfort and conserve oxygen if the SpO2 is above 95%.

3. If after decreasing the oxygen flow rate the patient complains of increased shortness of breath or shows
evidence of increased respiratory distress, the oxygen flow rate must be increased to its previous level even
if the Sp0O2 is above 95% at the lower flowrate.

4. Sp02 results are inaccurate in carbon monoxide patients. Therefore, patients suspected of carbon
monoxide poisoning must receive 100% 02 regardless of theSpO2 reading.

5. If SpO2 readings continue to drop despite maximum O2 concentrations (i.e. 100%), suctioning of
secretions, etc., be prepared to ventilate the patient.

6. Sp02 readings may not be obtained in the following circumstances:

Severe peripheral vasculardisease.

Use of vasoconstrictors (Dopamine).

Severe anemia.

Hypothermia: A quality signal may be unobtainable in 10% of patients with atemperature <
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359 C, with a signal failure occurring at temperatures < 28.5 © C.

e. Hypotension: Accurate readings have been obtained to values as low as 25 mmHg for mean
arterial pressure although this is highly variable.

f.  Placement distal to a tourniquet, blood pressure cuff.

Indications

Patients in respiratorydistress.

All critically ill patients (including intubated patients).

Patients requiring O2 concentrations of 40% or greater.

Stable patients at risk from sudden deterioration (i.e. overdose, etc.).

Monitoring during procedures such as suctioning and intubation.

Pulse oximetry is an accurate method of detecting systolic blood pressure if a waveform SpO2 monitor is
used, especially in a noisy environment such as in an ambulance. Inflate the blood pressure cuff until the
radial pulse disappears, then slowly deflate the cuff at a rate of 2 - 3 mmHg per second. The point at
which the waveform appears is the systolic blood pressure.
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Contraindications

Precautions
1. Providers must be aware that displayed values are obtained from the previous 15-30 seconds.
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Standard Approach / Ongoing Assessment
Purpose Affected Protocols
Primary Survey — to identify and immediately treat life- All
threatening conditions.
Secondary Survey — obtain a detailed history along with
vital signs and then perform a focused physical
examination based on the patient’s symptoms.

Equipment Registration Levels Authorized:
Emergency Medical Responder
Primary Care Paramedic
Intermediate Care Paramedic
Technique

Primary Survey

1. Scene Safety — ensure the scene is safe for you, your partner, bystanders and patient.

2. Level of Consciousness — using AVPU, assess the patient’s level of consciousness.

3. Airway — check airway patency. Consider simple airway maneuvers, suctioning, basic and advanced
airway management like OPA, NPA, Supraglottic, andETT.

4. Breathing — check for breathing and adequate ventilations. Consider oxygen, BVM, CPAP.

5. Circulation — check for presence/rate/quality of pulse and capillary refill. Consider defibrillation, hemorrhage
control, leg elevation, vascular access and fluid therapy.

Secondary Survey

1. History — obtain a comprehensive history using OPQRST and SAMPLE.

2. Vital Signs — complete a more detailed assessment of all appropriate vital signs including pulse,
respirations, blood pressure, temperature, Sp0O2, blood glucose, GCS, 12-lead ECG.

3.  Physical Exam (head to toe) — complete a comprehensive physical examination of the patientas
appropriate. This is particularly applicable in trauma but may not be relevant in many medical
presentations.

a. Head
i. Inspect
General — lacerations, deformity, facial muscle, or
asymmetry
Eyes — pupils or evidence of raccoon eyes
Ears —Blood in canal or evidence of battle
signs
Nose — deformity, bleeding
Mouth — deformity, loose teeth,
obstruction
Voice — hoarseness/stridor, slurred speech and dysphasia
ii. Palpate
General — crepitus, bony tenderness, pain, or subcutaneous emphysema

i. Inspect —deformity, lacerations,JVD
ii. Palpate —tracheal shift, bony tenderness, crepitus, carotid pulse, subcutaneous
emphysema, pain

i. Inspect—expansion, paradoxical movement, accessory muscle use, lacerations, or
deformity
ii. Palpate —tenderness, subcutaneous emphysema, pain, bony crepitus, or apex beat
iii. Auscultate —hearts tones, air entry, breath sounds, and additional sounds
d. Abdomen
i. Inspect —laceration, bruising, distension
ii. Palpate —tenderness, guarding, rigidity, rebound tenderness, pulsations or masses
iii. Auscultate — bowelsounds
e. Pelvis
i. Inspect —lacerations, bruising, deformity, incontinence
ii. Palpate — bonytenderness, pain and creptitus
f.  Extremities
i. Inspect—lacerations, bruising, deformity, shortening or rotation, movement
ii. Palpate — pulses, sensation, tenderness, crepitus, capillary refill, pain, unilateral
weakness/plegia

i. Inspect—lacerations, bruising, or deformity
ii. Palpate —bony tenderness, crepitus, pain
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Indications
1. All patients are to be provided with a comprehensive clinical assessment irrespective of the reason for
contact.

Contraindications

Precautions

Special Notes

This assessment forms an essential component of patient management. It comprises many individual and often
‘stand-alone’ components all of which, when viewed together, provide a comprehensive clinical picture of the
patient.
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Transcutaneous Pacing
Purpose Affected Protocols
Transcutaneous pacing is the technique of electronic
cardiac pacing accomplished by using skin electrodes to
pass repetitive electrical impulses through the thorax.

Equipment Registration Levels Authorized:
Cardiac monitor with pacing feature
Technique

1. Ensure that the monitor leads are attached, and the monitor is displaying a cardiac rhythm.

2. Attach pacing electrodes to anterior and posterior chest just to the left of the sternum and spinal
column, respectively.

3. Consider analgesia and/or sedation if patient condition permits. Maintain analgesia/sedation as
needed.

4. Begin pacing at a heart rate appropriate for the patient and “zero” currentoutput.

5. Increase current (mA) while observing cardiac monitor for evidence of electrical capture.

6. Increase current until mechanical capture is confirmed by synchronized pulses and improved
perfusion.

7. Increase current by 10mA to ensure capture during patient transport.

8. If perfusion declines, confirm both electrical and mechanical capture and trouble shoot as per device
recommendations.

9. If the patient becomes unconscious or perfusion suddenly drops during procedure, assess capture by
observing the monitor and evaluating pulse, blood pressure changes, and underlying cardiac rhythm. In
the case of electrical capture and no signs of perfusion, turn off pacer and follow Cardiac Arrest Patient
Care Plan.

10. If there is no response to pacing and ACLS drugs, consultOLMC.

Indications
1. Unstable patient with second degree Mobitz type 2block.
2.  Unstable patient with third degree AV block.
3. Transcutaneous pacing should be considered in bradycardia (heart rate less than 60 bpm) and
evidence of inadequate perfusion (e.g., hypotension (BP less than 90 mm/Hg), altered mental

status).
Contraindications
1. Asystole.

2. Patients meeting death in the field criteria.

3. Patients with signs of penetrating or blunttrauma.
4. Hypothermia induced bradycardia

5. Reflex bradycardia due to herniation syndrome.

Precautions
1. Analgesia and sedation medication may cause altered mental status, respiratory compromise and perfusion
changes.
2. Follow device manufacturers and employer recommendations for specific TCP therapy dosing and
operations.
Special Notes
1. Patients requiring TCP may require vasopressor administration to obtain and maintain both electrical and
mechanical capture. Consider sympathomimetics for this purpose.
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Urinary Catheterization
Purpose Affected Protocols
May be used temporarily after an operation or as a
method to deal with bladder problems.
Equipment Registration Levels Authorized:
PPE_ Emergency Medical Responder (Monitor)
Sterile drapes Primary Care Paramedic

Cleansing solution Intermediate Care Paramedic
(Savlon) Cotton Swabs

Forceps

Sterile water

Foley

catheter

Syringe

Lubricant

Collection bag and tubing

Technique
1. Paramedics performing urinary catheterization, or maintaining a urinary catheter, should follow the
procedures and/or work standards as described by the Saskatchewan Heath Authority. Paramedics
employed by the Athabasca Heath Authority should follow their direction.

Indications
For patients who have been assessed by and are receiving services from Home Care, the PCP, ICP or ACP may
perform urinary catheterization and catheter care in the patient’s home without the need for transport
provided:

1. Thereis no other care provider immediately available on site that can perform the procedure.

2. Aphysician’s order for catheterization exists.

3. The patient is experiencing no complications that require transport for further medical

assessment/intervention.

Contraindications

1. Lack ofconsent
2. Where there are specific instructions that this procedure should not take place.
3. Patient who require the expertise of an Urologist or Urology Nurse Specialist.
4.  Previous urethraltrauma.
5.  Known congenital abnormalities of the pelvis
6. Latexallergy
Precautions
The four most common complications of urinary catheterization are as follows:
1. Blockage

If no urine has drained for 3 hours, check for kinks or bends in the tubing. Make sure nothing is lying on the
tubing. Catheter irrigation may be necessary. If irrigation is unsuccessful, remove and replace the catheter.
2. Bleeding
Urine is red, pink or tea colour. (Some foods such as beets, vitamins or medications may cause reddish colour
in urine). If bleeding is suspected, transport to ED.
3. Bypass
Urine is draining around the outside of the catheter. If due to blockage, irrigation or replacement may be
required. If the catheter appears patent, pad the area with clean, dry, absorbent material for patient
comfort and transport to ED.
4. Infection
Urine may be very cloudy and/or have a foul odour. The patient may complain of a burning sensation in the
urethra or pain in the bladder region (bladder spasm). This must be documented and relayed to Home Care
staff. If these signs and symptoms are associated with fever and/or chills, the patient must be transported
to ED.

Special Notes
1. Confused or agitated patients may be at risk of pulling catheter out.
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Vascular Access (Central Venous Line)

Purpose Affected Protocols

To provide rapid and accurate access to the central Inter-facility Transfer of Patients with Medical Devices
venous system. in Place

Equipment Registration Levels Authorized:

Types of central lines include: PICC, TICC, CVL or CVC, Primary Care Paramedic (Monitor)

Technique

1. Following the health authority’s training modules based on particulardevice.

Indications

1. Usedin emergency situations for rapid and accurate access to the central venous system.

2.  Moderate and long-term care medical patients who are receiving antibiotic therapy, parenteral nutrition
solutions (T.P.N.), intravenous medications (chemotherapy), and intravenous therapy for patients with
limited IV access.

3. Dialysis patients.

4. Blood sample collection.

Contraindications
1. Do not access a central line if suspected of being the source of infectious process for patient.

Precautions
1. Ensure to use the appropriate device for accessing specific central lines. eg. Port-A-Caths require a non-coring
access device (Port-A-cath Gripper). Not using the required equipment may result in damage to the central
line and patient harm.

Special Notes
The ACP may access central lines for the purpose of fluid and medication administration as needed.
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Vascular Access (External Jugular Vein)

Purpose Affected Protocols
External jugular venous cannulation is used to gain
emergent |V access when peripheral access is anticipated
to be unobtainable.

Equipment Registration Levels Authorized:
Primary Care Paramedic (Monitor Only)

Intermediate Care Paramedic (Monitor Only)
Technique

Position the patient supine or head-dependent position.

Located the external jugular running over the posterior border of sternocleidomastoid.
Select the appropriate size cannula.

Prepare equipment and cannulationsite.

Stabilize vein and facilitate filling by gentle occlusion of the vein on the clavicle.

Insert needle bevel up. Ensure insertion is in an area that does not limit the advancement of the needle.
Confirm IV placement by flashback and advance further into the vein.

Advance catheter over the needle and into thevein.

Retract needle while stabilizing the vein.

Flush with saline and ensure patency.

Secure site taking care not to dislodge cannula.

l:\‘B&DPO.\l@SﬂPWNI—‘

Indications
Percutaneous cannulization of the external jugular vein may be carried out if the following criteria are met:

1. This route is only to be used for the administration of drugs or volume replacement in patients with
hypovolemic shock where cannulization of a peripheral vein is not possible or has not been successful.

2. Cannulization of the external jugular vein will occur enroute to the health care facility unless an
exception is present as described previously for peripheral IV initiation.

3. Whenever this procedure is carried out (including unsuccessful attempts) the "other" box under
procedural skills must be checked off and a description of the procedure documented on the bottom of
the form.

Contraindications
1. Theexternal jugular vein is not to be used for the purpose of insertion of a Central Venous Pressure (CVP) line.

Precautions
1. Complications can include all those associated with conventional cannulation, pneumothorax and damage

to the great vessels in the neck.
2. Agitated, un-cooperative patients due to the danger of damaging other structures.
3. Obvious injury to neck or requirement for C-collar.

Special Notes
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Vascular Access (Intraosseous)
Purpose Affected Protocols
An alternative technique for establishing IV access in
critical adult and pediatric patients when peripheral IV
access is difficult or time sensitive.

Equipment Registration Levels Authorized:
Only those needles that have been specifically

Primary Care Paramedic (Monitor)

designed for intraosseous infusions may be used for - . .
this purpose. Intermediate Care Paramedic (Monitor)

Technique
Adult EZ-I0O™ Procedure:
1. Determine patient’s weight.
2. Assemble all necessaryequipment.
a. The standard EZ-I0 AD® needle should be utilized on patients who weigh > 40kg
(approximately 88 Ibs. or greater).
3.  Site Selection (patients weighing > 40kg).
a. Tibial
i. Palpate the landmarks at the proximal tibia (patella and tibial tuberosity).

i. Insertion site should be approximately one finger width below and to the medial
side of the tibial tuberosity.

ii. An alternative site may be used at the distal tibia (especially for morbidly obese
patients). Insertion site should be two finger widths proximal to the medial malleolus
along the midline of the tibia.

b. Proximal Humerus
i. Insertion site is located directly on the most prominent aspect of the greater tubercle.

ii. Slide thumb up the anterior shaft of the humerus until you feel the greater tubercle; this
is the surgical neck. Approximately 1cm (depending on patient anatomy) above the
surgical neck is the insertionsite.

ii. Ensure that the patient’s hand is resting on the abdomen and that the elbow is
adducted (close to the body).

c. Distal femur
i. Palpate the patella
i. Insertion site should be approximately 2 finger widths above the patella,
perpendicular to the bone. Note patient’s leg position, rotate medially if
needed.

4. Needle Insertion

a. Prep the surface with alcohol swab or equivalent.

b. Stabilize patient’s leg or arm and begin insertion from a 90-degree angle to the insertion site.
Gently advance the needle set into position—do not force. Stop when you feel the “pop.”

c. When needle is in proper position, remove stylet. If insertion fails, leave the needle in place and
clamp the EZ-Connect; do not attempt second insertion onsame long bone.

d. Connect extension tubing or EZ-Connect, primed with saline, to |0 hub.

e. Confirm the catheter position (catheter is stable at a 90-degree angle to the bone, able to
aspirate blood, and fluids flow without evidence of extravasation).

f.  Rapid bolus or “power” flush with approximately 10 mL normal saline when usingthe EZ-IOADEI
needle.

g. Connect IV tubing and bag to extension tubing or EZ-Connect.

h.  Consider additional bolus of saline if flow rates slower than expected.

i.  Utilize a blood pressure cuff, pressure bag or infusion pump to help infuse fluids.

j.  Dress site and securetubing.

