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5 Advanced Medical Solutions Inc.

PATIENT FOCUSED HEALTH CARE CLIENT FOCUSED SOLUTIONS EMPLOYEE FOCUSED OPPORTUNITIES

STANDARD OPERATING PROCEDURE

TITLE: | Consulting with Most Responsible Physician
OWNER: | AMS Medical Director CREATION DATE: | March 06 2015
APPROVER: | VP Medical Operations REVISION NO.:
DOCUMENT | SOP-OPS-2015/02-r01 REVISION DATE: | March 06 2015
NO.:
PURPOSE:

To describe when consultation between the air medical crew and the Most Responsible Physician (MRP)
should occur to facilitate collaborative client centered care.

SCOPE:

This SOP applies to all Air Medical Crew (AMC), Medical Operations Managers (MOM) and the AMS
Medical Director.

PROCEDURES:

ACCESS Air Ambulance encourages collaborative patient management between AMC and MRP to plan
and coordinate a plan of care. The Most Responsible Practitioner (MRP) is considered the healthcare
provider who is most responsible for treatment at a given time. During a transport this is a shared model
with the receiving physician, the medevac medical director, the sending physician and the sending
physician or nurse. As a general rule the physician from the facility with the higher level of care or
specialization will assume this role.

1. Prior to departure from base AMC will consult with the MRP to coordinate a plan of care in the

following situations:
a) Pre-Arrival Orders for the sending nursing station are required.

) Advanced Procedures use are anticipated i.e. Intubation

) All pediatric CTAS 1---2 patients (Pediatrician Consultation)

) All pregnant patients with pregnancies greater than 22 weeks’ gestation.
(Obstetrician Consult). Transport patient with Isolette.

e) Any time the air medical crew feels consultation pre---flight would benefit the patient.

o T

d

Page 1 of 2
Confidential & Proprietary




5 Advanced Medical Solutions Inc.

PATIENT FOCUSED HEALTH CARE CLIENT FOCUSED SOLUTIONS EMPLOYEE FOCUSED OPPORTUNITIES

STANDARD OPERATING PROCEDURE

Before Departing the Sending Facility, the AMC will consult with the MRP before initiation of
treatment other than routine care (AMS Protocol: Behavioural Emergencies, Amended AMS
Protocols: Analgesia, Sedation and Post-Intubation Analgesia & Sedation as well as the
AHS protocol: Nausea & Vomiting)

Inflight treatment that is required other than routine care and not covered by previously issued
orders or mutual plan of care shall require consultation with an MRP via satellite phone.

If consensus related to appropriate plan of care cannot be obtained between the MRP and AMC,
discussion with AMS Medical Director (or designate) should be initiated.

AMC may perform immediate lifesaving interventions within the AMS medical control
guidelines before consulting the MRP in emergency situations only. The MRP will be consulted
as soon as possible.

The MRP will be consulted as soon as possible if emergency procedures are performed and an
incident report completed.

The following five protocols may be utilized without any consultation with a Physician:

SLERSN

Behavioural Emergencies

Amended Analgesia

Amended Sedation

Amended Post-Intubation Analgesia & Sedation

AHS CCMCP Nausea & Vomiting

REQUIRED DOCUMENTS:

REFERENCES:

O

M1500--- Medical travel--- Most responsible Physician in a Medevac Situation
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AMS / ACCESS AMENDMENT TO THE ANALGESIA PROTOCOL

This protocol may be utilized by the Air Medical Crew without consultation with a Physician

@andard Approach and Ongoing Assessmen)

Patient
Intubated?

No

Hypotension
or at risk for

Yes

|

No > with [/ without:

crystalloid solution 500 mL IV/IO blus pm to
maintain MAP of 65 mmHg

B- Pediatric dose:
crystalloid solution 10 mL/kg IV/IO bolus prn
to maintain normotension for age group

fentaNYL 0.5 - 1 mcg/kg IV/IO prm
with / without:
ketamine* 0.1 - 0.2 mg/kg IV/IO prn

/
\ AMS/ACCESS AMENDED PROTOCOL )

Refer to Post- Other analgesia considerations

Intubation -for patients with chronic or sub-acute pain,

Sedation and consider administration or oral opiods and oral

Paralysis NSAIDS by sending facility staff prior to
departure

Consider:

fentaNYL 0.5 - 1 mcg/kg IV/IO pm
Or:

morphine 0.1 mg/kg IV/IO/IM prn

ketamine* 0.1 - 0.2 mg/kg IV/IO prn

Consider:

midazolam 0.05 mg/kg IV/IO g5 - 10 minutes prn to
a single maximum dose of 5 mg to potentiate effects of
analgesics

Consider alternative analgesics: |
—)Laceiaminophen 325 - 650 mg PO g4-6 |
| hours prn

transports: |
i fentaNYL IV/IO 50 - 200 mcg/hour

|

If narcotic induced nausea / vomiting:

g4 hours to a single maximum dose of 50 mg

Consider dimenhyDRINATE 1 mg/kg IV/IO prn

Or:
| ketamine IV/I0 0.1 - 0.3 mg/kg/hour |

—_—— e — — — - —  — — ——

* Ketamine
-Used as an adjunct to opiates, not a
replacement

If significant ketamine induced behavioral
distrubances observed and hemodynamically stable:
Consider midazolam 0.05 mg/kg IV/IO g5 - 10
minutes prn to a single maximum dose of 5 mg

|

Transport with early pre-notification
Continue treatment until transfer of care completed

14-10-17 AS

-Ideal patients include awake, non-intubated
patients with significant pain despite
fentaNYL / morphine administration

*Patient Safety Considerations
-Ketamine can cause apnea if administered too
rapidly

**Patient Safety Considerations
-Monitor respirations / ventilation with continuous
EtCO2 monitoring (nasal prongs)

S \\?’f
e CCESS

Al AMBULANCI




AMS / ACCESS AMENDMENT TO THE POST-INTUBATION SEDATION AND

PARALYSIS PROTOCOL

This protocol may be utilized by the Air Medical Crew without consultation with a Physician

(Standard Approach and Ongoing Assessment

Yes

Hypotension or at risk
of hypotension®?

crystalloid solution 500 ml IV/I0
bolus prn to maintain MAP of 65

g
\B ' Pediatric dose:

crystalloid solution 10 mi/kg IV/
10 bolus prn to maintain normotension
for age group

Consider ePHEDrine 0.2 mg/kg IV/
10 to a single maximum dose of 10 mg
q 5 minutes prn

Or:

epiNEPHrine 5-50 mcg IV/IO g2min
prn (temporizing measure until a
norepinephrine infusion is begun)

Consider norepinephrine* infusion
0.1mcg/kg/min IV/IO titrated to a
maximum of 1 mcg/kg/min prn to
maintain MAP of 65mmHg*

Or:

Consider other vasopressors in
consultation with MRP

¥

Mtamine infusion 0.5 - 5 mg/ I
| kg/hour IV/IO I
And:
| ketamine 0.5 - 1 mg/kg Iv/10 |
I prn
fentaNYL infusion 50 - 300
I mcg/hour IV/IO
And:

|fentaNYL 0.5 - 1 mcg/kg IV/IO

E"'____r____

AMS/ACCESS AMENDED )
\ POST-INTUBATION PROTOCOL
—— /
Post-Intubation Analgesia and Sedation
-Analgesia and sedation post-intubation should be
routinely administered
-Intubated patients should receive regular opioid
No administration
-Extremely helpful to suppress ‘air hunger’
-Leads to a better patient-ventilator
synchrony and fewer sedative requirements

fentaNYL infusion 50 - 300
I mcg/hour IV/IO

IfentaNYL 0.5 - 1 mcg/kg IV/IO
I prm

| with / without:

I propofol** infusion 15 - 50
mcg/kg/min (1 - 3 mg/kg/

| hour) 1v/10

I propofol** 25-50 mg IV/IO prn
x a maximum of 2 doses
I Consult MRP for Pediatric dosing

Or:

midazolam** infusion 1 - 10
I mg/hour

And:

midazolam** 0.05 mg/kg IV/

I0 q 5 - 10 minutes prnto a
Lsingle maximum dose of 5 mg

If required after adequate analgesia and sedation consider:
rocuronium*** 0.5 - 1 mg/kg IV/IO pm

v

Transport with early pre-notification
Continue treatment until transfer of care completed

05-08-18 AS

PATTENT FOCUIED ME AL

-’-\'VIS

*Hypotension

-A drop in blood pressure should
be anticipated for every
intubation

-In head / spinal cord injury
patients, a MAP less than 85
mmHG is considered hypotensive

** patient Safety Considerations
-Do not exceed maximum dose of
150mcg/kg/min of Propofol, assess
for signs of Propofol Infusion
Syndrome

-Consult MRP to obtain orders to
exceed 50mcg/kg/min or administer
more than 2 bolus doses of Propofol
-Midazolam and Propofol cause
hypotension