5. Painmanagement

a. If the procedure is performed on a conscious or semi-conscious patient, immediately following
placement of the 10 needle, administer 0.5 mg/kg 2% lidocaine (not to exceed 50 mg) slowly (over
30- 45 seconds) through the 10 site. Wait approximately 30-60 seconds before “power” flushing
with normal saline.
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b. InInthe event a patient regains consciousness and complains of severe pain, secondary to the |10
insertion, temporarily stop infusing the fluids and administer the lidocaine as in 5.a above. Wait
approximately 30-60 seconds before continuing the infusion.

c.  If fluids do not flow freely, flush 10 site with an additional 10 mLs of normal saline.

Pediatric EZ-IO™ Procedure (patients weighing 3-39
kg): Assemble all equipment.
1. The EZ-10 PD needle should be used on patients who weigh between 3-39 kg (approximately 6-87 Ibs).
2. Site Selection
a. Palpate the landmarks at the proximal tibia (patella and tibial tuberosity).
b. Insertion site is one finger below the tuberosity, then medial along the flat aspect of the tibia.

c. Ifthe tibial tuberosity cannot be identified on the child, then the insertion site may be two finger
widths below the distal portion of patella, then medial along the flat aspect of the tibia.

d. Optional site selection, distal femur. Insertion site is approximately 1cm above the patella and 1cm
medial. Do not use the 15mm needle.

3. Needle Insertion
a. Prep the surface with Betadine and wipe dry with a sterile gauze pad.

b. Stabilize patient’s leg and begin insertion from a 90-degree angle to the insertion site. Gently
advance the needle set into position—do not force. Stop when you feel the “pop.”

c.  When needle is in proper position, remove stylet. If insertion fails, leave the needle in place and
clamp the EZ-Connect; do not attempt second insertion on same leg.

Connect extension tubing or EZ-Connect, primed with saline, to I0hub.

Confirm the catheter position (catheter is stable at a 90-degree angle to the bone, able to
aspirate blood, and fluids flow without evidence of extravasation).

f.  Rapid bolus or “power” flush with approximately 5 mL normal saline when using the EZ-10 PD
needle.

g. Connect IV tubing and bag to extension tubing orEZ-Connect.

h.  Consider additional bolus of saline if flow rates slower than expected.
i.  Utilize a blood pressure cuff orpressure infuser.

j. Dress site and securetubing.

PARAMEDIC CLINICAL PRACTICE PROTOCOLS SASKATCHEWAN COLLEGE OF PARAMEDICS




Page |94

Indications
The ACP may attempt an intraosseous infusion in the following circumstances:

1. Children under the age of six years in a cardiac arrest where a peripheral vein is not visible (including the
external jugular vein), or an IV has been unsuccessful on two attempts or 90 seconds has elapsed and a
vein has not been successfully cannulized.

2. Children under the age of six years who are hypotensive where a peripheral vein is not visible (including
the external jugular vein), or an IV has been unsuccessful on two attempts or 90 seconds has elapsed and
a vein has not been successfully cannulized.

3. Inadults where peripheral vein cannulation has been unsuccessful on two attempts or 90 seconds has
elapsed and a vein has not been successfully cannulized.

Intraosseous infusions, as with IV cannulations, are to be carried out en route. Therefore, this procedure may be

initiated at the scene only in the following circumstances:
If the patient is in cardiacarrest.
If there is a delay in the extrication of the patient.

3. Airway management during transportation will not allow for intraosseous initiation.

N —

4. Inthose patients with "controlled hemorrhage" where ongoing blood loss will not be a problem (i.e.
isolated soft tissue injury that can be controlled by pressure).

5. If the transport time is greater than 30 minutes inlength.

Contraindications
1. Fracture of the bone selected for 10 insertion (consider alternate site).

2. Previous significant orthopedic procedures (10 within 24 hours; prosthesis).
3. Infection at the site selected for insertion (consider alternatesite).
4.  Excessive tissue at insertion site, with absence of anatomical landmarks (consider alternate site).
5. Known osteogenic pathologies of the selected site/patient.
Precautions

1.  Remember that securing an airway, maintaining adequate ventilation, andcontrolling hemorrhage have
priority over the initiation of an intraosseous infusion.

)

Osteomyelitis, growth plate injury (in pediatric patients), and extravasation of fluid with compression of
popliteal vessels or the tibial nerve may occur.

3. Do not perform more than one attempt in each bone selected.

4. Medication may be administered 10.

5. Do not use hypertonic saline through an 10.

Special Notes
1. It should be noted that needle length is the primary determining factor for needle size selected. Although
patient weight is to be considered in the initial sizing, variance in patients and sites is a crucial factor. When
using the EZ-10 needle, ensure 1-2 black lines are witnessed on the needle prior drill activation. This is to
ensure the needle has enough depth to reach the medullary canal in the chosen site.

2. Various 10 devices are available. Paramedics should follow the manufacturer’s current recommendations of
use in utilizing these devices.
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Vascular Access (Peripheral Intravenous)

Purpose Affected Protocols
Provides access to the circulation to administer drug
therapy or fluids.

Equipment Registration Levels Authorized:
PPE Emergency Medical Responder- Monitor Only

Appropriate size catheter Primary Care Paramedic

Tourniquet
9 Intermediate Care Paramedic
Swabs

Gauze

Tape

Drip

Set

IV bag with solution
Sharp Container

Technique
1. PPE
2. Choice of insertionsite:
a. General drugadministration
i Small to medium gauge cannula (i.e. adult: 18 — 20 G, child: 22 — 24G).
i  Best most distal availablevein.
i. Usenon-dominant limb whenpossible.
v.  Avoid joints.
b. Likely need for fluidreplacement
i Large gauge cannula sited in a large vein (i.e. adult: 16 — 18 G, child: 20 — 22 G).
i Insignificant trauma a 16 G cannula is sufficient to facilitate rapid fluid replacement.
c.  Difficult IV access/poor veinpresentation
i Consider the lower limbs, or external jugularvein.
i Consider 10 access (Note: a small gauge cannula provides more reliable access than
the 10 route).
3. Procedure
Explain the procedure, including why IV therapy is necessary.
Select the appropriate size cannula.
Prepare equipment and cannulationsite.
Stabilize vein and insert needle bevel up.
Confirm IV placement by flashback and advance further into the vein.
Advance catheter over the needle and into thevein.
Retract needle while stabilizing catheterinthe vein.

@ rpopTw

Indications
1  For volume expansion in patients with the clinical diagnosis of shock (hypovolemic, neurogenic or
anaphylactic). Patients with suspected cardiogenic shock will have an intravenous initiated TKO, with
OLMC required to establish the rate of flow for PCP andICP.
2. Toobtain an intravenous route for actual or potential fluid administration, blood product or medication
administration.

Contraindications
1.  Whenever possible avoid sites of burns, infection or localized cellulitis.

Precautions
1  Because of the increased risk of phlebitis in IVs started in the pre-hospital scene, strict attention must be

placed on an aseptic technique and secure taping of the V.
2. The following sites are not to be used for IV access:
Lower limbs when pelvis, abdominal or thoracic trauma is suspected.
Distal to a complex limbinjury.
Limb with a fistula present.
An area of phlebitis orcellulitis.
When a limb has potential or existing lymphedema (e.g. the same side as lymph node clearance).

oo oo
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Special Notes
1 A peripheral intravenous saline lock may be used in those patients where IV access has been obtained
for the purpose of administering IV medications. A saline lock is not to be used for those patients who
require or may require bolus IV fluid therapy for hypotension.
a. The procedure to be used for saline lock placement will be that which is in current use within
the SHA where the service islocated.
2. Each dose of IV medication administered during a cardiac arrest is followed by a bolus of IV fluid (to
accelerate its entry to the central circulation) as follows:
a.  Under the age of six years: 5 mL (including 10infusions)
b. Between six and twelve years: 10mL
c.  Over the age of 12 years: 20mL
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Patient Care Plans
Abdominal Trauma EMR

Standard Approach
Ongoing Assessment

If clinically indicated, consider administering oxygen, titrate to effect.
If clinically indicated, consider spinal motion restriction.

Abdominal wounds or eviscerations should be covered with saline soaks and then occlusive
dressing slowly sealed over the entire site.

The patient with traumatic eviscerations should be placed in a position which preventspossible

strangulation of the exposed viscera by muscle tension around the wound.

Depending on the nature of the injury in most cases, this may be accomplished by raising the
lower extremities or bending the knees.

If injury is high in the abdomen, consider the possibility of chest trauma.
Attach cardiac monitor and acquire 3 lead ECG.

Consider intercept or additional resources.

Go to
Shock

protocol

Signs and Symptoms
of Shock?

No
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Acute Abdominal (Non-Traumatic)

EMR

Standard Approach
Ongoing Assessment

Place patient in a position of comfort

If clinically indicated, consider administering oxygen, titrate to
effect

Record a baseline evaluation of pain
Attach cardiac monitor and acquire 3 lead ECG

Consider intercept or additional resources

Go to
Shock
protocol

Signs &

symptoms of shock? ves

no

Go to
Nausea/
Vomiting
protocol

Nausea/
vomiting?

yes
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Acute Coronary Syndromes

Standard Approach
Ongoing Assessment

If clinically indicated, consider administering oxygen, titrate to effect
If clinically indicated, consider administering platelet inhibitor, titrate
to effect

Attach cardiac monitor and acquire 3 lead ECG

Consult OLMC  —— EMR and No Is pt prescribed nitroglycerine?

EMR and yes, or PCP/ICP/ACP

- If clinically indicated, consider assisting patient in taking nitroglycerine as per
patient’s own prescription or as per OLMC orders

Notify receiving
hospital if ST
elevation noted

- Continuous cardiac monitoring

- Establish vascular access
- If clinically indicated, consider administering anti-anginal, titrate to effect
- If clinically indicated, consider administering inhaled analgesic, titrate to effect

Go to

Nausea/ Nausea/
vomiting > Vomiting

present? protocol

Go to
Tachycardia
protocol

Arrhythmia
present?

Go to

Bradycardia
protocol

Cardiogenic
shock
present?

oto
STEMI
protocol

STEMI
present?

A 4

Transport
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Agitated Patients

Standard Approach
Ongoing Assessment

Immediate

es
y Danger?

no

Protect yourself and others The attendant responsible for assessing, treating, and
communicating with the patient should remain with

Utilizing law enforcement should be
the patient during transport

considered if indicated by patient
behaviour, and, if necessary, to render If clinically indicated, consider administering oxygen,

care. titrate to effect

Additional assessment and treatment as
the situation permits.

Medical
Control

Signs of EPS or Dystonic Reaction?

If clinically indicated consider administering

benzodiazepine, titrate to effect

v
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Note: Restraints may be necessary at any time if the patient becomes uncontrollable and is considered a threat to themselves or to others. These
guidelines must be followed when utilizing restraints:
1. Reasonable precautions must be taken to safeguard the welfare of the patient and the providers.
Apply only reasonable therapeuticforce.
Explain restraining actions to the patient’s family and friends.
Care must be taken to restrain the patient in a manner that allows for rapid and adequate airway maintenance.
Document the patient’s medical and mental status on the PCR and document serial examinations.

uhwnN

In event of an extrapyramidal reaction (tachycardia, hypertonus and muscle rigidity, fasciculations), the ACP may consider the use of an
antihistamine for treatment of these symptoms.
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Alcohol Withdrawal

EMR

Standard Approach
Ongoing Assessment

-Ensure scene safety and consider utilizing law enforcement support if
indicated by patient behaviour and to provide safe and appropriate care
-If clinically indicated, consider administering oxygen, titrate to effect
-If clinically indicated manage airway as required

-Obtain a blood glucose reading

-Attach cardiac monitor and acquire 3 lead ECG

-Consider intercept or additional resources

Go to
Seizure
Protocol

Actively
Seizing?

GoTo

Hypoglycemic
Protocol

Hypoglycemic

) Yes —»

-If clinically indicated with current withdrawal scoring criteria as
determined by the SHA, administer benzodiazepine, titrate to effect
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Allergic / Anaphylaxis Reaction

EMR

Standard Approach

Ongoing Assessment ICP

If clinically indicated, consider administering oxygen, titrate to effect
Consider load and go if patient is experiencing severe respiratory distress
Note the presence of, and extent of related signs indicating the severity of reaction

including respiratory status, skin colour, swelling, uticaria, abdominal cramps, n/v,
and vitals

Note any known sensitivities, allergies, onset of symptoms, possible toxin source,
medical alerts, and prophylactic medications in patient’s possession

If stinger from a bee or other stinging insect is imbedded in the skin, remove by
scraping the stinger, do not grasp to remove

If clinically indicated, consider administering Epi-Pen, titrate to effect
Attach cardiac monitor and acquire 3 lead ECG

Consider intercept or additional resources
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Amputation Trauma

Standard Approach EMR

Ongoing Assessment

A
Control bleeding as required and locate amputated parts
If clinically indicated, consider administering oxygen, titrate to effect
Rinse the part gently with normal saline to remove loose debris, do notscrub

Wrap and package amputated part(s) for transport, use sterile dressings, wrapsand
cooling as required

Place wrapped part into plastic bag and seal with tape

DO NOT POUR LIQUID INTO BAG

Label with name, date, and time; place bag into container filled with water andice
Record the approximate elapsed time before the part was protected byice

Record a baseline evaluation of pain

Attach cardiac monitor and acquire 3 lead ECG

Go to
Signs & symptoms Shock
of shock? protocol

No
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Asystole/PEA

Standard Approach
Ongoing Assessment

If clinically indicated, consider initiating CPR
Manage airway

If clinically indicated, consider administering oxygen, titrate to effect

Attach AED and follow prompts, acquire lead 2 ECG with pads

Consider intercept or additional resources

Terminate or
PEA/

Asystole

) i I
| I |
| ] I
! pronounce ' |
1 death : !

,,,,,,,,,,,,,,,,,,,,,,

Go to
Death in
the Field
policy
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Bradycardia

EMR

Standard Approach
Ongoing Assessment

Manage airway

If clinically indicated, consider administering oxygen, titrate to effect

Consider intercept or additional resources

Attach cardiac monitor and acquire 3 lead ECG

fffff |

1 [ 1
! Ppersistent ! | Persistent !
| bradycardia ! ! bradycardia !
| stable ! | unstable !
| | | |

Monitor and observe

Transport
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Burn Trauma EMR

Standard Approach

Ongoing Assessment

- Ensure your safety and the safety of bystanders.

- Stop the burning process

- Estimate depth of burn and percent of body surface injured using the rule of nine
- If clinically indicated, consider administering oxygen, titrate to effect

- Record a baseline evaluation of pain

- Attach cardiac monitor and acquire 3 lead ECG

- Consider intercept or additional resources

Flame Source

- Apply a clean, dry non-
adherent dressing to the
burned area

- Record a baseline
evaluation of pain

- Cold compresses should
not be used for pain control
in a burn which is greater
than 20% burn surface area
- Remove jewelry from any
extremity which has been
burned

- Do not apply any ointment
to the burn

- Place patient between dry
clean sheets and prevent
burned surfaces from
contacting one another.

Go to Pain.

Management
Protocol

PARAMEDIC CLINICAL PRACTICE PROTOCOLS

Chemical Source

Remove contaminant
Chemical on Skin

- Remove contaminated
clothing and flush skin with
water

- If contaminant is a dry
powder, brush off before
flushing skin

- Identify contaminant

Chemical in Eye

-Flood with lukewarm water
or normal saline for 20
minutes; have patient blink
frequently during irrigation
- Identify contaminant

Arrhythmia
Present?

Electrical Source

- Eliminate electrical contact
- Identify entry and exit
wounds

- Place patient between
clean sheets

Go to

Bradycardia
Protocol

Goto

Tachycardia
Protocol
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Cardiac Arrest

EMR

Standard Approach
Ongoing Assessment

If unresponsive, no breathing, or gasping

call for additional resources and attach
AED/defibrillator

Consider intercept or additional resources

- Begin CPR until
AED/defibrillator
T

Definite pulse -If adult patient, give one breath
within 10 every 5 to 6 seconds

seconds?
-If pediatric patient, give one
breath every 2-4 seconds

-Recheck pulses every 2 minutes

Shockable
rhythm?

no

Give one
shock,
resume CPR
immediately
for 2 mins

Go to

Asystole/PEA
protocol
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Chest Trauma

Standard Approach
Ongoing Assessment

Manage airway

Correct hypoxia

If clinically indicated, consider administering oxygen, titrate to effect

Seal open chest wound with occlusive dressing or commercially available device.

If possible, place the patient in the position that provides greatest respiratory effect with the least
amount of effort

Patients who require continued spinal motion restriction should be placed in a position that
maintains SMR principles and alleviates positional dyspnea.

Stabilize rib fracture or flail segment

Impaled objects should be stabilized and left in place

Do not wrap tape, tensor bandage, or similar device around a patient’s chest to controlpain
Attach cardiac monitor and acquire 3 lead ECG

Consider intercept of additional resources

Signs &

Go to

symptoms of Shock
shock? protocol

no

Note:

- Bilateral chest expansion and possible paradoxical respirations should be included in assessment

- Check for tracheal deviation, subcutaneous emphysema, and jugular venousdistention

- If not contraindicated, the patient should be allowed to seek position of comfort

- Continually assess respiratory status and watch closely for signs of developing tension pneumothorax

- If pneumothorax occurs in a patient with an open chest wound, release the seal over the wound during expiration and
allow the trapped air to escape; then reseal the wound dressing during inspiration

- Endotracheal tube placement must be checked prior to the thoracostomy as this is the most common cause of unilateral
breath sounds, and other signs must be present to confirm the presence of a tension pneumothorax
i.e. displaced trachea, subcutaneous emphysema, increased airway resistance when bagging
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Childbirth (Obstetrics)

Normal Delivery
EMR

Standard Approach
Ongoing Assessment

Manage airway

If clinically indicated, consider administering oxygen, titrate to effect
Check perineum and if bulging prepare for delivery

If multigravida and experiencing urge to push, prepare for delivery

If not imminent, transport facing attendant

If complications apparent, transport immediately and treat accordingly
Consider intercept or additional resources

Allow delivery to progress spontaneously, secure OB kit and prepare mother for
delivery

Suction pharynx (mouth followed by nose) only if airway obstruction suspected or
copious/thick secretions present that are unable to be cleared manually by hand

Deliver the head and anterior shoulder; do not pull baby

Reassure the mother continuously, keeping her informed of progress and instructing
her to push with contractions and mouth breathe slowly

During the delivery process, check position of cord

Stimulate crying by tapping soles of feet, if no spontaneous cry within one minute,
suction airway and begin resuscitation

Wrap baby in dry blanket and place on mother’s abdomen

Maintain body heat of baby and mother; monitor baby’s respiratory/circulatory status
carefully

Once placental pulse absent or if either mother or baby require further resuscitation,
clamp and cut umbilical cord. First clamp secured 6” from baby, second clamp secured
2” closer to mother, cut between clamps

If placenta delvers spontaneously, perform fundal massage until firm, bring placenta
to hospital; place a sterile pad over vaginal opening and cover mother with clean linens

Transport

Note:

- Consider possibility of pregnancy in any female of child-bearing age with complaints of vaginal bleeding, menstrual cycle
irregularity, abdominal pain or low back pain not associated with trauma

- If cord is around baby’s neck during delivery, slip cord over head to avoid strangulation; if cord is too tight and cannot be slipped
over baby’s head, clamp and cut the cord

- The greatest risks to a newborn is airway obstruction and hypothermia; keep baby warm an dry and maintain airway patency

- When delivery is not proceeding normally and mother is displaying signs of shock, treat for shock and transport immediately

- Spontaneous or induced abortions may result in copious vaginal bleeding; reassure mother; treat for shock and transport
immediately; bring fetus or any tissue passed to health care facility with patient
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Childbirth (Obstetrics)

Delivery Complications

Prolapsed
Cord

Postpartum
Hemorrhage

Breech
Presentation

- Place mother in Trendelenburg or knee position, instruct to pant with each contraction to prevent
bearing down.

- Insert gloved hand into vagina and gently push baby’s head off the cord while ensuring hand is not
compressing the cord

- Transport immediately, do not remove hand until relieved by health care facility staff

- Control bleeding by massaging lower abdomen firmly
- Treat for shock

- Transport immediately

- Notify health care facility enroute

- Best handled in health facility; encourage breathing through contraction

- If delivery is imminent, prepare for delivery

- No interference is the rule

- Allow the delivery of the baby up to the level of the umbilicus, supporting the buttocks andtrunk
with the hand and velar surface of the arm, allow legs to deliver spontaneously, support heels to

prevent perineal tearing
- When visualized, gently extract 4”-6” of umbilical cord to prevent traction of thecord

- Let baby hang with gravity for 20 sec. to allow head to flex inpelvis

- As the head delivers, the body should be extended by lifting it up over the mother’s abdomen
- As the mouth appears, consider suction if airway obstruction is suspected, continue extending over
the abdomen until the head delivers

- You are aiding and facilitating delivery of the head; do not actively pulithe baby.

Note:

Consider possibility of pregnancy in any female of child-bearing age with complaints of vaginal bleeding, menstrual cycle
irregularity, abdominal pain or low back pain not associated with trauma

If cord is around baby’s neck during delivery, slip cord over head to avoid compression; if cord is too tight and cannot be
slipped over baby’s head, clamp and cut the cord

The greatest risks to a newborn is airway obstruction and hypothermia; keep baby warm, dry and maintain airway patency
When delivery is not proceeding normally and mother is displaying signs of shock, treat for shock and transport immediately
Spontaneous or induced abortions may result in copious vaginal bleeding; reassure mother; treat for shock and transport
immediately; bring fetus or any tissue passed to health care facility with patient

Routine pharyngeal suctioning of neonate is no longer recommended prophylactically. Potential harm has been documented
due to hypoxia during this procedure. Only suction if airway obstruction suspected and secretions cannot be cleared manually
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Cyanide Poisoning

EMR

Standard Approach
Ongoing Assessment

Remove the patient to an uncontaminated area ensuring
appropriate protective clothing and breathing apparatus are
worn

Remove any contaminated clothing and shower or wash
thoroughly any areas of contaminated skin

Signs &
Symptoms
Cyanide

No treatment required €—— no

Yes

- Attach cardiac monitor and acquire 3 lead ECG
- Ifclinically indicated, consider administering oxygen, titrate to
effect

Cyanide Poisoning Criteria

Known or suspected risk factors for exposure:

- Exposure to products of combustion

- Cyanide ingestion

- Exposure to cyanide containing products in industrial, healthcare, or laboratory settings

Criteria is met when known or suspected risk factors with GCS less than 14 AND when one or more of the
following are present.

- Chest pain and/or ischemic ECG changes

- Dyspnea and/or pulmonary edema

- Respiratory rate less than 12 (late sign)
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Cyclic Antidepressant Overdose

Standard Approach
Ongoing Assessment

Manage airway

If clinically indicated, consider administering oxygen, titrate to effect

Consider intercept or additional resources
Do not induce vomiting

Because of the potential toxicity of cyclic antidepressants, all over-doses
must be transported to a health care facility

Attach cardiac monitor and acquire 3 lead ECG

Medical
Control

Go to
Seizure

protocol

Actively seizing?

no

QRS >0.10 seconds,
or hypotensive?

no

Go to

Bradycardia
protocol

Arrhythmias
present?

yes —

Go to

Tachycardia
protocol

Note:

When determining the need for adsorbent administration, online medical control, in this instance, refers to the
receiving physician or Poison & Drug Information Service (*PADIS)

- The contact number for PADIS is 1-866-454-1212
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Dyspnea

Standard Approach
Ongoing Assessment

Manage airway
If clinically indicated, consider administering oxygen, titrate to effect

Be prepared to assist respirations

Allow patient to seek position of comfort (usually sitting), loosen tight clothing

If clinically indicated, consider assisting patient in taking salbutamol MDI as per
patients own prescription
Attach cardiac monitor and acquire 3 lead ECG

Consider intercept or additional resources

Transport
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Electrical Shock

EMR

Standard Approach
Ongoing Assessment

Call for professional assistance and when safe to do so approach and remove

patient from current source with extreme caution

Manage airway

If clinically indicated consider administering oxygen, titrate to effect
Attach cardiac monitor and acquire 3 lead ECG

Consider intercept or additional resources

Burns
Present?

Go to Burn

Protocol

Go to

Bradycardia
protocol

Arrhythmias
noted?

——vyes ——

Go to
Tachycardia
protocol

Transport
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External Bleeding

Standard Approach
Ongoing Assessment

Control bleeding by applying dressing with direct pressure and elevate the bleeding
site

If bleeding persists, continue applying pressure dressings as needed in layers, never
remove a pressure dressing once applied

Immobilize impaled objects securely

Impaled objects in the cheek may be removed and pressure applied from both sidesto
ensure a patient airway

If clinically indicated, consider administering oxygen, titrate to effect

If clinically indicated consider applying tourniquet and/or hemostatic agents, titrate to
effect

If a tourniquet is applied, the time of the application of a tourniquet must be
recorded, never cover a tourniquet

Attach cardiac monitor and acquire 3 lead ECG

Consider intercept or additional resources

Signs & symptoms Goto
Shock

of shock? 2=

protocol

Transport
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Head / Neck and Spinal Trauma

Standard Approach
Ongoing Assessment

Do not hyperextend the neck

Manage airway

If clinically indicated, consider administering oxygen, titrate to effect
If clinically indicated, consider spinal motion restriction

Observe for presence of spinal fluid

Attach cardiac monitor and acquire 3 lead ECG

Consider intercept or additional resources

Signs &

Go to

symptoms of — yes Shock
shock? protocol

no

Note:

—  Some patients with respiratory diseases such as COPD will experience further respiratory compromise when
subjected to supine immobilization on a spine board. In these situations, you may need to place the patent
in a semi-sitting position on the stretcher while applying spinal motion restriction

—  Not all patients will be able to place the back of their head onto a spine board due to pre-existing conditions
such as ankylosing spondylitis; therefore, padding may be required under the occiput in these cases. While
less than ideal, this will facilitate easier handling of these patients

—  Motor and sensory assessments should be performed before and after spinal motionrestriction
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Heat Injuries

Standard Approach
Ongoing Assessment

EMR

Remove from heat source to a cooler
environment if possible
If clinically indicated, consider administering

If patient
appears
pyrexic, Goto
Pyrexic Patient oxygen, titrate to effect
protocol Attach cardiac monitor and acquire 3 lead
ECG
Obtain blood glucose reading
Consider intercept or additional resources

Temperature? 37.7°-40°C

Remove clothing
Initiate active cooling using
cool water application and
consider cool water
immersion if feasible

— Increase fluid intake if not
contraindicated

Allow air conditioning to create

air currents over the patient to
promote cooling
Stop cooling if temp is <38.8 °C

Note:
— Not all heat emergencies are environmental in nature; may have an infectious or neurologicaletiology
—  Rapid cooling may cause vomiting or shivering. Do not continue cooling if shivering starts
— Do not administer oral salt to the patient
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Hyperkalemia

Standard Approach
Ongoing Assessment

Manage airway
If clinically indicated, consider administering oxygen, titrate to effect
Attach cardiac monitor and acquire 3 lead ECG

Consider intercept or additional resources

Suspected hyperkalemia
No and/or history of renal
impairment, with ECG
changes?
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) Go to Cardiac

Cardiac -~ E—

Arrest Yes > Arrest
Protocol
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Hypoglycemic

Standard Approach
Ongoing Assessment

Manage airway

If clinically indicated consider administering oxygen, titrate to effect
Maintain body heat

Obtain a blood glucose reading

Attach cardiac monitor and acquire 3 lead ECG

Rule out other possible causes of unconsciousness or level of
consciousness changes

If clinically indicated consider administering glucose, titrate to effect
If unconscious, place patient on his/her side, if clinically indicated
administer glucose buccally in dependent cheek.

Consider intercept or additional resources

Transport
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Note:

— Under no circumstances administer insulin even if the patient requestsit
—  Diabetic patients may be unconscious for reasons other than hypoglycemia; thus, the care provider must be
thorough in their history taking and assessment
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Hypothermia

Standard Approach
Ongoing Assessment

Manage airway

Move to warmer environment if possible

Protect injured areas from pressure trauma and friction and remove all coverings from injured parts
Do not rub or break blisters

Do not allow patient to ambulate once the limb has started tothaw

No Do not allow the limb to thaw if there is a chance that the limb may refreeze before extrication is complete
Pulse? Maintain core temperature by keeping the patient warm withblankets

If clinically indicated consider administering oxygen (warmed if possible), titrate to effect

Obtain blood glucose reading

Administer warm fluids if the patient is conscious and isn’t nauseated and core temperature is >34°C
Attach cardiac monitor and acquire 3 lead ECG

Consider intercept or additional resources

Do not attempt rewarming,
simply warm ambulance

Core temp <30°C
l Yes

Initiate controlled rewarming

Place hot packs not exceeding 43.3° C over the carotid arteries, head, lateral thorax, and
femoral arteries

Warm ambulance compartment to 30° C or more

Do not attempt to warm extremities

Go to

Bradycardia
protocol

Arrythmia
present?