-Propofol dosing is provided in both
mcg/kg/min and mg/kg/hour. Ensure
you are using the appropriate dosing
unit as per your local standards
-Consult MRP for orders to
administer Propofol to Pediatric
Patients

*** patient Safety
Considerations, Rocuronium
Safety
A paralyzed patient is at risk of
awareness. To avoid this risk:
-it is preferred to manage a patient
with analgesia and sedation alone
-if a paralytic is administered, diligent
monitoring if signs of awareness is
required:

-Hypertension

-Tachycardia

-Lacrimation
-Caution when administering
paralytics to patient’s with seizure
disorders
-Consider administration of paralytics
when a patient cannot be effectively
ventilated

PHCARE . ELENT PO

ACCESS

AlR AMBULANCE



AMS / ACCESS AMENDMENT TO THE SEDATION PROTOCOL

This protocol may be utilized by the Air Medical Crew without consultation with a Physician

I’ --------------------------- s\
@tandard Approach and Ongoing Assessme@ '\AMSIACCESS AMENDED SEDATION PROTOCOLIl
~ rd

Patient Safety Considerations

-Prior to administration of sedation, access to basic
and advanced airway equipment must be prepared
and available for immediate use

-Consider dose reduction of all sedation
medications in compensated shock states and
patients over 65 years old

Refer to Post-
Intubation
Sedation &

Paralysis

Patient Intubated? Yes —p

*Patient Safety Considerations
-Avoid midazolam in hypotensive patients

No -Administering FentaNYL too rapidly can cause
+ chest rigidity
-Administering ketamine too rapidly can cause

If patient is experiencing pain, apnea
treat concurrently with Amended
Analgesia Protocol **Patient Safety Considerations
) -Ensure normoglycemia
-Treat hypoxia and hypotension
-Avoid hypoxic and hypotensive events
-Utilize end-tidal CO2 continuous monitoring for all
procedural sedations

| LORazepam 1 mg SL/IV q 5 minutes prn to a total maximum dose
Yes *: of 2 mg

Consider fentaNYL* 0.5 - 1 mcg/kg IV/IO prn
or:
Consider ketamine* 1 mg/kg IV/IO prn

. . or:
rocedural Sedation™>. Yes W Consider ketamine* 3mg/kg IM prn

And/Or:
midazolam* 0.05mg/kg IV/I0 g 5 - 10 minutes prn to a single maximum dose
of 5 mg.

--—— e e -y

’ . s Behavioural
<’ Combative or \)4)1 Emergencies
~ Acutely Agitated**s N, Protocol +*
~ P N ’
. R .~
N - No

' |
| Refer to ]
|
|

Transport with early pre-notification

Q)ntlnue treatment unt” transfer of care completed PATIENT FOCUSED HEALTH CARE « CLIENT FOCUSED SOLUTIONS « EMPLOYEE FOCUSED OPPORTUNITIES
—
=
ounnmseumms  ACCESS

AIR AMBULANCE

05-11-19 AS



AMS / ACCESS BEHAVIOURAL EMERGENCIES PROTOCOL

Standard Approach and Ongoing Assessment |

'

{

Request assistance as required
Ensure RCMP is in attendance with any uncooperative patient
Establish the safety of all personnel and the patient

Verbally attempt to de-escalate and diffuse the situation
Physically restrain the patient

¥

This protocol may be utilized by the Air Medical Crew without consultation with a Physician

(== mmmm——— ==

AMS/ACCESS BEHAVIOURAL !
EMERGENCIES PROTOCOL

Patient Safety Considerations

Search for and treat any organic and
reversable cause of acute agitation such as:
- Hypoxia

- Hypoglycemia

- Head Injury

Complete the Behavioural Emergencies Risk Assessment Tool

'

Uncooperative*

N SR

r Sedation to a goal of a I
1 RASS of -3 to -4

\___l____l

v

High & Medium Risk
5-30 and Cooperative**

I SR

Sedation to a goal of a I
RASS of -1to -3

N g o — — /

Low Risk 0 and
Cooperative**

Y SR

r Sedation to a goal of a I

1 RASS of 0
\___r___'

v

Use a team approach with RCMP to
Restrain the patient as required and
safely achieve sedation*

LORazepam 1mg IV/SL 10 min
PRN to a total max dose of 5mg
And/Or:

olanzepine 5mg SL g5 min PRN to
A total max dose of 10mg

Sedate to achieve a RASS of
-3to-4

Ketamine 3mg/kg IM 10 min prn
And/Or:

midazolam 0.1mg/kg IM g5-10min
PRN to a single max dose of 10mg

Establish vascular access
Obtain vital signs including
end-tidal CO, (constant nasal)
Obtain 12-lead ECG (if possible)
Consider other causes of for
Uncooperative Behaviours

Patient sedated to
meet RASS goal?

haloperidol 5mg IM/IV/10
g5-min PRN to a max dose of 10mg

Maintain a RASS of -3 to -4
Ketamine 1-3 mg/kg/hr IV/IO
continuous infusion
With/Without:

ketamine 0.1 mg/kg IV/IO prn
And/Or:

midazolam 0.02-0.1 mg/kg/hr
IV/10 continuous infusion
With/Without:

midazolam 0.05 mg/kg/hr IV/10
g5-10 min prn to a single max dose
of 5mg

PATIENT FOCUSED HEALTH CARE + CLIENT FOCUSED SOLUTIONS « EMPLOYEE FOCUSED OPPORTUNITIES

NCED MEOICAL

ACCESS

AIR AMBULANCE

Patient sedated to
meet RASS goal?

Consult ACCESS/AMS
Medical Director to discuss:
- alternative medication and
doses for sedation

- Sedation that may result in
endotracheal intubation

Patient Safety Considerations
Do not approach an uncooperative patient,
wait for RCMP
¢ Identify the uncooperative patient and
attempt de-escalation strategies and
then utilize physical and chemical
restraint as required
*  Use of physical/chemical restraints are
the last resort to maintain staff and
patient safety
*  Physical restraint should be used with
chemical restraint
* Do not transport restrained patients in
the prone position due to the risk of
asphyxia
¢ Administer half doses for patient greater
than 65-years-of-age and greater

** |If at anytime a patient becomes
uncooperative, go immediately to the
Uncooperative treatment pathway

-Remain at the sending facility while
taking the time to achieve RASS sedation
goals

‘ -Do not initiate transport until the RASS
sedation goal has been achieved

AMS will never proceed to a patient’s
residence. RCMP will safely secure the
patient and transport them to meet you
at the Health Centre/Cabin

y

\

Transport patient secured to #9 stretcher with early
pre-notification
Ensure appropriate documentation
Q accompanies the Patient; see NOTES Section of
Protocol

Continue treatment until transfer of care complete

March 14, 2022 HG



AMS / ACCESS BEHAVIOURAL EMERGENCIES PROTOCOL

Accompanying Documentation:

When transporting an involuntary Behavioral Emergency patient, original copies of the

following forms must accompany the patient:

* If the patient is being transported within the NWT, Form 1 and Form 2

* [f the patient is being transported from within the NWT to a healthcare facility outside
the NWT, Form 1, Form 2, and Form 8

* If the patient is being transported to the NWT from a healthcare facility outside the
NWT, Form 1, Form 2, and Form 9.

Ensure this paperwork accompanies all Behavioural Emergency patients who are being
transported involuntarily.

RISK ASSESSMENT TOOL
Subject Area Yes/No Score Rational/lComments
Any expressions of anger, frustration or agitation
during course of hospital admission or proceeding 5

24 hours?
Multiple expressions of anger, frustration or
agitation during current care, requiring special

: ; : 20
nursing or security measures or chemical

restraint/sedation?

Signs of intoxication/withdrawal from drugs or 10
alcohol in the proceeding 24-48 hours?

Known history of substance abuse including street 5

drugs?

Total Score

THE RISK ASSESSMENT RESULT IS (CIRCLE ONE):

ADVANCED MEOICAL SOUUTIONS AC C E s s

AIR AMBULANCE
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Richmond Agitation Sedation Scale (RASS) *

Score Term Description
+4 Combative Overtly combative, violent, immediate danger to staff
+3 Very agitated Pulls or removes tube(s) or catheter(s); aggressive
+2 Agitated Frequent non-purposeful movement, fights ventilator
+1 Restless Anxious but movements not aggressive vigorous
0 Alert and calm
-1 Drowsy Not fully alert, but has sustained awakening
(cye-opening/cye contact) to voice (=10 seconds) Verbal
-2 Light sedation Briefly awakens with eye contact to voice (<10 seconds) Stimulation
-3 Moderate sedation Movement or eye opening to voice (but no eye contact)
-4 Deep sedation No response to voice, but movement or eye opening )
to physical stimulation Slt:::'lyiﬁ;?cin
-5 Unarousable No response to voice or physical stimulation

Procedure for RASS Assessment
1. Observe patient
a. Patient is alert, restless, or agitated. (score 0 to +4)
2. If not alert, state patient’s name and say to open eves and look at speaker.
b. Patient awakens with sustained eve opening and eye contact. (score —1)
c. Patient awakens with eye opening and eye contact, but not sustained. (score -2)
d. Patient has any movement in response to voice but no eye contact. (score -3)

3. When no response to verbal stimulation, physically stimulate patient by
shaking shoulder and/or rubbing sternum.

¢. Patient has any movement to physical stimulation. (score —4)

f. Patient has no response to any stimulation. (score —5)

* Sessler CN, Gosnell M, Grap MJ, Brophy GT, O'Neal PV, Keane KA et al. The Richmond Agitation-
Sedation Scale: validity and reliability in adult intensive care patients. Am J Respir Crit Care Med 2002;
166:1338-1344.