Yes

Go to

Tachycardia
protocol

—  When practical, all treatment of cold emergencies should be left until arrival at the health care facility

—  Shivering occurs between 32°and 36.6°C, but not below and is a fair indicator of the severity of hypothermia

—  If possible, core temp should be recorded using a low temperature rectal thermometer

—  Absence of a palpable pulse is not a dependably accurate indication of functional cardiac activity

—  Handle patients with care to avoid causing ventricular fibrillation of a cold but functioning heart

- Body temperatures below 30C reduces medication metabolism. OLMC consultation should be considered for repeat medication intervals.
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Multiple Trauma

Standard Approach
Ongoing Assessment

- Manually immobilize head, neck and spine until secured on appropriate
device. Be prepared to turn patient on side if needed

- If clinically indicated consider administering oxygen, titrate to effect

- Dress major open wounds

- Splint major fractures

- Observe and carefully record mechanism of injury

- Attach cardiac monitor and acquire 3 lead ECG

- Consider intercept or additional resources

Go to pain
protocol

Pain
present?

Signs and Go to shock
symptoms of protocol
shock?

A N

Transport

PARAMEDIC CLINICAL PRACTICE PROTOCOLS SASKATCHEWAN COLLEGE OF PARAMEDICS




Page | 123

Musculoskeletal Trauma
EMR

Standard Approach
Ongoing Assessment

If clinically indicated consider administering oxygen, titrate to effect

Protect injury site from excessive movement

Check neurovascular status to injury prior to and following aligning any fracture
Dislocations and fractures involving joints should be splinted in position found

If circulation is compromised to limb, reduction may be attempted once to restore
perfusion

Absence of distal pulse to major fractures and dislocations are an orthopedic emergency
and should be transported immediately

Elevate injured limb if possible, and apply cold packs to injury site

For pain associated with musculoskeletal injuries the preferred treatment is to splint the
extremity

Record a baseline evaluation of pain

Consider intercept or additional resources

Notes:

-When reducing a fracture injury, the goal is to
return distal neurovascular function and place
the extremity in the closest anatomically

Signs & Go to

neutral position. Doing so may help improve symptoms shock.
P ’ g y helpimp of shock? protocol

CMS and reduce the chance of further injury.

-Complete a baseline assessment of sensation,
pulses, strength, skin color, capillary refill, and
temperature.

-If the site distal to the injury is pulseless or
cyanotic, make one reduction attempt to
improve distal perfusion and regain a distal Pain Goto
pulse using mild traction to align to neutral Present? Yes —» Pain.
position. Once completed, splint the extremity protocol
in this position.

-After attempting to reduce the injury once,
reassess the injury as done above and note any
changes.

-If you encounter resistance to limb alignment
during reduction, splint the limb immediately
and avoid further manipulation.

Transport
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Nausea / Vomiting

Standard Approach
Ongoing Assessment

Place patient in position of comfort as allowable and prepare for emesis
If clinically indicated, consider administering oxygen, titrate to effect

Attach cardiac monitor and acquire 3 lead ECG

Consider intercept or additional resources

Transport
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Near Drowning

EMR

Standard Approach
Ongoing Assessment

Place patient in recovery position

Manage airway

If clinically indicated, consider administering oxygen, titrate to effect
Attach cardiac monitor and acquire 3 lead ECG

Consider intercept or additional resources

Go to

Bradycardia
protocol

Arrhythmias
present?

Go to

Tachycardia
protocol

Go to
Cardiac
Arrest
protocol

Apneic/
cardiac arrest?

yes

no
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Organophosphate / Carbamate Poisoning

Standard Approach
Ongoing Assessment

- Due to dangers of skin absorption of organophosphates and carbamates, all responders must wear a
mask, gloves and gown when treating patients with suspected organophosphate or carbamate poisoning.
-  Decontaminate patient if possible by removal of clothing as carefully and discretely as possible prior to
loading patient into ambulance
- Place all clothing in a double garbage bag thenseal
- Remove as much of the chemical off the patient as possible by brushing off the skin or washing the skin with
water if the patient’s condition permits
Manage airway
If clinically indicated, consider administering oxygen, titrate toeffect
If contamination of eyes has occurred, irrigate eyes with normal saline for 20 minutes enroute, blinking often
Attach cardiac monitor and acquire 3 lead ECG
Consider intercept or additional resources

Signs &

Go to

symptoms Yes —» Shock
of shock? Qrotoco|

No

Go to
Dyspnea
protocol

Bronchospasm
present?

Transport

Note:
- Organophosphates and carbamates are used as insecticides and are the active ingredients in many compounds
- They affect the nervous system causing a constant set of nerve stimulation and are readily absorbed by the skin, Gl tract and respiratory system
- Onset of symptoms may be a few minutes to several hours after exposure
- Death occurs due to respiratory failure
- Notify receiving health care facility as early as possible so that they can prepare for the arrival of the patient
- After transporting patient, cleanse the interior of the ambulance with soap and water followed by a clear water rinse
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Palliative Care

Documentation:

e All components of assessment, interventions, communication and follow- up plan are to be documented.
e Patient goals of care.
e EMS attendance must be documented in home care binder if one exists.

*Advanced Life-Limiting lliness Defined as:
e Progressive Cancers: Focus on maintenance of symptoms and comfort rather than curative.
Neurological Disease: Multiple Sclerosis, Parkinson's, Amyotrophic Lateral Sclerosis, Dementia.
Heart/Vascular Disease: Heart failure or untreatable CAD, symptomatic at rest or with minimal effort.
Respiratory Disease: Severe COPD with frequent exacerbations and symptomatic at rest or with minimal effort, Cystic Fibrosis.
Kidney Disease: Stage 4 or 5 chronic kidney disease, renal failure associated complications, refusing dialysis
Liver disease: Cirrhosis with complications in past year, not eligible for a liver transplant.

*Criteria adopted from The University of Edinburgh — Supportive and Palliative Care Indicators Tool (SPICT) www.spict.org.uk and Pallium Canada
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Palliative Care Dyspnea

EMR

Standard Approach

Ongoing Assessment

Place patient in position of comfort as allowable to presentation
Consider intercept or additional resources
Manage airway

If clinically indicated, consider administering oxygen, titrate to effect

-If the response to any of the
previous questions is NO

Transport

Note:

- In patients receiving a palliative approach to care who are experiencing perceived breathlessness/dyspnea due to their life limiting
iliness while living in the community.

- The administration of opioids for the management of dyspnea in the palliative population by oral, subcutaneous, or IV routes.
- Factors influencing decision:

severity of symptoms

availability of healthcare provider consult

availability of pre-established care plan

time permitted to monitoring effects

ability to provide follow up for clients after event.

- In the event no pre-established care plan exists and there is no clinician available for consult, the paramedic will treat based on the
non-palliative clinical practice protocols.
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Palliative Care Pain Management

Standard Approach
Ongoing Assessment

- Place patient in position of comfort as allowable to presentation

- Record a baseline evaluation of pain

- Consider intercept or additional resources

- Depending on the presenting pain and its suspected origin consider the following options
available to alleviate pain such as ice or heat packs applied to the site, elevation, positioning,
emotional support, distraction (guided imagery or breathing exercises)

- If clinically indicated, consider administering oral analgesic or NSAID, titrate to effect

-If the response to any of the
previous questions is NO

Transport
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Palliative Care Treat and Refer

EMS activation for patient receiving a palliative approach to care for an advanced life limiting illness

Identify patient experiencing a symptom crisis or at end-of-life and opportunity for
treat and refer using the following criteria:

Patient receiving a palliative approach to care managed by a physician
and/or care team.

Patient presents with goals of care consistent with treatment in place and are
focused of comfort and symptom management.

Patient/family agrees to treatment in home.

Criteria Not Met

Initiate collaborative care plan with:

Family Physician/Most Responsible Provider (MRP)

Palliative Physician (if connected to a palliative care program)
On-Line Medical Consult

Nurse Practitioner

Registered Nurse with a Palliative or Primary Care Team

*In the absence of a collaborative care opportunity, paramedics can treat according
to a pre-existing patient care plan within provider scope of practice.

Collaboration
Not an Option
OR

No Pre-Existing
Care Plan

Arrange appropriate follow-up to ensure ongoing support after the event.
Clinicians appropriate to provide follow-up are:

Family/Primary Care Physician

Member of a Primary Care Team (Palliative or Home Care)
Registered Nurse

Nurse Practitioner

Paramedic

Follow-Up
Cannot be
Arranged Within
a Timely Manner
as Determined
Between
Clinicians

Event Closure:

If symptoms not managed after collaborative treatment plan, communicate
with patient/family and collaborative member to determine next steps.

A 12-hour care plan is to be created with patient/family and collaborative
member to ensure ongoing support.

A contact number/person to be provided in the event condition changes.
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Pain Management

Standard Approach
Ongoing Assessment

Place patient in position of comfort as allowable to presentation

If clinically indicated, consider administering oxygen, titrate to effect

Record a baseline evaluation of pain

Consider intercept or additional resources

Depending on the presenting pain and its suspected origin consider the following options
available to alleviate pain such as ice or heat packs applied to the site, elevation, splinting or
positioning, emotional support, distraction (guided imagery or breathingexercises)

If clinically indicated, consider administering oral analgesic or NSAID, titrate to effect

Attach cardiac monitor and acquire 3 lead ECG

Go to
Shock
protocol

Signs &
symptoms of
shock?

no

Go to
Nausea/
Vomiting
protocol

Nausea/vomiting? yes —————»
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Poisoning

Standard Approach
Ongoing Assessment

Manage airway

If clinically indicated, consider administering oxygen, titrate toeffect

Attach cardiac monitor and acquire 3 lead ECG
Consider intercept or additional resources
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Y

Ingested
Poisons

Identify
substance
ingested
Estimate
quantity
ingested

Medical
Control/
PADIS

If clinically
indicated,
consider

administering
adsorbent,
titrate to
effect

Treat as per
PADIS

v v

Inhaled Poison on
Poisons Skin

Wear gloves, gown
and mask when
dealing with pesticide
poisoning or when
type of chemical on
the skin is unknown
Identify contaminant
Remove
contaminated
clothing and flush skin
with water for 20
minutes, wash gently
with soap, water and
rinse

If dry powder, brush
off first

Call Medical
Control/PADIS

Treat as per PADIS
recommendations

Remove patient to
fresh air

Identify substance
inhaled

Estimate duration of
exposure

Call Medical

Control/PADIS
Treat as per PADIS
recommendations

v

Poison in
the Eye

Flood with lukewarm
water continuously for at
least 20 minutes, have
patient blink frequently
Identify contaminant

Call Medical
Control/PADIS

Treat as per PADIS
recommendations

v

Unconscious to
semiconscious

!

Identify contaminant
Estimate duration of
exposure, or quantity of
ingestion

Call Medical
Control/PADIS

Treat as per PADIS

recommendations
Transport on side

Do not administer oral
agents unless on the
advice of Medical
Control/PADIS

Note:

When determining the need for adsorbent administration, online medical control, in this instance, refers to

the receiving physician or Poison and Drug Information Service (PADIS)

The contact number for PADIS is 1-866-454-1212 for health care professionals and 1-844-POISON-X for public.
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Pre-Eclampsia/Eclampsia

Standard Approach
Ongoing Assessment

Manage airway

If clinically indicated, consider administering oxygen, titrate to effect

Obtain blood glucose reading

If a BLS provider encounters a patient in status epilepticus, transport immediately
Attach cardiac monitor and acquire 3 lead ECG

Consider intercept or additional resources

Is patient pre-
eclamptic?

yes

no

Is patient
seizing?

yes

no

Transport

Moderate / Severe Signs and Symptoms of Pre-Eclampsia
- Blood pressure of 160/100 mmHg or higher
- Generalized edema
- Shortness of breath / pulmonary edema
- Severe headache
- Visual disturbances
- Confusion
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Pulmonary Edema

Standard Approach
Ongoing Assessment

Place patient in low or high fowlers position, loosen tight clothing

and reassure

If clinically indicated, consider administering oxygen, titrate to
effect

Attach cardiac monitor and acquire 3 lead ECG

Consider intercept or additional resources

Does patient have
own prescribed
nitro?

No, and
< if PCP

l

Transport

Note:
Diuretics remains within the scope of an ACP to monitor or to administer in certain environments (ie. In

facilities). In following with best practice and evidence-based medicine it is not recommended to be used in
the routine treatment of pulmonary edema.

PARAMEDIC CLINICAL PRACTICE PROTOCOLS SASKATCHEWAN COLLEGE OF PARAMEDICS




Page | 132

Pyrexic Patient

EMR

Standard Approach
Ongoing Assessment

If clinically indicated, consider administering oxygen, titrate to effect

If seizure activity is present on arrival gradually cool the child

If < 6 years old, obtain a temperature by axilla using a non-glass digitalthermometer
If transport time is > 30 minutes, a second temperature by axilla may be obtained

If > 6 years old, obtain an oral temperature using a non-glass digitalthermometer

If transport time is > 30 minutes, a second oral temperature may be obtained

If indicated clinically indicated, consider administering antipyretic, titrate to effect
Attach cardiac monitor and acquire 3 lead ECG

Consider intercept or additional resources

Go to
Seizure

protocol

Active seizing? yes >

no
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Seizure
EMR

Standard Approach
Ongoing Assessment

Turn patient on side with head down

Manage airway

If clinically indicated, consider administering oxygen, titrate to effect

Obtain blood glucose reading

Maintain patient’s dignity by removing bystanders and covering patient if possible
If a BLS provider encounters a patient in status epilepticus, transportimmediately

Attach cardiac monitor and acquire 3 lead ECG
Identify possible causes

Treat injuries (see specific protocols)

Consider intercept or additional resources

If clinically indicated, consider administering benzodiazepine, titrate to effect

Go to
Hypoglycemic
protocol

Is patient
hypoglycemic

no

Go to Pre-

Does patient have yes —» Eclampsia/
eclampsia? Eclampsia

protocol

no
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Severe Sepsis / Septic Shock

Standard Approach
Ongoing Assessment

Manage airway

If clinically indicated, consider administering oxygen, titrate to effect
Obtain blood glucose reading

If clinically indicated, consider administering antipyretic, titrate to effect
Attach cardiac monitor and acquire 3 lead ECG

Consider intercept or additional resources

>12 years of
age?

Go to
Pyrexic
Patient
protocol

yes

>45 minute delay to
administration of
antibiotic in hospital?

yes

Recognition of severe sepsis/septic shock:

Patient must be demonstrating any two of the following:
—  Temperature (oral/temporal) >38°C or <36°C
—  HR>90bpm
- R >20bpm

Plus at least one of the following:
- BP <90 mmHg
— Sp02<90% on room air
—  Mottled skin, capillary refill > 3 seconds Transport
—  Altered mental state or restlessness and anxiety
- immunocompromised

Note:

This protocol is intended for severe sepsis or septic shock patients; there is strong evidence that suggests unless there is significant delay,
antibiotic administration and sympathomimetics should be initiated in a health care facility.