* Ely EW, Truman B, Shintani A, Thomason JTWW, Wheeler AP, Gordon S et al. Monitoring sedation status
over time in ICU patients: the reliability and validity of the Richmond Agitation Sedation Scale (RASS).
JAMA 2003; 289:2983-2991.



AMS / ACCESS AMENDMENT TO THE ACUTE CORONARY SYNDROME PROTOCOL

/] AMS/ACCESS AMENDED ACUTE CORONAR;\)

@andard Approach and Ongoing Assessme@ \\__ _ _SlNER&ME_PEIEIC_OL_ __/
¢ *12 - Lead / 15 - Lead ECG
Oxygen therapy - only indicated to maintain SpO2 -Inferior wall ECG’s changes require a 15 - Lead
greter than 94% ECG
12 - Lead / 15 - Lead ECG* -Repeat ECG's indicated with changes in clinical
Monitor ECG, consider attaching defibrillation pads symptoms and condition (new onset chest pain)
+ -Communicate changes with relevant Physician

acetylsalicylic acid** (ASA) 160 mg PO chewed

**Patient Safety Considerations
-Anaphylaxis is the only contraindication

C;gifgr;%i c for ASA administration
Yes Shock P?ntocol -ASA m}Jst be administered even when
the patient:
-States that they have already taken
their prescribed daily dose
-States that they have taken ASA on the
advice of the post-dispatch intsructions
No -Is currenty taking blood thinners (e.g.
Plavix / Clopidogrel, Warfarin
+ -Consult MRP to consider early
nitroglvcerin®*** 0.4 mg SL (1 spra 3 -5 minutes clopidogrel administration for patients
pmn 9l 9 SL (1 spray) q anaphylactic to ASA
Or
nitroglycerin*** patch 0.4 - 0.8 mg/hour
o ***patient Safety Considerations
rlitroglyoerin*** infl.!sion 29 mcg/min IV/I0 ) -Consult MRP if t;:giogenic shock
increased by 1.0 mcg/min q 5 minutes prn to a maximum present as nitroglycerin is contraindicated
of 300 meg/min -Low-dose nitroglycerin should be given
IV/IO in:
-Inferior STEMI with RV extension
I_ - _I -Recent phosphodiesterase inhibitor
If nitroglycerin ineffective: use
morphine 2mg IV/IO prn (first choice) |
Or:
fentaNYL 25-50mcg IV prn I
fentaNYL25-S0meg VP _ _ _ J m——————————— -
r LIf positive STEMI - Consult MRP and |
P—— - - complete the STH / IRH TNK administration
If the patient is hypertensive or tachycardic, Consult : : . |
MRP to consider: !_checkllst and Order Sheet during pre-flight |

metoPROLOL 5 mg IV/IO g 5 minutes prn to a total
maximum of 15 mg

Consult MRP:

heparin 60 units/kg IV/IO to a single maximum
dose of 4000 units followed by:

heparin infusion 12 units/kg/hour to a maximum
infusion rate of 1000 units/hour

Consult MRP for anitplatelet agent options such as
clopidogrel administration

‘ PATIENT FOEw RO NEALTH CARE  CLIENT FOCUSED SOLUTIONS « EMPLOYER FOCUSED DPFORTUNITIS

Transport with early pre-notification -w S @f &=

Continue treatment until transfer of care completed ACCESS

AR AMBULANCE
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AMS / ACCESS HYPERTENSIVE EMERGENCIES PROTOCOL

2

Standard Approach and Ongoing Assessme@

v

Place the patient in high-fowlers position
Obtain bilateral blood pressures

Obtain 12/15 Lead ECG

Perform point of care testing for electrolytes

Ischemic Chest Pain? Yes

Pulmonary Edema? Yes
Signs / Symptoms of a Yes
Stroke?
Pregnant? b
Sympathomimetic Yes

Overdose?

Consult MRP:

Consider administration of:
Labetalol infusion
Nitroglycerin infusion

Transport with early pre-notification

<Cont‘|nue treatment until trasnfer of care com pleted)

_____________ ~
’ AMS /ACCESS HYPERTENSIVE
\ EMERGENCIES PROTOCOL

Refer to
Amended Acute
Coronary
Syndrome
Protocol

Refer to

Cardiogenic
Pulmonary
dema Protoco

Refer to Stroke
Protocol

Refer to
Amended Pre-
Eclampsia/
Eclampsia
Protocol

Refer to
Stimulant
Overdose

Protocol

Consult MRP to consider:
-Labetalol 10-20 mg slow IV/
IO push, repeated every 10
minutes prn. Labetalol is the first
line choice for patients with a
heart rate of 80 bpm or greater

-Hydralazine 2 mg slow IV/
.10 push q 15 minutes prn

-Nitroglycerin infusion 20
mcg/min IV/IO titrated to
effect

-The end BP goal should be to
lower the blood pressure no more
than 25% of the initial blood
pressure

Identify an treat other causes of
Hypertension first:

-Pain

-Anxiety

-Agitation

-Toxidromes

ACCESS

AIR AMBULANCE
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AMS / ACCESS AORTIC DISSECTION PROTOCOL

Standard Approach and Ongoing Assessment

N

greter than 94%
12 - Lead ECG
Initiate Vascular Access*

in all limbs

Oxygen therapy - only indicated to maintain Sp02

Assess bilateral blood pressures and peripheral pulses

———

_________ ™~
( AMS/ACCESS AORTIC DISSECTION )

PROTOCOL

CXR

-Avoid use of Ketamine

Treat concurrently with Analgesia Protocol

Suspected or Confirmed Aortic Dissection
-Thoracic/Back/Abdominal pain described as
severe/sharp with an abrupt onset

-Pulse deficits and/ar discrepency in SBP greater
than 20mmHg

-New diastolic murmur

-Widened mediastium and/or aortic capping on

-Syncope/CVA or isolated neuroligical symptoms
-Signs of Aneurysm with Point-of-Care Ultrasound

Systolic B/P
>120mmHg

Systolic B/P
<100mmHg

For treatment of hypertension,
consider:

labetalol 10-20mg IV/IO q 10
minutes prn to a maximum dose of
300mg

Or:
labetalol 0.5 - 2mg/minute IV/
IO infusion

Or:

esmolol** 250mcg/kg IV/IO
loading dose over 1 minute then
continuous infusion at 25mcg/
kg/min IV/IO

For treatment of hypotension,
consider:

crystalloid solution 250 - 500
mL IV/IO bolus prn

Or:
Blood Products IV/IO as

avialable and in consultation with
the MRP

SBP remains
>120 and heart rate
<60

YES

nitroGLYCERIN IV/IO start at
20 mcg/min increase by 10mcg/
min g 5 minutes to a maximum of
300 mcg/min

Or:

nitroPRUSSIDE*** IV/IO start
at 0.5mcg/kg/min increase by
0.5mcg/kg/min g 5 minutes to a
maximum of 10mcg/kg/min

Transport with early pre-notification
Continue treatment until transfer of care completed

Goals of Care:

-Discuss with MRP and Medical
Director the likelihood of
successful transport of the patient
to tertiary care

If decision is made to
transport the patient:

-Pain Control, esnure adeguate
analgesia

-Heart rate less than 60 beats per
minute

-Systolic B/P 100-120mmHg Or a
minimum pressure required for
adeguate cerebral perfusion and a
palpable radial pulse

-Rapid Transport to a facility
capable of caring for an aortic
dissection

* Consider two large bore IV sites
**Esmolol preferred if available
-titrate to effect. If higher doses
are required re-bolus patient with
250mcg over 1 minute and
increase continuous infusion by
50meg/kg/min to a maximum of
300mcg/kg/min

***Nitroprusside preferred if
available

Patient Safety Considerations
***Nitroprusside may result in
cyanide toxicity

-Caution in patients with
hypothyroidism, severe renal or
hepatic impairment or low Vit B12
levels

PATIENT FOCUSED MEALTH CARE « CUTNT FOTUSED SOLUTIONS « EMPLOVIT FOCUSED ORAPORTUNITICS

N
s —®
e ACCESS
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AMS / ACCESS AMENDMENT TO THE ADULT SEIZURE PROTOCOL

4
Gtandard Approach and Ongoing Assessme@ \ AMS/ACCESS AMENDED PROTOCOL )

v

Appropriate PPE to be worn if history or suspicion of
meningitis or encephalitis

Point-of-care testing for chemistry and gases*

Consider patential causes of seizures: hypoxia, hypotension?

Refer to Diabetic
Emergencies

BGL less than e Yes Protocol
S 4mmol/l? /
No
+ § Refer to Pre-
) . Eclampsia/
Third trimester Eclampsia
pregnancy or T Protacol
_post-partum? /
¢ .
No

No << AcivelySeizing? - W Yes

| o

or:

v

Consider concurrent use of Airway - Universal Protocol**

Consider concurrent use of Post-Inubation Sedation and Paralysis Protocol
(Propofol*** or Midazolam* infusion preferred)

Consider crystalloid solution 500 mL IV/IO bolus prn

Consider Vasopressors
T

Consult MRP:

phenyTOIN****20 mg/kg IV/IO: dilute to a maximum concentration of
10 mg/mL

75 kg or less: administer over a minimum of 30 minutes

56 to 150 kg: administer over a minimum of 50 minutes

151 kg or greater: administer over a minimum of 90 minutes

For prolonged seizures:
Consult MRP to consider other agents (pHENobarbital, levetiracetam,
valproate, ketamine and inhalational anesthetics)

* Point of Care Testing

-Chemistry: sodium, glucose, ionized calcium
-If sodium is less than 125 mmol/L, consult
MRP to consider 3% hypertonic saline
administration

-If ionized calcium is les than 1 mmol/L,
consult MRP to consider calcium
adminstration

*Patient Safety Considerations
-Midazolam, Diazepam, Phenytoin and
Propofol are respiratory and hemodynamic
depressants; be prepared to suport the
patient’s breathing and blood pressure

** Advanced Airway Management
-Attempt to Consult MRP

-Consider rhabdomyolysis and hyperkalemia
as a potential contraindication to
succinylcholine

-Avoid rocuronium if possible as it precludes

seizure monitoring

***patient Safety Considerations
-Propofol dosing is provided in mcg/kg/min
and mg/kg/hour

-Ensure you are using the appropriate dosing
unit per your local standards

r LORazepam 1 - 3 mg IV/IO/IM prn - most effective IV agent —i
L Midazolam* 0.05 mg/kg IV/IO to a single maximum dose of 5 mg q 5-10 minutes prn |
o |

| Midazolam* 10 mg IM q 5 minutes prn - most effective IM agent

*xxxpatient Safety Considerations
-phenyTOIN is contraindicated in the setting
of concurrent toxic ingestion (e.g. cyclic
antidepressants, cocaine etc.)

-Stop administration if hypotension dvelops;
bolus crystalloid solution and restart infusion
if blood pressure tolerates it

-Elderly patients or patients with a history of
cardiovascular disease should receive
phenyTOIN at a slower infusion rate

S =
swmsss  ACCESS

07-10-17 AS




AMS / ACCESS AMENDMENT TO THE PEDIATRIC SEIZURE PROTOCOL

_____________ ~

Gtandard Approach and Ongoing Assessmea ( AMS/ACCESS AMENDED PROTOCOL )
1 —— e ~

Appropriate PPE to be worn if history or suspicion of * Point of Care Testing

meningitis or encephalitis

Point-of-care testing for chemistry and gases* -Chemistry: sodium, glucose, ionized calcium

Consider potential causes of seizures: hypoxia or fever? -If sodium is less than 125 mmol/L, consult

MRP to consider 3% hypertonic saline
Refer to Diabetic| |administration

Emergencies -If ionized calcium is les than 1 mmol/L,
Yes —p Protocol consult MRP to consider calcium
adminstration

BGL less than
4 mmol/L?.

*Perform
active cooling *Patient Safety Considerations

Febrile? _L, measures prior -Midazolam, Diazgpam, Phenytoin and .
to medication Propofol are respiratory and hemodynamic
depressants; be prepared to suport the
patient’s breathing and blood pressure

What is the
Temperature?

No Actively Seizing? Yes ** Advanced Airway Management
-Attempt to Consult MRP
-Consider rhabdomyolysis and hyperkalemia
I———————— —_—— ____l as a potential contraindication to
succinylcholine
©<0 LORazepam 0.05 - 0.1 mg/kg IV/IO/IM prn - most | -Avoid rocuronium if possible as it precludes
I effective IV agent | seizure monitoring
I |
& Midazolam* 0.1 mg/kg IV/IO to a single maximum | ***patient Safety Considerations
dose of 0.3 mg/kg q 5-10 minutes prn -Propofol dosing is provided in mcg/kg/min
| or | and mg/kg/hour
| -Er_wsure you are using the appropriate dosing
@ » Midazolam* 0.2 mg/k IM/buccal/Intr-nasal q 5 unit per your local standards
minutes prn - most effective IM agent. Use if IV medication |
dministration is delayed
I aQLTmI ration Is delaye | ****patient Safety Considerations
| | -phenyTOIN is contraindicated in the setting
. f concurrent toxic ingestion (e.g. cyclic
DIAZepam* 0.1-0.2 mg/kg IV/IO q 5-10 minutes 0 9 9- oy
Lpr'rJ\ P 9/kg IV/10 q | antidepressants, cocaine etc.)
I or: | -Stop administration if hypotension dvelops;
* | bolus crystalloid solution and restart infusion
& DIAZepam* 0.5 mg/kg Per-Rectum g 5-10 minutes | if blood pressure tolerates it
prn
e e e e e e _| **xxxpatient Safety Considerations
| -Maintain a high index of suspicion for febrile
v seizures in infants and children
Consider concurrent use of Airway - Universal Protocol** -Attempt cooling measures prior to the
Consider concurrent use of Post-Inubation Sedation and Paralysis Protocol administration of medications if febrile
(Propofol*** or Midazolam* infusion preferred) seizure is suspected
Consider crystalloid solution 10 mL/kg IV/IO bolus prn to maintain -Consider administration of acetaminophen
) normotension for age group 15 mg/kg PO/PR 4h prn
Consider Vasopressors

Consult MRP:
phenyTOIN****20 mg/kg IV/IO: over a minimum of 30 minutes,
wle dilute to a maximum concentration of 5 mg/mL

For prolonged seizures:
Consult MRP to consider other agents (pHENobarbital, levetiracetam,
valproate, ketamine and inhalational anesthetics)

PATIENT FOEUSED HEALTH CARE - ELIENT FOCUSED SOLUTIONS - ERPLOTEE FOEU

[Wieintain rormothertia by continualy moritoring temperature wiha | o T~
Itemperature probe AR AMBULANCE

For seizures that are refractory to treatment, Consult MRP to consider |
paralsis  __ __ __ 1 02-09-18 AS




AMS / ACCESS AMENDMENT TO THE POSTPARTUM HEMORRHAGE PROTOCOL

o T T T T T ~
@andard Approach and Ongoing Assessme@ \ AMS/ACCESS AMENDED PROTOCOL )
— e 4
*patient Safety Considerations
Initiate rapid transport* -The most valuable intervention is to minimize the time
Consider concurrent use of the Hemorrhagic Shock to definiteive treatment at an appropriate receiving
Protocol** facility

¥ **Blood Product Administration
Apply gentle traction on umbilical cord to deliver Consult MRP:
placenta -To obtain blood products before departure
-For Blood Product Administration Procedure
(FFP, Platelets may be indicated for DIC)
v -Consider administration of transexamic acid

Massage uterine fundus (transabdominal)

Encourage mother to breastfeed if able
| Use the following clinical signs to estimate blood
l— loss:
—_——————— e —————
I misoprostol 400 - 800 mcg PO or SL; quick onset I Degree of | Blood Signs & Symptoms
but short acting, may need to repeat x 1 I Shock Loss
Or:
I misoprostol 800 to 1000 mcg PR slower onset and | Mild <20% Diaphoresis
longer acting that PO/SL dosing | Increased cap refill
I With: I Cool extremities
. . . . Anxiety
oxytocin 20 unit IV/IO, dilute in 1000 mL warmed -
I Normal Saline, administer 500 mL bolus, then titrate | Moderate igg: ° ?bwe PI"?
. . - achycardia
infusion rate to control bleeding Tachypnea
If stil bleeding: | Tackyvn
| carboprost 250 mcg IM q15 minutes to a maximum | Hypotension
of 2 mg (8 doses) I Oliguria
I——————— T S S S S S—— Severe >40% Above Plus
Hypotension
Agitation/confusion
Hemodynamic
Instability

-Paint-of-care testing for chemistry and gases
-begin bimanual uterine massage to contral bleeding

No —— P

(one hand in vagina and one in abdomen), Consult

MRP as soon as practical

Bleeding
Controlled?