PARAMEDIC CLINICAL PRACTICE PROTOCOLS SASKATCHEWAN COLLEGE OF PARAMEDICS




Page | 135

Sexual Assault

EMR

Standard Approach
Ongoing Assessment

Reassure the patient and provide emotional support

If clinically indicated consider administering oxygen, titrate to effect

Treat related injuries as indicated

Protect the scene and preserve evidence in cooperation with law enforcement
Discourage patient from bathing, douching or changing clothes

This is a highly emotional and volatile situation; be sure your findings and treatments are

clearly documented on the PCR

Crew members of the same sex as the patient may relate better to the patient in time of
emotional crisis

Trained, professional counsellors may be available and should be contacted ifpossible
Consider intercept or additional resources

Transport
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Shock

Manage airway

Standard Approach
Ongoing Assessment

Control bleeding as required
If clinically indicated, consider applying tourniquet and/or hemostatic agents, titrate to effect

If clinically indicated, administer oxygen, titrate to effect

Attach cardiac monitor and acquire 3 lead ECG
Consider intercept or additional resources

Arrhythmia
present?

No

Yes
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Go to
Bradycardia
protocol

Go to

Tachycardia
protocol

Note:

Shock is indicated by the presence of restless and anxiety progressing to lethargy; cool, clammy pale skin; nausea;
cyanosis; rapid shallow respirations progressing to slow and laboured; thready pulse; decreased level of

consciousness; and decreased blood pressure

PARAMEDIC CLINICAL PRACTICE PROTOCOLS SASKATCHEWAN COLLEGE OF PARAMEDICS




Page | 137

Spinal Management
Standard Approach EMR

Ongoing Assessment m

Note:
*mechanism for spinal injury (examples only use
clinical judgment):
e  Axial loading injury
. MVC high speed, rollover, or
ejection yes
. Motorcycle, ATV, bicycle accident
e  Blunttrauma
**unreliable patient exam (examples only use
clinical judgment):
e Acute stress reaction

High energy Consider SMR with c-
mechanism for ___ho _, collar
spinal injury?*

Reliable patient SMR with c-collar

exam?** no —»

. GCS of <15

. Intoxication from drugs oralcohol

3 Communication problems I

3 Distracting injuries yes

***Neurological deficit including weakness and/or
numbness below the level of injury, and/or
incontinence.

Motor/sensory
Spinal Motion Restriction (SMR) can be exam?***
maintained by application of a rigid cervical collar
and securing the patient firmly to the EMS
stretcher. A long backboard, scoop or other
extrication device may be used to extricate the
patient from their initial position to the stretcher.
Patients should be removed from the device as )4
soon as practical.

normal

Spinal deformity,

Patients should only be transported on such a .
pain or tenderness?

device if it is impossible to remove them due to
manpower or patient condition considerations.

Spinal Motion Restriction (SMR) among at-risk
patients is paramount. These include application no
of a rigid cervical collar, adequate security to
stretcher and minimize movement/transfers, in
order to maintain in-line stability.

Full range of motion
without pain?
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ST Elevation MI (ACP Only)

IcP
Special Note:

Implementation of the
- Primary PCl Indicated? STEMI protocol will be

See Inclusion Criteria ‘ determined by SHA.
Paramedics must adhere to
recommendations as
established by SHA Cardiac
Science Team.

Thrombolytics as directed by Physician

Primary PCl Indication/Inclusion Criteria

ECG Evidence of STEMI

Anterior: >2mm STE in >2 precordial leads (V1-V6)

Inferior: >1mm STE in >2 inferior leads (II,11l, aVF) or suspected RV MI STE in V4R
Lateral: >1mm STE in 2 lateral leads (V5, V6, |, aVL)

Posterior: >1mm ST depression in leads V1-V2 and >1mm STE in leads V8 & V9
Presumed new onset of LBBB

O
==

Patient Care Record MUST include the following information:
Age
Weight (kg)
Allergies
Current Medications (must be listed)
Time of Symptom Onset
Time of Diagnostic ECG
Time of Physician Consultation Contact
Name of Physician Contact
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Stroke

EMR

Standard Approach
Ongoing Assessment

Manage airway

If clinically indicated, consider administering oxygen, titrate to effect
Obtain blood glucose reading

Attach cardiac monitor and acquire 3 lead ECG

Protect affected limbs

If not contraindicated, elevate head of stretcher by approximately 30
degrees

Talk to patient, keeping them informed

If patient is unconscious, transport patient on non-paralyzed side
Aphasic patients may not be able to speak but are usually acutely aware of their
surroundings and should be reassured

Consider intercept or additional resources

Go to
Bradycardia
protocol

Arrhythmia

present? yes

Go to
Tachycardia
protocol

Transport

Note

- Saskatchewan Acute Stroke Pathway has identified specific criteria for patient transport to specialized

stroke centers. This is determined upon FAST/VAN assessment to identify Large Vessel Occlusions (LVO).

- Providers are to follow the Acute Stoke Pathway assessments and guidelines in determining appropriate

destinations for stroke patients.

- Information for the Saskatchewan Acute Stroke Pathway can be found by following the link below.
https://www.saskhealthauthority.ca/intranet/departments-programs/quality-safety-and-
information/clinical-standards/clinical-excellence/clinical-pathways-provider-information/acute-stroke-
pathway-provider-information
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Tachycardia

Standard Approach
Ongoing Assessment

Manage airway

If clinically indicated, consider administering oxygen, titrate to effect
Attach cardiac monitor and acquire 3 lead ECG

Consider intercept or additional resources

&
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Unconscious Unknown Etiology

EMR

Standard Approach
Ongoing Assessment

Manage airway

Suction as needed

If clinically indicated, consider administering oxygen, titrate to effect

Obtain blood glucose reading

Attach cardiac monitor and acquire 3 lead ECG

If clinically indicated, consider administering opioid antagonist, titrate to effect
Consider intercept or additional resources

If EMR, contact

Medical Control Is patient Go to .
following one repeat hypoglycemic? Yes Hypoglycemia

dose, as necessary. protocol

Go to Shock
protocol

Is patient

hypotensive? ves

No
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Ventricular Fibrillation / Pulseless Ventricular Tachycardia

EMR

Standard Approach
Ongoing Assessment

If clinically indicated, consider administering CPR

Manage airway

If clinically indicated, consider administering oxygen, titrate to
effect

Attach AED and follow prompts, acquire lead Il ECG with pads
Consider intercept or additional resources

Terminate or | I

|

Pronounce Death | i
| |

| i

Go to Death
in the Field
Policy
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Version Controls
Version History

When changes are made to this manual, the name of the protocol that has been changed will be listed under the protocol column.
The corresponding section that the protocol is listed under will also be noted in the section column. The release date is the date in
which the protocol is authorized to be implemented.

The release version column will indicate which version of the manual is most current. While in development, minor version changes
of this document will be indicated by 0.1, 0.2 etc. Upon being released for the first time, it will be assigned a major version
illustrated by

1.0. During review, any minor revisions to the original document will be designated by 1.1, a second revision would be designated
1.2 etc. When new protocols are introduced, it is considered a major change and the document would then be given a version 2.0
designation. Each time the document is reviewed, and changes are approved, the system will continue in numerical order.

The type of changes to the version is indicated in the Type of Change column. Types of changes may include a new protocol,
and addition to an existing protocol, an alteration to an existing protocol, the removal of part of an existing protocol, or the
removal of an entire protocol. A description of the change will be noted in the Change Description section and the rationale for
the change will be noted in the Rationale section.

The version history will summarize key changes that have been made. Members are expected to assume responsibility for reading
the actual protocols and ensuring they understand them.
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Protocol

**Extensive language
change**

EMR- “Attach cardiac
monitor and acquire 3
Lead ECG”

PCP- “Continuous
Cardiac Monitoring”

Heat Injuries

ST Elevation Ml

Electrical Shock

Cardiac Arrest

Amputation Trauma

Medication Admin-
Intramuscular

Vascular Access-
Intraosseous

Vascular Access-
External Jugular Vein
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Section

Patient Care Plan

Patient Care Plan

Patient Care Plan

Patient Care Plan

Patient Care Plan

Patient Care Plan

Procedure

Procedure

Procedure

Release Date

January 2026

January 2026

January 2026

January 2026

January 2026

January 2026

January 2026

January 2026

January 2026

Release
Version

9.0

9.0

9.0

9.0

9.0

9.0

9.0

9.0

9.0

Type of
Change

Addition

Revision

Revision

Addition

Addition

Addition

Revision

Revision

Revision

Change Description

-EMR inclusion of “Attach cardiac
monitor and acquire 3-lead ECG”

-PCP revision of “Cardiac monitor”

Wording changed to active cooling
measures.

Yes and No pathway reversed

Inclusion of burn pathway

Included Pediatric ventilation rate

Addition of PCP pain control

Individual device referenced

Specific antiseptic revised

Wording change
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Rationale

-EMRs are now permitted to attach cardiac monitor
and acquire 3 lead ECG. This is supported by the
SCOP EMR Competency Framework and provides
further diagnostic for receiving facility personnel and
other responding paramedics.

-PCP/ICP/ACP will continue to provide cardiac
monitoring including acquisition of 3/12/15 lead ECG
and interpretation consistent to licensed scope of
practice. This is now referred to as “Continuous
cardiac monitoring”

Active cooling of patients with noted heat injuries
has become current standard of care. This includes
considerations of cool water immersion for patients
suspected of heat stroke.

Indications for thrombolytic use in patients was
reversed in previous version. Corrected to reflect
current recommendations.

Burns may be present with electrical exposure. This is
now included in algorithm to reflect broader care
considerations.

Pediatric ventilation now reflected as per AHA
guidelines for respiratory arrest.

Previous versions did not indicate PCP pain control
modalities. Included non-narcotic analgesic use.

Previous versions referred to an individual device.
Revised to engage safety device despite
manufacturer/brand.

Betadine previously identified as preferred antiseptic
for site preparation. Alcohol swab or equivalent now
used as a generalized term to allow for multiple
antiseptic preparatory wipes.

Procedure item 1. Head down switched to head-
dependent position. This is to optimize procedure
success and limit potential complications.



Medication Admin-
Sublingual

Hypothermia

Shock

Ventricular
Fibrillation/Pulseless
Ventricular
Tachycardia

Severe Sepsis/Septic
Shock

Pyrexic Child

Near Drowning

Acute Coronary
Syndrome

Standard

Approach/Ongoing
Assessment

Medications by
License

Clinical Trials
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Procedure

Patient Care Plan

Patient Care Plan

Patient Care Plan

Patient Care Plan

Patient Care Plan

Patient Care Plan

Patient Care Plan

Procedure

Policy

Policy

January 2026

January 2026

January 2026

January 2026

January 2026

January 2026

January 2026

January 2026

January 2026

January 2026

January 2026

9.0

9.0

9.0

9.0

9.0

9.0

9.0

9.0

9.0

9.0

9.0

Revision

Revision

Addition

Addition

Addition

Addition

Addition

Addition

Revision

Revision

Revision

Wording change

Link to Cardiac Arrest patient care
plan replaced “Start CPR” dialogue
box.

-Addition of hemostatic agents use
for EMR.

-Addition of blood glucose
monitoring

Addition of death in field policy
reference.

Inclusion of antipyretic for EMR
treatment.

Inclusion of antipyretic for EMR
treatment.

Inclusion of CPAP for PCP
treatment.

Inclusion of inhaled analgesic for
PCP treatment.

-Primary survey rearranged for
consistency.

-wording changes

Updated EMR approved
medications.

Added bullet points for study
reporting criteria.
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“Direct spray under the tongue” adjusted to “direct
medication under the tongue”

Treating cardiac arrest in patients presenting with
absent pulses in the presence of hypothermia may be
considered despite field obtained body
temperatures. Defibrillation may be attempted at
body temperatures below 30C. Electrical therapies
such as defibrillation may be ineffective beyond this
point however may be attempted as indicated.

-EMRs are now permitted to administer hemostatic
agents (hemostatic dressings) for external bleeding.
This is supported by the SCoP EMR Competency
Framework document.

-Hypoglycemia must be evaluated for patients with
altered mental status. This includes those in shock.

Previous versions had not identified policy referral for
death in the field. This component is added to
acknowledge termination of resuscitation in patient
who have not responded to paramedic treatments.

Antipyretic PO administration is within scope of
practice for EMR.

Antipyretic PO administration is within scope of
practice for EMR.

CPAP inadvertently removed in previous versions.

-Inhaled analgesic (Nitrous Oxide) inadvertently
removed in previous versions.

-Previous version identified LOC, Circulation, Airway,
Breathing.
-Reformatted for LOC, Airway, Breathing, Circulation.

-Slurred replaced slur for speech. Heart tones
replaced heart sounds.

-Naproxen missing in previous versions.
-Salbutamol MDI assist only.

Bullets added to allow for easier tracking of the user.



Cyanide Poisoning

Musculoskeletal
Trauma

External Bleeding

Alcohol Withdrawal

Interfacility Transfer
of Patients with
Medical Devices in
Place

Vascular Access-
Peripheral
Intravenous

Cardiac Monitoring-
Continuous
Monitoring
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Patient Care Plan

Patient Care Plan

Patient Care Plan

Patient Care Plan

Procedure

Procedure

Procedure

January 2026

January 2026

January 2026

January 2026

January 2026

January 2026

January 2026

9.0

9.0

9.0

9.0

9.0

9.0

9.0

Addition/
Removal

Addition

Addition

Addition

Addition

Addition

Addition

-Addition of hydroxocobalamin for
ACP administration.

-Removal of Amyl Nitrate.

Addition of notes for fracture
reduction.

Addition of hemostatic agents use
for EMR.

Addition of ICP care plan

-Addition to EMR Scope

-Inclusion of aspirate drainage
devices. (PCP/ICP/ACP)

-Inclusion of continuous bladder
irrigation device with indwelling
catheter. (PCP/ICP/ACP)

Addition to EMR scope of practice

Addition to EMR scope of practice
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-ACPs are now approved to provide
hydroxocobalamin as an antidote for cyanide
poisoning.

-Amyl Nitrate discontinued in 2012 for cyanide kit
use.

EMRs and Paramedics may reduce fractures with
neurovascular compromise with a single attempt.
This has been further supported by the SCoP EMR
Competency Framework.

EMRs are now permitted to administer hemostatic
agents (hemostatic dressings) for external bleeding.
This is supported by the SCoP EMR Competency
Framework document.

ICPs may administer benzodiazepine for patients
experiencing alcohol withdrawal aligning with
current alcohol withdrawal scoring criteria.