Yes

PATIENT POCUSED WEALTH CARE + CLHNT IOCUSED SOLUTIONS + EMPLOTIR FOCUSED 0FPORTUNITIES

: - @)
Transport with early pre-notification S N
Continue treatment until transfer of care completed wwmmnorss  MCCESS
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@andard Approach and Ongoing Assessmea \

Monitor Fetal Heart Rate

Ensure adequate maternal oxygenation

Rapid transport in left-lateral decubitus position
Point-of-care testing for electrolytes

Actively seizing third
trimester pregnancy
/ post-partum?

No

________ Yy

I magnesium sulfate* 4 G IV/IO over 20 minutes - if patient
| is already receiving magnesium infusion; Consult MRP for
I additional bolus dosing of magnesium sulfate

With:

LORazepam 1 - 3 mg IV/IO prn
| or:
| midazolam 0.05 mg/kg IV/IO to a maximum single dose of

5mgq5 - 10 minutes prn
| on:

I
I
VA
| magnesium sulfate infusion* 2 G/hour IV/IO I
I
I

| midazolam 10 mg IM q 5 minutes prn I
——— e e —_— e —————— — 11
T
Severe signs and Yes
symptoms?**** i
I_Consult MRP: ]
No nifedipine*** 5 - 10 mg capsule PO g 30 minutes prnI
Or:
| hydrALAzine 5 - 10 mg IV/IO over 20 minutes g 20 I
| minutes prn |
| & |
labetalol** 10 -20 mg IV/IO q 10 minutes prn
| with / or: |
| magnesium sulfate* 4 G IV/IO over 20 minutes |
| magnesium |

magnesium sulfate* infusion 2 G/hour IV/IO if not
| already being administered

Transport with early pre-notification
Continue treatment until transfer of care completed

****Sayere Signs and Symptoms of Pre-Eclampsia:

-Systolic B/P of 160 or greater and Diastolic B/P of 100 or greater
-Proteinuria

-Renal failure with/without oliguria

-Nausea, Epigastric / RUQ abdominal pain

-Confusion, Headache and Blurry vision

-Hyper-reflexic

-Dyspnea from pulmonary edema

-Liver Dysfunction

-HELLP Syndrome - Hemolysis Elevated Liver Enzymes with low Platelets
-Generalized Edema

-Eclampsia includes any of the above signs and symptoms plus seizures

AMS / ACCESS AMENDMENT TO THE PRE-ECLAMPSIA AND ECLAMPSIA PROTOCOL

T ~
/- AMS/ACCESS PRE-CLAMPSIA/ECLAMPSIA )

AMENDED PROTOCOL

S

Point-of-Care Testing

-Chemistry: sodium, glucose, ionized calcium
-If sodium is less than 125 mmol/L, consult
MRP to consider 3% hypertonic saline
administration

-If ionized calcium is les than 1 mmaol/L,
consult MRP to consider calcium
adminstration

*Ppatient Safety Considerations

-Verify Magnesium sulfate concentration if
receving patient from a sending facility with
the medication being infused or prepared for
infusion as some facilities use different
formulations

*Magnesium Toxicity
-Discontinue maintenance infusion if signs of
magnesium toxicity present:

Depressed respirations

Hypotension

Patellar reflex absent

Urine output less than 100 mL in the

preceeding 4 hours

-If depressed respirations or hypotension
then calcium chloride 1 G IV/IO over 2 -
5 minutes

**patient Safety Considerations
-Caution administering Labetalol to an
asthmatic

-Labetalol may cause neonatal / fetal
bradycardia

Patient Safety Considerations
-phenyTOIN or benzodiazepines are not
recommended for seizure prophylaxis or
treatment unless there is a contraindication
to magnesium sulfate, or there is no effect
from mangnesium sulfate administration

Patient Safety Considerations
-Administration of IV fluids should be limited
to prevent pulmonary edema

-Consult MRP for fluid administration
orders in the case of decreased urine output
or hypotension

*x*Nifedipine

-can be swallowed or bitten and then
swallowed

-effects begin within 5 - 10 minutes and
peak at 30 minutes, lasting about 6 hours

Consult MRP:
-to consider intiating cortico-steroid
administration for fetal lung maturity

== \_*/ )
ACCESS

AIR AMBULANCE
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AMS / ACCESS AMENDMENT TO THE PRETERM OBSTETRICAL COMPLICATIONS PROTOCOL

Vs
@ndard Approach and Ongoing Assessmea \ AMS/ACCESS AMENDED PROTOCOL )

\
v v v

Antepartum Premature Rupture
Preterm Labour ‘ Hemorrhage ‘ of Membranes

S !

[ Consurt MRP to consider | [ Consutt MRP (Obstetrics) | Delvery = cssentl for oy
tocolytics: |<_ | before departing to: suggestion of fetal distress or signs
nifedipine** 30 mg PO loading -discuss taking blood products | of infection

| dose then 10-20mg PO g4 - 6 | | -discuss tocolytics 4

|h0urs | e
Or: B,

Findomethacin** 100 mg PR l Rapid transport in left lateral Consult MRP to consider |

| or: | decubitus position | corticosteroids:

| magnesium sulfate* 4 G IV/I0 | Abdominal examination betamethasone 12 mg IM q24
over 20 minutes Monitor fetal heart rate hours x 2 doses, if less than 34 weeks

| Followed by: | No pelvic examination | gestation '

I gfﬁnesi&rz[gﬂfate infusion* 2 l % or: |

~Soow Y Dexamethasone 6 mg IM q12

Consider concurrent use of I hours x 4 doses, if less than 34 weeks|

—_—— Hemorrhagic Shock Protocol and | gestation I
Consult MRP to consider | Consult MRP for Blood Product | ————— ————

| corticosteroids: Administration Procedure (FFP, I

I betamethasone 12 mg IM g24 Platelets may be indicated for DIC) —_——— —_——
hours x 2 doses, if less than 34 weeks Consult MRP to consider antibiotics |

I gestation — j_ — | for group B strep prophylaxis:

Or: I_ . A Pencicillin G 5millionIUIVXx 1 |
Dexamethasone 6 mg IM q12 I COI'I.SI.I It M'_‘le consider | dose, then 2.5 million IU IV g4 |
hours x 4 doses, if less than 34 weeksl corticosteroids: I hours until delivery |

I gestation I betamethasone. 12 mg IM q24 I If allergic to Penicillin:

————— _ | hours x 2 doses, ifless than 34 | 1 clindamycin 900 mg IV g8 until |

I weeks gestation delivery

Consult MRP to consider antibiotics | | Dexamethasone 6 mgIM 12 | ! yancomyein 1 G IV q12 hours until |
for group B strep prophylaxis: hours x 4 dos_es, if less than 34 | deliver
Pencicillin G 5 million IUIV x 1 | weeks gestation 1

Pl |

dose, then 2.5 million IU IV g4 | I e

| ;‘f"“ﬁﬁ until di""‘_")’;‘_ | — Monitor for development of
rgl NICIIn: i
If labour, fetal distress or maternal

I Clindamycin 900 mg IV 8 until | reterm ! infection

delivery | P Y

Or: PN

Vancomycin 1 G IV q12 hours until | ; *Magnesium Toxicity
| deliver J Yes 4% Is motherin ™ -Discontinue maintenance infusion if signs of
————— -I- —_——— . labour? megnesium toxicity present:

Depressed respirations

Hypotension

l l Patellar reflex absent

. ; . Urine output less than 100 mLin the
x% - oL
Rapid transfer*** for possible c-section preceeding 4 hours

L < _— "
Receiving centre should have NICU No -If depressed respirations or hypotension
capabilities ) then calcium chloride 1 G IV/IO over 5
v minutes
Transport with early pre-notification ***Patient Safety Considerations

\ k.Continue treatment until transfer of care completed / Consult MRP to discuss transport considerations:

-In general transport may not be appropriate with the
labouring mother who has the following cervical dilation

**patient Safety Considerations for gestational age: o
-Nifedipine is contraindicated if patient is hypotensive 20 - 26 weeks should not be transported if in active
-Side effects of Nifedipine include flushing, headache, Iabpur which h_as produced cervical dilation as they can
edema, dizziness and nausea deliver very quickly ‘ '
-Idomethacin only if <32 weeks gestation because of 2? - '36 _weelei should not be transported if cervical
increased risk of premature closure of ductus arteriosus dilation is >4 cm

36 - 40 weeks if primip should not be transported if
cervical dilation >6cm, if multip, should not be
™y
S K
oo mecasocs  MCCESS

transported if cervical dilation >4 cm with established
labour

-Altitude can cause cervical dilation to progress and
labour may progress very quickly

7-10-17 AS



AMS /| ACCESS AMENDMENT TO THE AIRWAY - UNIVERSAL PROTOCOL

AMS/ACCESS AMENDED PROTOCOL )

4
Glandard Approach and Ongoing nssessmer@ \

hI

Indications for airway management;