-EMRs are now permitted to monitor patients with
ostomy drainage devices. These include colostomy,
ileostomy, and urostomy devices. This is supported
by the SCoP EMR Competency Framework document.

EMRS may monitor Central Venous Catheter patients
who are not receiving fluids of medications.

-Addition of aspirate drainage devices similar to
Jackson Pratt devices.

-Addition of continuous bladder irrigation device
monitoring for PCP/ICP/ACP.

EMRs may monitor peripheral IV infusions of
crystalloid fluids with no additional additives or
medications. This is supported by the SCoP EMR
Competency Framework document.

EMRs are now permitted to acquire 3-lead ECG. This
does not include ECG interpretation. This is
supported by the SCoP EMR Competency Framework
document.



Airway Management-
Nasopharyngeal
Airway

Vascular Access-
Central Line

Phlebotomy

Medication by License

Agitated Patient

Palliative Care Death

Pulmonary Edema

Medications by
License

Shock

Preeclampsia
Eclampsia

Multiple Trauma

Chest Trauma

Procedure

Procedure

Procedure

Policy

Patient Care Plan

Policy

Patient Care Plan

Policy

Patient Care Plan

Patient Care Plan

Patient Care Plan

Patient Care Plan

January 2026

January 2026

January 2026

January 2026

January 2026

June 2025

June 2025

June 2025

June 2025

June 2025

June 2025

June 2025

9.0

9.0

9.0

9.0

9.0

8.0

8.0

8.0

8.0

8.0

8.0

8.0

Addition

Addition

Revision

Addition

Revision

Revision

Revision

Revision

Revision

Revision

Revision

Revision

Addition to EMR scope of practice.

-Addition of access indications.

-Wording change

-Removal of contraindication.

Anticoagulant and Thrombolytic

table error.

Addition of EPS/dystonic reaction in

algorithm

Language change

Reformat of PCP treatment box

Addition of Hemostatic Agents and
Thrombolytics added to list

Inclusion of bleeding control

Included benzodiazepine

Inclusion of algorithm pathway

Change of wound seal
device/occlusive dressing
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EMRs are now permitted to perform this skill in
alignment with other paramedic levels. This is
supported by SCoP EMR Competency Framework
document.

-ACP/CCPs and CP endorsed providers may access
CVAD devices for blood sample collection.

-Non-boring access device switched to non-coring
access device.

ACP/CCPs and CP endorsed providers may access
CVAD devices for blood sample collection.

Anticoagulant and Thrombolytic was added ACP and
removed from ICP. Error in version 8.0.

-EPS/Dystonic Reaction added to algorithm.
Inadvertently missed in previous version.

-Included note of extrapyramidal reaction and the
use of antihistamine for treatment.

-EMR added to provider

-Palliative Care Plan added for advanced
directives/DNR as well as funeral home
determination

PCP treatment box was divided, reformatted for
clarity.

-Hemostatic Agent- topical for PCP/ICP
-TXA was missed from previous versions-ACP
-Thrombolytic and anticoagulant admin ACP, new

Control bleedin'g as requir-ed under EMR scope.

Benzodiazepine not included from previous.
Magnesium first line agent for seizure in eclampsia.

Included pain and shock algorithm pathway.

Open chest wounds to be occluded using a
commercial device or occlusive dressing taped on

fAanr cidac
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Standard Approach Procedure June 2025 8.0 Revision Addition of signs and symptoms. Addition of other signs and symptoms for standard
approach. Eg. Pain, weakness, pulsation.

Transcutaneous Pacing Procedure June 2025 8.0 Revision Refined technique and vasopressor Techniques to reflect current practice and corrective
considerations. actions. Recognition of variable devices used for TCP.

Manual Defibrillation  Procedure June 2025 8.0 Revision Added technique step. Added clear patient to technique steps.

Drug Administration Procedure June 2025 8.0 Removal Removed technique step. Aspiration is no longer common practice for

Subcutaneous subcutaneous injections as blood vessel insertion is

Drug Administration Procedure June 2025 8.0 Revision Included suppository Suppository has become common form of

Rectal administration. medication delivery. Not previously listed in

procedure.

Continuous Positive Procedure June 2025 8.0 Revision Removal of ventilator device. Many emergency use CPAP devices differ from

Airway Pressure Changed monitoring for respiratory mechanical ventilator.

Chest Tube Procedure June 2025 8.0 Revision Device Placement Device must remain upright to ensure patency and

Monitoring function.

Protocol Development Policy June 2025 8.0 Revision Examples of stakeholder Examples given as physicians, nurses, other regulated
consultation. health care professionals and educational institutes.

Health Care Directives Policy June 2025 8.0 Revision Explanation of proxy Examples of individuals identified as “proxy” in The

Health Care Directives and Substitute Health care
Decision Makers Act. Ex healthcare proxy, alternate
decision maker.

Death in the Field Policy June 2025 8.0 Revision Exclusion criteria added for EMR EMRs may withhold resuscitation in items a, b, and c.
termination of resuscitation. Intercept arrival and OLMC consult may assist in
determining if termination of resuscitation is
accentable. EMRs cannot nerform 3 lead annlication

Hyperkalemia Patient Care Plan June 2025 8.0 Revision -Updated indication for suspected  -Expanded indications for suspected hyperkalemia
hyperkalemia and alkalizing agent  for suspected hyperkalemia and/or renal
use. impairment.

-Included cardiac arrest pathway in  -Alkalizing agent in non-cardiac arrest patients with

Arterial Line Procedure June 2025 8.0 Revision Updated technique. Included maintaining of fluid pressure for arterial line
Monitoring at 300mmHg or as directed by physician.
Bag-Valve-Mask Procedure June 2025 8.0 Revision Updated special notes and Added mastery of basic airway skills and 2-person
equipment BVM use when possible. Added inclusion of viral
filter.
Stroke Patient Care Plan June 2025 8.0 Revision Addition of Acute Stroke Pathway.  Acute Stroke Pathway has been included with a link

to SHA platform for resource access.
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Chest Trauma

Hypothermia

Intraosseous

Naso/oropharyngeal
swabbing

Endotracheal
Intubation

Medicated Facilitated
Intubation

Central Line Access

STEMI (ACP only)

Pulse Oximetry

End tidal C02
Monitoring
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Patient Care Plan

Patient Care Plan

Procedure

Procedure

Procedures

Procedures

Procedures

Patient Care Plan

Procedures

Procedures

June 2025

June 2025

June 2025

June 2025

June 2025

June 2025

June 2025

June 2025

June 2025

June 2025

8.0

8.0

8.0

8.0

8.0

8.0

8.0

8.0

8.0

8.0

Revision

Revision

Revision

New

Revision

Revision

Revision

New

revision

revision

Removed specific SMR equipment.

Updated special notes.

Updated special notes.

New procedure.

Updated techniques, indications,
precautions, and special notes.

-Updated technique, indications,
precautions, special notes.

-Updated reporting requirements.
-Removal of blood sampling.

-Addition precautions and
contraindications

New patient care plan.

Updated precaution.

Updated indications and reference
ranges.
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SMR current practices have identified that SMR be
maintained with cervical collar and minimal
movement. Specific devices removed with emphasis
of SMR and maintaining optimal position for
ventilation.

Low body temperature has been shown to reduce
medication metabolism. Longer repeat times may be
required.

Various 10 devices in current use. Ensure that
manufacturer current recommendations for sue-

Nasopharyngeal/oropharyngeal swabbing previously
performed in infectious outbreaks. Procedure has
become more common in industry requiring

Emphasis placed on effective airway support,
including BLS measures. ETI may not be the initial

-MFI practice has advanced since previous versions.
This is to reflect current practice and ensure patient
safety during this procedure.

-Reporting requirements changed to allow for
standardized approaches and data collection for
-Indication of blood sampling removed as outside
scope of practice for non-endorsed paramedics.
-Specific access devices to be used. Refrain from

New protocol for STEMI patients for ACP only.
Specific dosing as directed by physician.

Included measurement lag period 15-30 second
(pending site used and device)

Addition of perfusion as an indication for ETC02
monitoring. Addition of shock and cardiac arrest
indications. Reference ranges to reflect changes with
ventilation only.



Physician on Scene

Intercepts

Childbirth

ACS

Dyspnea

IFT Patient with
Medical Devices

Alcohol Withdrawal

External Bleeding

Vascular Access
(Perinheral

Vascular Access
(Peripheral
Intravenous)

Palliative
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Policies

Policies

Patient Care Plan

Patient Care Plan

Patient Care Plan

Procedures

Patient Care Plan

Patient Care Plan

Procedure

Procedure

Patient Care Plan

June 2025

June 2025

June 2025

June 2025

June 2025

June 2025

June 2025

April 2024

April 2024

April 2024

April 2024

8.0

8.0

8.0

8.0

8.0

8.0

8.0

7.1

7.1

7.1

7.1

revision

Revision

Revision

Revision

Revision

Revision

New

Revision

Revision

Revision

Revision

Wording change.

Updated criteria and language.

Updated technique-neonate suction

Wording change, platelet inhibitor

from ASA.

Updated EMR provision- assist

salbutamol MDI.

-Updated techniques

cartinn

New patient care plan.

Removed the notation of writing Tk

on patient’s forehead.

In Special Notes, #3 removed.

Wording change under

Indications.

Pain changed to
dyspnea
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Emphasis on paramedic to ensure documentation of
physician care.

Status seizure changed from 15min to 5min
supported by literature. Wording change in policy
around locations of higher level of care.

Routine suctioning of neonate on presentation no
longer supported by literature. Bradycardia and

Maintain consistency in language of document.

Addition of EMR scope for assistance of prescribed
medications which would be self-administered
(salbutamol MDI).

-To remove items that were not techniques and to

tndata +a cuireant ctandarde

New protocol for managing patients in alcohol
withdrawal.

Marking the tourniquet time on the patient's
forehead is no longer standard practice. Members
should record the time of the location.

No longer standard practice.

To clarify the indications of intravenous access.

Typo corrected.



Medication by Licence

Airway Management
(Medication
Facilitated Intubation)

Pulmonary Edema

Hypoglycemia

Childbirth

Childbirth

Dyspnea

Allergy/Anaphylaxis
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Policy

Procedure

Patient Care Plans

Patient Care Plans

Patient Care Plans

Patient Care Plans

Patient Care Plans

Patient Care Plans

April 2024

April 2024

April 2024

April 2024

April 2024

April 2024

April 2024

April 2024

7.1

7.0

7.0

7.0

7.0

7.0

7.0

7.0

Revision

Revision

Revision

Revision

Addition

Revision

Revision

Revision

Chart updated to
include ipratropium
bromide to PCP/ICP
scope of practice.

Changed L-E-M-O-N to
L-E-O-N.

Diuretics removed,
added a note for ACP.

Changed names of the
medications.

Oxytocin added to PCP
in normal delivery. TXA
added to ACP in
postpartum
hemorrhage.

Restructured now into
Normal Delivery and
Complications.

Asthma/COPD
combined into
Dyspnea.

Changed
sympathomimetic to
Epi-Pen in EMR, added
sympathomimetic to
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Missing in previous version.

Current practice as unable to perform Mallampati on
unconscious patients.

To better clarify the 2016 change and reflects the
evidence and best practice. Diuretics were included
in the medication chart.

Updated to reflect current language.

Changes to scope of practice.

To simplify the protocols between these two
different patient groups.

Joined to form one main protocol for shortness of
breath.

For clarification between providers.



Agitated Patients

Acute Coronary
Syndrome

Palliative Care Treat
and Refer

Palliative Care Pain
Management

Palliative Care
Dyspnea

Palliative Care

Drug Administration
(Topical)

Urinary
Catheterization

Various

Cardiopulmonary
Resuscitation
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Patient Care Plans

Patient Care Plans

Patient Care Plans

Patient Care Plans

Patient Care Plans

Patient Care Plans

Procedure

Procedure

Procedure

Procedure

April 2024

April 2024

April 2024

April 2024

April 2024

April 2024

April 2024

April 2024

April 2024

April 2024

7.0

7.0

7.0

7.0

7.0

7.0

7.0

7.0

7.0

7.0

Revision

Revision

New

New

New

New

New

Revision

Revision

Revision

Changed sedative to
benzodiazepine for
ICP.

Separated out the
nitro administration.

New patient care plan
for those patients in
palliative care.

New patient care plan
for those patients in
palliative care.

New patient care plan
for those patients in
palliative care.

New patient care plan
for those patients in
palliative care.

New procedure added.

Technique changed to
follow the procedures

developed by
SHA/AHA

Removed
requirements for
training every two

\/earc

Chart updated.
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For clarification to the approved medication
administration.

For clarity between different providers.

To allow for options in care when treating patients in
palliative care.

To allow for options in care when treating patients in
palliative care.

To allow for options in care when treating patients in
palliative care.

To allow for options in care when treating patients in
palliative care.

Was missed in previous version.

To ensure best practices and same process is
followed across the province.

Continuing education requirements are set by the
Education Committee, this was not part of current
renewal requirements.

To reflect current standards.



Arterial Line
Monitoring

Intercepts

Vaccine
Administration

Medication by Licence

Controlled Substances

Airway Management
(Medicated Facilitated
Intubation)

Pandemic Protocol

Blood and Blood

Products Monitoring

Refusal of Care

Introduction
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Procedure

Policy

Policy

Policy

Policy

Procedure

Policy

Procedures

Policy

Introduction

April 2024

April 2024

April 2024

April 2024

April 2024

March 2020

March 2020

March 2020

March 2020

March 2020

7.0

7.0

7.0

7.0

7.0

6.1

6.1

6.1

6.1

6.1

Revision

Revision

Removed

Added

Added

Revision

Revision /

Addition

Revision

Revision

Revision

Wording change in
Technique #4.

Wording change to
point #1.

Vaccines are listed
within the Medication
by Licence chart.

Added a chart to list
the various
medications that can

he adminictarad hv

Added a policy around
controlled substances
and the Health Canada

cartinn KR aveamntinn

Removed requirement
for medical control.

Updated the language.
Naso/oro-pharyngeal
swabbing added for
PCP and higher.

Was removed from
drug monographs and
added to the manual.
Time frame changed

Removed the sections
relating to restraints.

Updated Introduction
removing reference to
EMT and PCP 2001.
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Changed for clarification around the process.

Vaccine administration falls under the responsibility
of the health authorities and public health.

For ease of identifying what medication could be
administered by each licence level.

To ensure all practitioners were aware of their
responsibilities under the exemptions.

Was missed in earlier version.

To update policy and to allow for paramedics to
complete swab testing during pandemic.

Was incorrectly placed in Drug Monographs.
Timeframe needed to be updated.

A new policy regarding restraints was developed,

As of June 30, 2019, these licence levels were
eliminated.