A - Airway: obstruction, aspiration

B - Breathing: oxygenation or ventilation failure
C - Circulation: Shock

D - Disability: GCS less than 8 or declining

E - Expected Clinical Course

Refer to Airway
Crash Protocol

Cardiac Arrest or
Near Death

Yes

No

Predcitors of possible
difficult airway*
Laryngoscopy? -LEMON

BMV? - BONES

Supraglottic Devices? - RODS

urgical Airway? SHOR

Refer to Airway -

Difficult Protocol
Yes

| -AMC will attempt to contact
the MRP prior to utilizing any
airway protocol

| -If the patient condition warrants
immediate management of the
airway, then follow the protocol

- | and contact the MRP at the

I

I

|

|

|

|

|

| earliest available opportunity :
| -KING LT is the preferred first |
|..ch0ioe of supraglottic device |
I

|

|

|

|

|

I

I

I

| -LMA is an good choice for
| infants/pediatrics or if the KING
| LT fails in an adult

| -If a King LT airway is in place,
| refer to notes section amendment
| for instructions

| -Utilize Airway Management
| Checklist for all Intubations

Failure

No Failure

Refer to Airway -
RSIP Protocol

A

Refer to Aiway -
Failed Protocol

Failure

—> <

I Refer to Post-Intubation
|  Analgesia & Sedation Protocol |
l once airway is secured

ACCESS

ALR AMBULANCE

* Prectictors of a Possible Difficult
Airway:

-Laryngoscopy:

L Look at the patient

E Evaluate 3-3-2 rule

M Mallampati classification
O Obstructions

N Neck Mobility

-BMV:

B Beards

O Obesity, OSA, old, obstruction

N Neck stiff, mass, trauma, no teeth
E Expecting (late in pregnancy)

S Snores, stridor, stiff lungs

-Supraglottic devices:

R Restricted mouth opening

O Obstruction

D Distorted/displaced airway, radiation
S Stiff lungs, stiff chest, stiff neck

-Surgical Airway:

S Surgery

H Hematoma / abscess

O Obesity

R Radiation to neck

T Tumour of neck [ airway

14-10-17 AS



AMS / ACCESS AMENDMENT TO THE AIRWAY - RSIP PROTOCOL

. . . ;- - - T ~
( Continued from Alrueay - AMS Amended ) | AMSAMENDED RSIP PROTOCOL )
——— ~
| AMC will attempt to contact the MRP prior to utiizing any airway protocol | :
| If the patient condition warrants immediate ma_nagemgnt of the airwa!y, then follow | gi{:pg::;w
L ieim m_mlim_m Ecﬂh.;“ip ime_eai'e St_av‘lla "'_“"_”'E“E 1 P-Pre-oxygenation
P-Pre-treatment
I-Induction
|Prepare suction, difficult airway equipment and ‘ P-Paralysis
Bag-Valve-Mask with PEEP valve. P-Pass and confirm the ETT with
¢ EtCO2
P-Post-Intubation Management
Position for Trauma: reverse Trendelenburg
Position for Non-Trauma: upright sniffing with head of bed elevated
Oxygen via adult nasal cannula at 15L/min (remains on during intubation) and *Assisted Ventilations May Be
Non-Rebrether mask at maximum flow (15L/min) Required For:
Assist Ventilations as required* -Apnea / inadequate respiratory effort
-Severe acidosis: initiate ventilation at
¢ onset of paralytic
-Severe hypoxemia: If O2 sats less
crystalloid solution 250 - 500mL IV/I0 bolus prn in anticpation of post- than 94% despite 3 minutes of
intubation hypotension spontaneous respirations on maximal
Hypotension or at risk of hypotension: Consider a vasopressor prior to Fi02, initiate BMV with 10em H20
induction: PEEP at least 3 minutes prior to
epiNEPHrine 5-50 mcg*** IV/IO q 2 minutes prn (temporizing measure intubation
until a noreepinephrine infusion is initiated)
norepinephrine infusion 0.1 mcg/kg/min IV/IO titrated to a maximum of
1 mecg/kg/min prn to maintain a MAP of 75mmHg - - .
1 minute prior to intubation: ‘;;Pa.t'.e“t Safety t_:nrsudem:lnns
If bradycardia or succinylcholine given on a previous attempt: o mlnlstgnng atropine too slowly
atropine** 0.5 mg rapid IV/I0 (i.e., 1 minute or greater) can cause
Pediatric Dose paradoxical bradycardia

atropine** 0.02 mg/kg rapid IV/IO to a single maximum dose of 0.5

mg

If pH less than 7.1: assist ventilations and considern sodium bicarbonate ***prepare a mixture of

1 mEq/kg IV/IO 10mcg/mL and administer
as per below:

3kg - 0/.5mL
12-14kg - 1 mL
16-25kg - 2 mL

. - 30-38kg - 3 mL
Hypotension or risk 50-62kg - 4 mL
of Hypotension? >70kg - SmL
NO v
v YES
fentaNYL 3 mcg/ kg rapid IV/IO ideal body ,L
weight, wait 3 minutes before administering
further medications ketamine 0.25 - 1 mg/kg rapid IV/IO ideal
with: body weight
ketamine 2mg/kg rapid IV/IO ideal body with:
weight rocuronium 2 mg/kg rapid IV/IO total body
with: weight
rocuronium 1 mg/kg rapid IV/IO total body or:
weight succinylcholine 2 mg/kg rapid IV/IO total
Or: body weight
succinylcholine 1.5 mg/kg rapid IV/IO total
body weight |

[ I
[4

Pass the ETT using video laryngoscope, bougie and external laryngeal manipulation ‘

Repeat laryngoscopy to a maximum of 3
attempts considering:

-Best Position

-Bougie

NO —— -External Laryngeal Manipulation

-Blade change

or:

If effective oxygenation/ventilation consider
transport with BMV

Successful Intubation
with EtCO2

YES
Continual assessment for placement of ETT in trachea .
YE S ssful Intubati
using EtCO2 with a persistent waveform S umiiﬂ:j Et::ozba on

|

Concurrent use of appropriate mechanical ventilation |

protocol and strategy

NO

v v

Refer to amended post-
intubation analgesia and
sedation protocol

Refer to Failed Airway
Protocol

29-01-18 AS _ws @_
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AMS / ACCESS KING-LT AIRWAY MANAGEMENT PROTOCOL

Airway Interventions
King LT Airway
Approach to the patient with a King LT airway in place upon arrival at patient side:

1. Assess for airway patency by the presence of continuous waveform end-tidal CO2, chest rise

and effective oxygenation.

2. Assess for the ability to ventilate the patient through the King LT by assessing breath sounds.

3. Determine the cuff pressure using the Cuffalator and maintain at 60cm H20. Over inflated cuffs have
been cited as a potential cause of laryngeal edema. The product developer recommends a cuff pressure
of 60cm H20 for all three of the adult sizes.

4, Consider the placement of an orogastric tube through the King LT gastric port, if not already in place,
Empty the gastric contents.

5. Administer effective analgesia and sedation (+/- Paralytic as required) to the patient as per the
Amended Post-Intubation Analgesia and Sedation Protocol.

Performing a visual airway assessment of the King LT:
1. Obtain the McGrath Video Laryngoscope with a standard geometry Macintosh blade. Prepare
intubation equipment such as a Bougie, Endotracheal tube, Syringe (test bulb).
2. Suction the oropharynx proximal to the balloon to remove any secretions that may inadvertantly enter
the airway when the cuff is deflated.
3. Deflate the cuff.
4. Insert the McGrath VL and assess the airway for signs of edema/swelling/tissue injury.
5. If able to do so, attempt to view the glottic opening. If able to view the glottic opening then pass
the bougie into the trachea, remove the King LT, and insert an Endotracheal Tube over the Bougie into
the trachea. Confirm the placement of the ETT with continuous end-tidal waveform CO2 and other
methods to confirm ETT placement.
6. If unable to view the glottic opening and/or unable to successfully pass a bougie into the trachea,
contact the AMS Medical Director to discuss a plan of care. Be prepared to discuss the following
points:
-Is it safet to transport the patient while leaving the King LT in place?
-If the patient is destined for a hospital in Edmonton, should the patient be transported to
Yellowknife or Inuvik first where it is safer to have the King LT removed, and an ETT placed with
Anesthesia/Surgical back-up and/or assistance

S £
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@andard Approach and Ongoing Asssmea \
~—

AMS / ACCESS AMENDMENT TO THE ADULT ANAPHYLAXIS PROTOCOL

\
AMS/ACCESS AMENDED PROTOCOL )
ADULT ANAPHYLAXIS

v

Remove allergen if possible

'

If hypotensive:

MAP of 65 mmHg

crystalloid solution 500 mL IV/IO bolus prn to maintain

v

Mild / Moderate sign/symptoms
-Mild /moderate dyspnea or bronchospasm
-Urticaria
-Angioedema
-May have tachycardia but vital signs remain
otherwise stable (no hypotension or clinical
evidence of shock)