Shock

Acute Coronary
Syndromes

References

Drug Monographs

Interfacility Transfer
of Patients with
Medical Devices in

PARAMEDIC CLINICAL PRACTICE PROTOCOLS SASKATCHEWAN COLLEGE OF PARAMEDICS

Patient Care Plans

Patient Care Plans

References

Drug Monographs

Procedure

March 2020

March 2020

May 2019

May 2019

May 2019

6.1

6.1

6.0

6.0

6.0

Addition

Revision

Removal

Removal

Addition

Vaspressor/inotrope
added to shock.

Removed reference to
contact medical control.

References removed from
manual.

Drug monographs were

removed from the manual.

PCP, ICP, and ACP may
transport patients with
naso/orogastric tubes with
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Any type of shock can be treated with
vasopressors/inotropes by the ACP. Not limited to
only cardiogenic shock.

No longer mandatory for ACPs to contact
medical control.

References were for drug monographs
which were removed from this manual.

This is a reference document which did not belong in
the protocol manual. It will be posted to website as a
separate document for reference.

Wall mounted suction has the ability to be

adjusted to specific settings and due to the
length of manv transfers and the need for



Version History
Patient Care Plans

External Bleeding
Shock

Conflict with On-
Line Medical
Control
Medication
Administration
(oral)
Acetaminophen

Physician/Medical
Consultation
Medication
Administration in
Rare, Life
Threatening
Conditions
Penthrox
(methyoxyflurane)

Interfacility Transfer
of Patients
Receiving
Medications

Agitated Patients

Hyperkalemia

Patient Care Plans
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Version Control
All

Patient Care Plan
Patient Care Plan

Policy

Procedure

Drug
Monograph
Policy

Policy

Drug monograph

Procedure

Patient Care Plan

Patient Care Plan

Patient Care
Plans

Sept.
Sept.
Sept.
Sept.
Sept.

Sept.

Sept.
Sept.

Sept.

Sept.

Sept.

Sept.

Sept.

Sept.

2018

2018

2018

2018

2018

2018

2018

2018

2018

2018

2018

2018

2018

2018

5.0

5.0

5.0

5.0

5.0

5.0

5.0

5.0

5.0

5.0

5.0

5.0

5.0

5.0

Alteration

Alteration

Addition

Addition

Addition

Addition

Addition

New

New

New

Addition

Alteration

New

Alteration

Order switched so most recent
changes are first.

Links embedded into patient care
plans.

Hemostatic agents added.
Tranexamic Acid added for ACP.

PCP added to point #2.

EMR added under Registration
Levels Authorized.

EMR added under Authorized
Administration Routes.
New policy

New policy

New drug added.

Tranexamic Acid was added to the
list of medications that can be
monitored.

Titled changed from Psychiatric
Emergencies to Agitated Patients.
Removed note requiring medical

advisor review after each use of the

protocol.
New protocol.

Medical control requirement for
ACPs was removed from all patient
care plans.
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For ease of reviewing changes to the manual.

To easily move to another care plan where
directed.

Was missed in previous version.

TXA is now approved for administration by
ACPs.

Was missed in previous versions.

Was missed in previous versions.

Was missed in previous versions.

New policy created to encourage consultation
with medical providers during patient care.
Created to give paramedics options when
dealing with rare, life threatening medical
conditions where the patient has their own
medication.

New monograph created for the addition of a

new medication for the management of pain
available for Paramedics.

TXA is now a medication that can be monitored by
PCPs and higher.

Agitated Patients better reflects the range of
patients that may require care under this
protocol.

To allow ACPs to treat severe hyperkalemic
patients.

Medical control was removed from specific
patient care plans and the Physician/Medical
Consultation policy was created to support and
encourage consultation.



Shock

Interfacility Transfer
of Patients Receiving
Medications

Abdominal Pain (Non-
traumatic)

Seizure

Pre- Eclampsia/
Eclampsia

Drug Administration
(Subcutaneous)
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Patient Care
Plan

Procedure

Patient Care
Plan

Patient Care
Plan

Patient Care
Plan

Drug
Monographs

March 2018

Oct. 2017

Oct. 2017

Oct. 2017

Oct. 2017

Oct. 2017

4.2

4.0

4.0

4.0

4.0

4.0

Addition

Addition

Alteration

Alteration

Addition

Alteration

Hemostatic agents added.

N-Acetylcystiene added for PCP and
higher. Fibrinolytics added (PCP and
ICP stroke only) ACP all situations.
Removal of medical control prior to
narcotics administration for ACP.
Removal of diagnosis criteria.

Removed eclampsia treatment.

New protocol created.

Changed the needle angle to 45°.
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To make clear that these agents are permitted to
be used by PCPs and higher.

New medications for monitoring.

The requirement for contacting medical control in
this situation did not align with other narcotic
administrations.

New patient care plan created for both pre-
eclampsia and eclampsia.

New care plan created to better describe
treatments for these conditions.

Incorrect angle of 90° was documented.



Drug Monographs

Amputation Trauma

Procedures and
Patient Care Plans
Asystole / PEA

Acute Coronary
Syndromes

Nausea / Vomiting

Unconscious /
Unknown Etiology
Ventricular
Fibrillation/
Pulseless
Ventricular
Tachycardia
Dimenhydri

nate

Naloxone

Drug
Administrati
on

Drug
Administrati
on

Vascular
Access
(Peripheral
Intravenous

)
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Drug
Monographs

Patient Care Plan
All
Patient Care Plan

Patient Care Plan

Patient Care Plan
Patient Care Plan

Patient Care Plan

Drug Monographs

Drug Monographs

Procedure

Procedure

Procedure

Oct.

Feb.

Feb.

Feb.

Feb.

Feb.

Feb.

Feb.

Feb.

Feb.

Feb.

Feb.

Feb.

2017

2017

2017

2017

2017

2017

2017

2017

2017

2017

2017

2017

2017

4.0

31

4.2

31

3.1

3.1

31

31

31

3.1

3.1

31

3.1

Alteration

Alteration

Alteration

Alteration

Alteration

Addition

Addition

Alteration

Addition

Addition

Addition

Addition

Alteration

Specific routes of administration

were removed from the ACP level.

Changed statement to “container
filled with water and ice."
Changes to the colours of the
different paramedic’s levels.
Removed pacing from treatment
plan.

Name changed from Chest Pain,
includes the addition of
vasopressors/inotropes for
cardiogenic shock.

Anti-emetics added to the PCP
level.

Added opioid-antagonist to the
EMR level.

Removed the non-shockable
rhythm box.

PCPs added to the list of who
may administer.

EMRs added to the list of who
may administer.

Naloxone added to Special
Notes point number 1.

Anti-emetics added to Special
Notes point number 1.

Under Special Notes number
3, wording change to
crystalloids.
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Multiple routes of medication administration
exist for each medication. Services can permit
alternate routes of administration as long as
consultation occurs with the medical advisor.
Training may be required prior to a service
altering their current practices for routes of
administration.

To clarify wording in the protocol.
To better differentiate between provider levels.

To reflect current recommendations from
Canadian Heart & Stoke Foundation.

To better reflect current terminology and to
make the protocol more encompassing.

The addition of vasopressors/inotropes to
cardiogenic shock aligns with current ACLS
recommendations.

PCPs are now approved to administer anti-
emetics.

EMRs can now administer naloxone for narcotic
overdose.

To follow a similar format used throughout the
manual.

PCPs are now approved to administer anti-
emetics.

EMRs are now approved to administer naloxone.

To align with the change to the scope of practice
for EMRs who can now administer naloxone.

To align with the change to the scope of practice
for PCPs who can now administer anti-emetics.

To clarify the wording. Previous wording was
very prescriptive as to allow only for normal
saline administration.



Interfacility Transfer
of Patients
Receiving
Medications

Vascular Access
(Central Venous
Lines)

Interfacility Transfer
of Patients with
Medical Devices in
Place

Pulmonary Edema

Airway Management
(BVM, Esophageal
Tracheal Combitube,
Endotracheal
Intubation, King LT,
Laryngeal Mask
Airway)

Asthma/COPD

Manual Defibrillation

Magnesium Sulfate

General
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Procedure

Procedure

Procedure

Patient Care Plan

Procedure

Patient Care Plan

Procedure

Drug Monograph

General

Feb.

Oct.

Oct.

Oct.

Oct.

Oct.

Oct.

Oct.

Oct.

2017

2016

2016

2016

2016

2016

2016

2016

2016

31

3.0

3.0

3.0

3.0

3.0

3.0

3.0

3.0

Alteration

Alteration

Alteration

Alteration

Addition

Alteration

Addition

Addition

Alteration

Changed wording of last
sentence of the purpose
section of the procedure to
“Any medication a paramedic
can administer via IV can be

monitored...”

Also, cleaned up the Approved
Medication section to eliminate

some repetition.

Port-a-caths are accessible by

ACP’s.

PEG tubes were added to the list of
approved medical devices that a
PCP, ICP, and ACP may monitor
during an interfacility transfer.
Changed: Furosemide now requires
medical control to administer by the

ACP.

PEEP Valves were added to the
scope of PCP, ICP and ACP.

Added the administration of
sympathomimetic to PCP.

Manual defibrillation was added to the

PCP scope.

Magnesium sulfate was added to the
scope of ACP for Torsades de pointes,

eclampsia, and asthma.

Changed the name Provincial
Emergency Services Practice
Committee to Paramedic Practice
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To better describe what medications can be
monitored by the different levels during an
interfacility transfer.

The Approved Medication list was revised to
eliminate some of the repetition of medications
through each level.

Was incorrectly omitted in previous revision.

Was incorrectly omitted in previous revision.

Reflects the evidence suggesting Furosemide does
not have the benefit previously thought.
Furosemide is not removed from the scope of the
ACP however.

Implementation will begin October 1, 2016.
Training must be in accordance to the core
training requirements posted on the College
website.

PPC reviewed and determine this was intended to be
within the PCP scope of practice.

Reflects the evidence highlighting the need for rapid
defibrillation in cases of ventricular fibrillation and
pulseless ventricular tachycardia.

Reflects evidence that indicates magnesium is
effective in the treatment of these conditions.

To reflect name change of the committee.



Poisoning & Cyclic

Antidepressant
Overdose

Acetaminophen
(Tylenol)
Burn Trauma

Clinical Trials

Spinal Clearance

Head/Neck and
Spinal Trauma
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Patient Care Plan

Drug
Monograph
Patient Care Plan

Policy

Patient Care Plan

Patient Care Plan

Oct. 2016

Sept. 2014

Sept. 2014

Sept. 2014

Sept. 2014

Sept. 2014

3.0

2.0

2.0

2.0

2.0

2.0

Alteration

Alteration

Alteration

New

Removed

Alteration

Added Poison and Drug
Information Services number to
both protocols. Administration of
adsorbent requires OLMC.
Corrected dosing label had adult
listed twice instead of pediatric.
Corrected issue with arrows that
were missing in the algorithm.
Policy includes an overview of the
process to be followed if wishing to
participate in a clinical trial.

The policy also includes reasons in
which a clinician or group may wish
to participate in a clinical trial, the
role of PPC and what it must
consider when making its decision,
and the information that must be
included in the submission.

Removed spinal clearance patient
care plan and replaced with spinal
management patient care plan.

Changed:

From “If clinically indicated, consider
spinal immobilization” To “if clinically
indicated, consider spinal motion
restriction”.

From “in these situations, you may
need to immobilize the patient
using the K.E.D. and placing in a
semi-sitting position on the
stretcher”

To “in these situations, you may
need to place the patient in a semi-
sitting position on the stretcher
while applying spinal motion
restriction”.

From “motor and sensory
assessment should be performed
before and after immobilization”.
To “motor and sensory assessment
should be performed before and
after spinal motion restriction”.
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To clarify wording in both protocols.

Pediatric dosing was incorrectly labeled as adult.

Previous version had arrows that were missing in
the algorithm.

Policy was added to offer guidance to clinicians or
groups wishing to participate in clinical trials.

Replaced with new spinal management patient
care plan.

To be consistent with new spinal management
protocol.



Spinal Management
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Patient Care Plan

Sept. 2014

2.0

New

Changed:

“Mechanism for spinal injury?” to
“high energy mechanism for spinal
injury?” Removed age criteria.
Spinal immobilization box

changed to say “SMR with c-

collar”.

“Spinal pain or tenderness?” to
“spinal deformity, pain or
tenderness?”

Explanation of distracting injury
was removed.

Minor rewording in the notes box.
Removed text box that was
between c-spine cleared and
transport.

Added the following to the notes
box:

“Spinal Motion Restriction (SMR) can
be maintained by application of a
rigid cervical collar and securing the
patient firmly to the EMS stretcher.
A long backboard, scoop, or other
extrication device may be used to
extricate the patient from their
initial position to the stretcher.
Patients should be removed from
the device as soon as practical.”
“Patients should only be transported
on such a device if it is impossible to
remove them due to manpower or
patient condition considerations.”
“Spinal Motion Restriction (SMR)
among at-risk patients is paramount.
These include application of a rigid
cervical collar, adequate security to
stretcher and minimize
movement/transfers, in order to
maintain in-line stabilization.”
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Based on new, proven research paramedics in
Saskatchewan are changing how they use long
spine boards to immobilize trauma patients with
suspected neck and spinal injuries.

In-line stabilization of the neck and spine can be
equally as effective using alternative methods
without the need to use a spine board. Limiting the
amount of time a patient is placed on spine boards
reduces risks such as respiratory compromise,
discomfort, aspiration, and delays in transport
associated with placing a patient on a spine board
for prolonged periods of time.

Some circumstances may still dictate the need to
use spine boards and therefore there use may be
appropriate depending on available resources and
training level of the responders.

Implementation will begin September 1, 2014

and training must be completed prior to

February 28, 2015. Training must be in
accordance to the core training requirements
posted on the College website.

Further information on the spinal management
protocol including a video and a Q&A section can
also be found on the College website.
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Interfacility Transfer Procedure Sept. 2014 2.0 Addition Oxytocin was added to the list of Was incorrectly omitted in previous revision.

of Patients approved medication infusions that a

Receiving PCP, ICP, and ACP may monitor

Medication during an interfacility transfer.

Use of Emergency Policy Sept. 2014 2.0 Removed  Removed policy entirely. Portions of the policy contravened The Traffic

Lights and Siren Safety Act. Policy is operational issue and does

not relate to scope of practice.

EMSWG was advised of the proposed changes
and encouraged to develop regional policy in
accordance with The Traffic Safety Act.

Fentanyl Drug Mar. 2014 1.4 Alteration  Changed: Epidural: IM, IV-50 Typo. Should have been ug not mg.