F_______l'_______'I

I diphenhydrAMINE 25 - 50 mg IV/IO/IM g 4 hours pm Id—

.________l_______.l

If bronchospasm:

salbutamol 5 mg nebulized or 10 puffs MDI q 15
minutes prn

ipratropium bromide 500 mcg nebulized or 5 puffs
MDI q 15 minutes to a total maximum of 1500 mcg
nebulized or 15 puffs MDIL

Consider a H2 blocker administration:
ranitidine 50 mg IV/IO prn x 1 dose l

L_______r_______n

{"_""L"""'

Consider steroid administration:
methylPREDISolone 125 mg IV/IO
Or:

dexamethasone 8 mg IV/IO/IM/PO

If mild/moderate signs & symptoms persist, consider:
epiNEPHrine* 0.3 mg IM (of a 1mg/ml concentration) q 5
minutes prn to a total maximum of 0.9 mg (3 doses)

Y

v

Severe signs/symtpoms
-Altered level of consciousness
-Respiratory failure (Sp0O2 less than 85% refractory
to oxygen)
-Airway compromise / laryngeal edema
-Persistent hypotension

epiNEPHrine* 0.5 mg IM (of 2 1mg/ml
concentration) q 5 minutes prn to a total maximum of
1.5 mg (3 doses)

I Consider epiNEPHrine push dose 50 mcg IV/IO I
q 3-5 minutes prn (0.1mg/ml solution) while
initiating infusion

—I epiNEPHrine infusion 0.1mcg/kg/min IV/IO I
|and titrate to a maximum of 1mcg/kg/min prn I
IAnd [Qr:

If patient currently on beta-blocker therapy: I
|glucagon 1 mg IV/IO g 5 minutes prn to a I
LnaimumofSmg __ __ __ __

If treatments are failing and
impending respiratory
compromise, consider concurrent
use of Airway - Universal
Protocol (ketamine preferred
induction agent)

*Patient Safety
Considerations

-epiNEPHrine (1 mg/ml) should
NEVER be given IV/IO as it
carries significant risk of
dysrhythmias

PATIENT FOCUSED WEALTH EARE « €LETNT FOCUSED SOLUTIONS < EMALOTEE FOCUSED DRRORTUNITIES

Transport with early pre-notification
Continue treatment until transfer of care comple

@
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AMS / ACCESS BRONCHIOLITIS PROTOCOL

Gtandard Approach and Ongoing Assessme@

Maintain a hgh suspicion for respirtatory infections -

PPE and N95 masks recommended
Point-of-care testing for blood gases

Bronchiolitis is defined as an inflammatory
process of the bronchi and bronchioles
characterized by tachypnea. wheezing,
hyperinflation and prolonged expiratory phase.
Commonly seen in children <2 years of age with a
peak incidence before 6 months of age

Mild
-Resp rate <40
-Vesicular breath sounds

-Normal skin colour
-Generally well

v

Moderate
-Resp rate 40 - 60
-Moderate subcostal indrawing
-Wheezes / rales / rhonchi
breath sounds
-Pale
-Generally unwell

v

v

Suction both nares to
remove any secretions and
to improve gas exhange

|

oxygen to maintain Sp02
>95%

Contact MRP:

-to consider administration of
a steroid such as:
Dexamethoasone 0.6
mg/kg

Patient Safety
Considerations
Complications from
bronchiolitis:

-Apnea <6 months of age
-Secondary bacterial
pneumonia

-Atrial tachycardia
-Dehydration
-Pneumothorax

*Patient Safety
Considerations

-Dextrose containing solutions
should not be used for fluid
bolusing

-Use only crystalloid solutions
such as normal saline for fluid
boluses

Suction both nares to
remove any secretions and
to improve gas exhange

|

oxygen to maintain Sp02
>095%

v

If | han 20 kg:

J. salbutamol 2.5 mg nebulized g
20min prn (with 2 mL NS)

.g. ipratropium bromide 250 mcg
nebulized q 20 min prn to a max
dose of 750 mcg (with 2 mL NS or mix
with salbutamol

'G‘ If 20 kg or greater:

salbutamol 5 mg nebulized q
20min prn (with 2 mL NS)

4% ipratropium bromide 250 mcg
nebulized q 20 min prn to a max
dose of 750 mcg (with 2 mL NS or mix
with salbutamol

Consider:
-.E'epiNEPHrine 5 mg (1:1000)
nebulized q 20 minutes prn to a max
of 2 doses then Consult MRP

v

Severe
-Resp rate >60
-Severe indrawing
-Wheezes / rales / rhonchi
breath sounds
-Cyanosis
-Severely unwell

v

Maintain open airway with
basic airway maneuvers,
positioning and suction

|

oxygen to maintain SpO2
>95%

v

5ansiger: epiNEPHrine 5 mg
(1:1000) nebulized q 20 minutes
prn to a max of 2 doses

v

Contact MRP (Pediatrician):
-to consider intubation and mechanical

ventilation (see Universal Airway Algorithm)

v

If less than 20 kg:
-B-salbutamol 2.5 mg nebulized q
20min prn (with 2 mL NS)
ipratropium bromide 250 mcg
nebulized q 20 min prn to a max
dose of 750 meg (with 2 mL NS or mix
with salbutamol
If 20 kg or greater:
4. salbutamol 5 mg nebulized g
20min prn (with 2 mL NS)
ipratropium bromide 250 mcg
ebulized q 20 min prn to a max
dose of 750 mcg (with 2 mL NS or mix
with salbutamol v

I
v

4% crystalloid solution 10mL/kg IV/IO bolus prn to
maintain normotension / normal heart rate for age group

Followed by:
'—————— D5/NS* infusion at maintenance rate (follow 4-2-1- rule)

v

J acetaminophen 15mg/kg PO / PR q4hr prn to maintain
normothermia (monitor temperature with temperature probe)

™
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f Transport with early pre-notification
| Continue treatment until transfer of care completed /



AMS / ACCESS AMENDMENT TO THE SPINAL INJURY PROTOCOL NOTES

Spinal Motion Restriction Interventions
Vacuum Mattress

Approach to the treatment and transport of a patient requiring spinal motion restrictions:

1. Apply the C-Spine clearance protocol to the patient. If the c-spine cannot be cleared, provide Spinal
Motion Restriction.

2. No patient shall ever be transported on a rigid immobilization device (spine board, backboard, scoop
stretcher, KED, half backboard)

3. A rigid cervical should be placed on all patients requiring spinal motion restriction. If a cervical collar
cannot be placed due to the patient’s anatomy or an injury, then attempt to place a soft cervical collar
on the patient.

4. Utilize the Vacuum Mattress for the transport of patients requiring Spincal Motion Restriction.

5. Slowly and safely move the patient onto the Vacuum Mattress (place a sheet or flannel beneath the
patient). Consider placing an Edmonton AHS transfer sheet underneath the patient, between the Vacuum
Mattress and the sheet or flannel, if planning to hand of the patient to a Ground Ambulance crew.

6. Before moving the patient from their hospital or EMS bed onto the #9 stretcher, deflate the Vacuum
Mattress, making it rigid, and provide lateral head support.

7. Once the patient has been placed onto the #9 stretcher for transport, inflate the mattress, making it
soft for transport, continue to provide lateral head support.

8. Upon arrival at your destination, deflate the Vacuum Mattress, making it rigid for movement of the
patient onto the receiving facility stretcher.

9. Inflate the Vacuum Mattress and complete the transfer of the patient.

"ws " A C\EE 5S \
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ADDENDUM TO THE
Management of Post-Partum

Hemorrhaging
Head

o Check airway

o Check breathing

+ Administer oxygen

o Lieflat

* Note time of relevant events

Arms
o : 0 Check pulse &BP
. e s P
_,.-’I f«" . Establish Lg Bore IV X2
__f J FId resuscitation with crystalloid

____,.-" "o Drugs — Oxytocin
o Misoprostol
o Hemabate

/\ o Blood if available
Uterus

Start Here — Call for help

¢ Massage uterus to stimulate contraction

¢ Full or palpable bladder — catheter

¢ Continued atony — apply bimanual compression

¢ Review causes —4 T's (Tone, Trauma, Tissue, Thrombin)
¢ Consider retained products

Confidential & Proprietary



Post-Partum Hemorrhaging
Manual Maneuvers

Emergency treatment of uterine atony
Bimanual massage & compression

Manual removal of placenta
Manual extraction Exploration for fragments

Confidential & Proprietary



HELPERR

H Call for Help

E Evaluate for Episiotomy

L Legs: McRoberts Maneuver
P External Pressure - Subrapubic
Enter rotational . .

Mmaneuvers

Remove the T e
posterior arm

RoII the r?él ient to her )
hands and knees e ALSO)

\7‘
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Dr C Bravado

for the interpretation of FHR tracings

Define Risk - “low’" or "high’

Contractions - comment on frequency, etc.