Monograph mg/mL to Epidural: IM, 1V-50
ug/mL in the supplied section.
Ketamine Drug Mar. 2014 1.4 Alteration  Changed: Previous dosing was thought to be too high for
Monograph Adult Dose: from 2-4 mg/kg, titrate adults and too low for pediatrics. Dose now
dose to desired effect to 1.0 mg/kg reflects more current guidelines.
SIVP with half doses repeated as
need.
Pediatric Dose: from 0.5 mg/kg,
titrate to desired effect to 1.5-2
mg/kg SIVP. Repeated incremental
doses of 0.5-1 mg/kg may be
administered to prolong sedation.

Asthma/COPD Patient Care Plan Feb. 2014 1.4 Alteration  Changed “if clinically indicated, PEPSC needs to review to determine if this was
consider administering intended to be within the PCP scope of practice.
sympathomimetic, titrate to effect
“from blue to red (ICP/ACP) level and
removed from PCP.

Psychiatric Patient Care Plan Feb. 2014 1.4 Alteration  “if clinically indicated, consider Was incorrectly colour coded as blue instead of

Emergencies administering sedative, titrate to red.
effect” changed from a blue shade
to red

EPINEPHrine Drug Monograph Feb. 2014 1.4 Alteration  Added “nebulized” as an authorized Better depicts that these levels are authorized to
administration route for PCP, ICP treat croup with nebulized EPINEPHrine.
and ACP

General Drug Monograph Feb. 2014 14 Alteration  Re-aligned drug monograph tables Changed the alighment of the route and doses in
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the drug monographs to avoid confusion over
which levels are authorized to administer a
particular medication.



Interfacility Transfers

of Patients with
Medical Devices in
Place

Burn Trauma
Diazepam
Protocol Deviation
Drug
Administration
(Intravenous)
Load and Go
Cardiac Monitoring
Deep Tracheal
Suctioning
Acetaminophen
(Tylenol)

Atropine Sulphate

Amiodarone
Hydrochloride

General

Pulmonary Edema
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Procedures

Patient Care Plan
Drug

Monograph
Policy

Procedure

Policy
Procedure
Procedure

Drug
Monograph

Drug
Monograph
Drug
Monograph

General

Patient Care Plan

Feb.

Feb.
Feb.

Feb.

Feb.

Feb.

Feb.

Feb.

Feb.

Feb.

Feb.

Feb.

Feb.

2014

2014
2014

2014

2014

2014

2014

2014

2014

2014

2014

2014

2014

1.4

1.4
1.4

1.4

1.4

1.4

1.4

1.4

1.4

1.4

1.4

1.4

1.4

Addition

Alteration
Alteration

Addition

Addition

Alteration

Alteration

Alteration

Alteration

Removed

Addition

Alteration

Alteration

Added “The EMR, PCP, ICP and
ACP may attend the following
devices: Nasogastric Tubes
(Gravity Drainage only) and
Monitor Urinary Catheter.” Also
changed Foley to urinary.

Repaired arrows on algorithm.
Corrected ICP and ACP colours,
and removed PCP as being
authorized.

Added the Protocol Deviation
policy.

Added: If a member is authorized to
administer a particular medication
intravenously, they are also
authorized to monitor the
medication as an infusion.
Changed “except for paramedics”
to “except for ACP”

Removed 4.

Changed EKG to ECG.

Changed: SPO2 to Sp02

Changed pediatric max dose in
from 65mg/24hrs to
75mg/kg/24hrs.

Removed: Cardiac arrest-asystole,
slow PEA from indications

Added: During Cardiac Arrest -
First dose 300 mg; 2nd dose 150
mg.

Corrected numerous spelling and
grammatical errors throughout the
entire manual.

Changed: “if clinically indicated,
consider administering antianginal,
titrate to effect;” and “if clinically
indicated, consider administer

bronchodilator, titrate to effect.” from

red to blue.
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NG tubes and urinary catheters were only
depicted in the scope of practice chart in the
previous manual, which is no longer in the new
manual.

Foley is a brand name.

Arrows were not lining up properly.
Colours were incorrect, and PCP is not
authorized to monitor Diazepam infusions.

Was incorrectly omitted in previous revision.

Added clarity to an existing practice.

Clarify it is ACP that the exception applies to.

Typo
To be consistent
Correction

Typo

Atropine is no longer indicated in cardiac arrest
for asystole and PEA.
2010 ACLS Guidelines

Too numerous to list all. All were minor and did not

change the context of the document.

Reflects that PCP is authorized to treat pulmonary

edema patients the same as ICP.



Nitrous Oxide

Vancomycin

Peer Reviewers

Acetaminophen
(Tylenol)

Fentanyl

Potassium Chloride

Airway
Management (King
LT)

Spinal Management
STEMI
Tachycardia

Childbirth
Hypothermia
Organophosphate
Severe Sepsis/Septic
Shock

Version History
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Drug
Monograph
Drug
Monograph

Introduction

Drug
Monograph

Drug
Monograph

Drug
Monograph
Procedures

Patient Care Plan
Patient Care Plan
Patient Care Plan

Patient Care Plan

Version Controls

Feb. 2014

Jan. 2014

Jan. 2014

Jan. 2013

Jan. 2013

Jan. 2013

Jan. 2013

TBD
TBD
Dec. 2013

Dec. 2013

Dec. 2013

1.4

1.4

1.4

1.4

1.4

1.4

1.4

1.1

11

1.1

Removed

Removed

Addition

Alteration

Removed

Alteration

Addition

Addition

Alteration

Alteration

Removed: “in patients requiring
extrication” from the indications.
From authorized routes: PENDING
IMPLEMENTATION OF STEMI
PROTOCOL.

Added Paul Hill as a peer reviewer.

Pediatric Dose changed from: Dose:
Dose: 10-15 mg/kg q 4-6 hours, not
to exceed 65 mg/24hrs to Dose: 10-
15 mg/kg q 4-6 hours, not to exceed
75 mg/kg/24hrs

Under Special Notes: 1. Currently,
Saskatchewan Protocol only allows
administration of fentanyl for the
treatment of pain by expanded scope
ACP.

Changed from Potassium Chloride
(HCL) to Potassium Chloride (KCI).
Under special notes added: Please
refer to the manufacturer
recommendations for inserting the
proper size of the device.

Added:

If clinically indicated, consider
administering analgesic, titrate to
effect.

Removed red navigation buttons at
bottom of the page.

Removed brown navigation
buttons on the side of the page.
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Not consistent with current best practice.

This was incorrectly added in the previous
version.

This was incorrectly omitted in the previous
version.
Pediatric Drug dose had a typo.

This was an error. All ACPs are authorized to
administer.

Was a typo in previous in revision

Was incorrectly omitted in previous revision.

Implementation Delayed

Implementation Delayed

Was inadvertently omitted from the SCV column
during initial revision.

Buttons were hiding white boxes at the bottom
of the page. When viewing the document in
Adobe Reader, the buttons were redundant.

Buttons were not aligned with document when
page was landscape. When viewing the
document in Adobe Reader, the buttons were
redundant.
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Vancomycin Drug Dec. 2013 1.1 Addition Added IM as an administration Was omitted during initial revision.
Monograph route.

Nitrous Oxide Drug Dec. 2013 1.1 Addition Added Pain to the list of relevant Was omitted during initial revision.
Monograph protocols.

Dextrose Drug Dec. 2013 1.1 Addition Added “head injury” as a Was omitted during initial revision.
Monograph precaution.

Antimicrobials Drug Dec. 2013 1.1 Alteration  Reworded to reflect that bolus IV To align with the Severe Sepsis/Septic Shock
Monograph antimicrobial therapy may be protocol.

permitted in the pre-hospital setting
when treating severe sepsis/septic

shock.
Diazepam Drug Dec. 2013 1.1 Alteration = Removed glycoprotein information Was incorrectly added.
Monograph from special notes.
dimenhyDRINATE Drug Dec. 2013 1.1 Addition Added ICP to authorized Was omitted during initial revision.
Monograph administration routes. Added PO
and IM as routes
Furosemide Drug Dec. 2013 1.1 Alteration  Corrected SIVP dose from 4mg/min Dose was incorrect.
Monograph to 40mg/min.
Midazolam Drug Dec. 2013 11 Alteration Removed Lorazepam information Was incorrectly added in prevision revision.
Monograph that was in special notes.
Addition Was incorrectly omitted in previous revision.
Added IM as a route.
Morphine Drug Dec. 2013 1.1 Alteration Changed drug class to narcotic Classification was incorrect in previous revision
Monograph analgesic. Also dose was changed to and wording was poor.
Addition say persisting after nitroglycerin
from unresponsive to nitroglycerin. Was missed in the previous revision.

Added IM as an authorized
administration route.

General General Dec. 2013 1.1 Alteration  Changed the term ER to ED. ER is an outdated term.
Use of Red Lights Policies Dec. 2013 1.1 Alteration  Changed title from Use of Red Emergency lights on an ambulance are not just
and Siren Lights and Siren to Use of red.

Emergency Lights and Siren.
Arterial Line Procedure Dec. 2013 1.1 Addition Added never turn off alarms to the Was incorrectly omitted in previous revision.
Monitoring special notes section.
Cardiac Monitoring Procedure Dec. 2013 1.1 Alteration  Changed from 3-lead monitoring to Many monitors are now 4-lead instead of 3-lead so
(Continuous continuous monitoring. continuous monitoring is a better term.
Monitoring)
Chest Tube Procedure Dec. 2013 1.1 Alteration  Changed if suction is indirect gentle Was a typo in previous in revision
Monitoring bubbling will be noted to if suction

is direct gentle bubbling will be

noted.
CPAP Procedure Dec. 2013 11 Removed  Reference to Boussignac was removed. Boussignac is device specific Procedure should be

generic.
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Spinal Management
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End Tidal CO2
Monitoring

Pain Management

EPINEPHRrine
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General

General

General

Introduction

Drug
Monograph

Patient Care Plan
Patient Care Plan
Procedure

Patient Care Plan

Drug
Monograph

Dec. 2013

Dec. 2013

Dec. 2013

Dec. 2013

Dec. 2013

TBD
TBD
Nov. 2013

Nov. 2013

Nov. 2013

1.1

1.1

1.2

1.3
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1.0

1.0

1.0

Alteration

Alteration

Alteration

Alteration

Alteration

Addition

Addition

Addition

Look-alike drug names have been
changed to tall man letters.

Changed the colour-coding of the
ICP level.

Corrected hyperlink and bookmark
issue.

On p. 8, hyperlink to this manual was
changed from:
http://www.health.gov.sk.ca/ems-
protocol to
http://www.collegeofparamedics.sk
.ca/resources/protocolmanual.php
Added IV as an authorized
administration route for Primary
Care Paramedics and Intermediate
Care Paramedics.

Added PCP and ICP to the
Registration Levels Authorized

1. If clinically indicated, consider
administering a benzodiazepine or
sedative if not responsive to
analgesic, titrate to effect. (ACP’s
only, medical control required).

2. OLMC is no longer required for
ACPs to administer analgesics for
pain management.

3. If clinically indicated, consider
administering oral analgesic or
NSAID, titrate to effect. (All levels).

4. If clinically indicated, consider
administering non-narcotic
analgesic, titrate to effect. (PCP
Special Notes:

1. Epinephrine should be
administered IM in the
anterolateral thigh for patients
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Tall Man Letters is a safety practice to help draw
attention to the dissimilarities in drug names that
look-alike.

To address issues people were having with only
using shades of blue to differentiate between
license levels.

Hyperlinks in the table of contents and

bookmarks were not going to the proper

location.

Manual is now hosted on the SCoP website and
hyperlink was changed to reflect this.

Was incorrectly omitted in previous revision.

Implementation Delayed

Implementation Delayed

To approve PCP and ICP levels to perform End
Tidal CO2 Monitoring

New Protocol introduced for pain management

IM administration of EPINEPHrine is
recommended for the treatment of anaphylaxis.


http://www.health.gov.sk.ca/ems-protocol
http://www.health.gov.sk.ca/ems-protocol
http://www.collegeofparamedics.sk.ca/resources/protocolmanual.php
http://www.collegeofparamedics.sk.ca/resources/protocolmanual.php

PCP Scope of
Practice Changes

Unconscious Patient Care Plan
Unknown Etiology

Naloxone (Narcan) Drug
Monograph
Vascular Access Procedure

(Intraosseous)
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Nov. 2013

Nov. 2013

Nov. 2013

Nov. 2013

1.0

1.0

1.0

1.0

Alteration

Addition

Addition

Addition

experiencing anaphylaxis

PCPs who have successfully
completed the core training
requirements for the 2011 NOCP PCP
upgrade and licensed as a PCP NOCP

2011 are now authorized to:
Perform the following skills:
- obtain 12-lead ECG;

- insert supraglotticairways;

- conduct peripheral intravenous
cannulation; and

- follow safe processes for
medication administration
including buccal, intranasal;
intravenous, and nebulized.

Administer the following
classifications of medication:

- non-narcotic analgesics;

- adrenergic agonists;

- bronchodilators;

- antianginals;

- plateletinhibitors;

- anti-hypoglycemics; and

- Opioid antagonist.

If clinically indicated, consider
administering opioid antagonist,
titrate to effect

Intermediate Care Paramedic -
IM/IN/

Pain management

If the procedure is performed on a
conscious or semi-conscious patient,
immediately following placement of
the 10 needle, administer 0.5 mg/kg
2% lidocaine (not to exceed 50 mg)
slowly (over 30-45 seconds) through
the 10 site. Wait approximately 30—
60 seconds before “power” flushing
with normal saline.

In the event a patient regains
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To allow PCPs to perform at their full scope of
practice based on the 2011 NOCP standards.

ICPs now authorized to administer to align with
scope changes for PCPs.

ICPs now authorized to administer to align with
scope changes for PCPs.

Authorized for ACP only for pain management
during insertion of EZ-10 on conscious patients.



Lidocaine

Interfacility Transfer
of Patients
Receiving
Medication

Severe Sepsis /
Septic Shock
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Drug Nov. 2013
Monograph

Procedure Nov. 2013
Patient Care Plan Nov. 2013

1.0

1.0

1.0

Addition

Addition

Alteration

consciousness and complains of
severe pain secondary to the 10
insertion, temporarily stop infusing
the fluids and administer lidocaine
as in 5.1 above. Wait approximately
30-60 seconds before continuing
fluid administration.

If fluids do not flow freely, flush 10
site with an additional 10 mL normal
saline.

Indications:
EZ-10 pain management for
conscious awake patients.

EZ-10 Pain Management Dose:

0.5 mg/kg 2% lidocaine,
preservative free, slowly over 30- 45
seconds through 10 site. Do not
exceed 50 mg.

Total Parenteral Nutrition (TPN)

Added > 45-minute delay to
administration of antibiotic in
hospital.
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Authorized for ACP only for pain management
during insertion of EZ-10 on conscious patients.

PCPs, ICPs, and ACPs authorized to monitor
TPN.

To clearly define what is meant by delay when
considering administration of antibiotic and
vasopressor for patient experiencing severe
sepsis or septic shock.
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