Baseline Rate - bradycardia, normal
(110-160 bpm), or tachycardia

Variability - at least 10-15 bpm (persistent,
reduced variability is a particularly ominous sign)

Accelerations - present or absent (at least greater
than or equal to a 15 beat change from the base-
line lasting greater than or equal to 15 seconds)

Decelerations - “early,” “variable,” or "late’

Overall - assessment (Category I/1I/111)
and plan of management

somomssuae ALSO
PAMELY VYRR IAN

W B0 O g O
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FETAL HEART MONITOR INTERPRETATION
ACCELERATION | [ ore L rurEm— (TUATE DECELERATION |

Fetal i Gradual HR returns
Abrupt increase l, '

heart rate i|r1u ea|rt :ate Abrupt decrease symmetrical to baseline
from baseline in heart rate decrease after

from baseline 1] in heart rate contraction
N I J\/\o\/\/\/\,l P NEEEe e '
orma XA A NS B S W 5 P W | P . o S |
range f'\"..::::.::::. I o o N . N 4

Can occur at
any time
during labor Onset varies || Onset occurs at peak of
with contractions \ contraction
100 100 b1 100-
Maternal | Y |

contractions 75 Peak 7|5 7|S
50 - 5|0 1 Si(l
s 25 L] 25 5

0 0 - 0

Reassuring sign ‘Extremely common,

of fetal well being %  present in 83% of labors

FOR SAMPLE USE ONLY 22008 TRIAL
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AMS / ACCESS AMENDED BLOOD ADMINISTRATION CHECKLIST
Pre-Flight

o Obtain order for blood administration and request blood from the bloodbank
o Pick up the following at the bloodbank:

[l Blood (in sealed box from lab or ER)
- Do not open box until at patient side or it cannot be returned if unused

(1 Blood Bank Cross Match Collection Package (from lab)
71 Blood Tubing x 2 (from ER)

Pre-Transfusion

o ldentify patient

(1 Two people must identify patient
- Patient and flight personnel or 2 flight personnel if patient is unable

(1 Two identifiers must be used to identify patient
. Name, DOB, PHN

o Collecttype and screen using Blood Collection Package

(1 Purple top blood tube
- Thiscanbe collected by community health nurse priortoarrival athealth centre. Ifthisisthe case simply
label accordingly

(1 Labelaccordingto attached examples of Blood Bank Cross Match Lab Requisition and Blood
Collection Stickers

o Confirm appropriate ABO and Rh group of blood to be administered
o Complete front portion of tag on unit of blood to be infused
[1 See attached example of Blood Unit Tags
o Prepare transfusion reactionmedications
o Obtain pre-transfusion vital signs and assessment
1 Temp, Pulse, BP, SpO2, Resps, Airway, Breathing and Circulation Assessment

Transfuse Blood

o Transfuse slowly (~100mls/hr) for first 15minutes

[1 Reassess and repeat vital signs gsminutes x 3 during initial 15 minutes
- Temp, Pulse, BP, SpO2, Resps, Airway, Breathing and Circulation Assessment

o Increase rate of infusion if no transfusion reaction after 15minutes
o Documentyvitals every 30 minutes during transfusion on the Emergency Issue Record
o Documentall above on Emergency Issue Record and PCR

(1 See attached example of Emergency Issue Record

Post Transfusion

o Complete Emergency IssueRecord
[1 See attached example
o Complete Back Side of Blood Unit Tag on infused unit



Complete and Documenta Final set of vital signs on the Emergency Issue record Post
Transfusion.

[1 See attached example
Return used and unused blood bags and all documentation to STH
Photocopy Emergency Issue Record and keep with chart.



Death in the Field

If air ambulance personnel receive an expired client in the field, obtain as much
history as possible and perform a primary survey. It would be inappropriate to
initiate resuscitative attempts in patients who exhibit signs of obvious death.
These signs include:

» Decapitation
« Decomposition

Transection of the torso

Incineration

« Rigor mortis

Lividity

Notify the Most Responsible Physician or AMS Medical Director as soon as
possible and do not disturbthe body. Document the patient condition and your
assessment on the patient report. Stay with the deceased until the coroner or
designate relieves you or gives you instructions as to how to proceed. AMC will
advise Med-Response and the pilots as soon as possible of the situation.









Death on an Aircraft:
If the patient does not have a DNR order:
+ Attempt resuscitation as per Medical Control Protocols

- If appropriate, go to the closest facility that can assist with ALS resuscitation or
return to the sending facility to obtain assistance

« If no physician is on board the aircraft, have the pilots establish contact with the
Most Responsible Physician or AMS Medical Director via satellite phone or
radio

» Resuscitation will continue until the physician orders the resuscitation to stop as
only a physician can pronounce death.

« All orders received from the physician will be repeated back to the physician for
verification and documented on the physician order form.

« Document resuscitation on the patient report and time that resuscitation was
stopped and who ordered resuscitation to cease.

* Record latitude and longitude at time of death.
» Do not remove any lines or tubes on patient.

» Have physician responsible for the patient notify coroner or designate of the
death.

« Coroner or designate will meet the aircraft on arrival.

 Stay with body until relieved by coroner or designate.

_If the patient has a DNR order:

« Obtain a copy of original DNR order before departing with the patient.

» Notify the physician responsible for the patient of the patient’s death en-route.
+ Document time of death and circumstances on the patient report form.

» Do not disturb the body.

+ Stay with the body until relieved by the coroner or designate.



Air Ambulance Guidance and Procedures: MEDICAL EFFECTS OF ALTITUDE

Preflight assessments of all patients should include consideration for any potential problems
arising from the effects of altitude on human physiology. Anticipate problems before they arise.
A few extra minutes spent on the ground ensuring proper and safe preparation of a patient for
air transport will enhance the safety of the flight and in return prevent the untoward
development of additional problems.

The effects of altitude on the body’s systems should always be considered during air
transport. Remember that these effects can affect the flight team as well as the patient.

General symptoms include fatigue, insomnia, anorexia, thirst, drowsiness, altered
mental status, and dehydration.

Cardiac/respiratory symptoms include chest pain, breathlessness or Cheyne-Stokes

respirations, cyanosis, dysrhythmias, pulmonary edema, blood pressure alterations, and
increases in heart and respiratory rates.

Musculoskeletal symptoms include weakness, stiffness and poor coordination.
Gastrointestinal symptoms include nausea, vomiting, diarrhea, abdominal cramps,

indigestion and gas. Nausea and vomiting are particularly common during flight in
cardiac patients.

Neurological symptoms include headache, visual changes, confusion, psychosis,
hallucinations, dizziness and memory loss.

ENT symptoms include sinus pain or bleeding and tooth pain during decompression, as
well as the more common “ear squeeze”.
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THE TEN STRESSORS OF FLIGHT

Decrease in partial pressure of the gases:
Barometric pressure (total pressure of all gases in the air) decreases as altitude

increases.

Altitude Barometric p02 pCO2
Pressures

Sea level 760 100 40

5,000 ft 632 81 37

11,000 ft 523 61 35

Decreases in the barometric pressure can lead to hypoxia. Factors include altitude, rate
of ascent, duration of exposure, and individual tolerance, i.e., illness, fatigue,
hypoglycemia, alcohol, drugs and smoking.

lial derations:
A thorough respiratory assessment prior to lift-off is essential. Assess breath sounds,
color, tidal volume, capillary refill rate, use of accessory muscles, level of consciousness
and any presence of cyanosis.

All patients in shock require 100% oxygen. Because hemoglobin carries oxygen to the
tissues, a low hemoglobin level may be potentially dangerous when flying at high
altitudes; consider transfusing the patient prior to the flight.

All patients transported at altitudes over 5,000 feet should be administered oxygen.

All cardiac patients, including cardiac disease and post myocardial infarctions, may
have a compromised cardiac output and will, therefore, be susceptible to hypoxia from
high altitudes.

Patients with eye injuries require 100% oxygen. The retina has the highest oxygen
need of any organ in the body. An increase in altitude will produce dilation of the retinal
vessels and will lead to an increase in vascular volume with a resultant increase in
intraocular pressure.

Severe head injuries require 100% oxygen. A decrease in oxygen and an increase in
pCO2 cause dilation of the vessels and increase the vascular flow to the brain, thereby
increasing intracranial pressure.

OBS patients in labour or potential premature labour should be given oxygen. Hypoxia
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causes the uterus to become for irritable and supplemental oxygen is needed for
patients with fetal distress and premature labor.

Decrease in Barometric Pressure:

Boyle’s Law: The pressure and volume of an enclosed gas are inversely proportional.
Therefore, with an increase in altitude, which causes a decrease in ambient pressure, a
mass of gas will expand (as shown below).

Atmospheric Pressure and Gas Volume

Altitude Atmospheric Pressure — | Gas Volume
PSI
Sea level 14.7 1.0
8,000 ft 10.9 1.4
)
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ol derati

Pneumothorax: In multiple trauma patients, consider chest x-ray prior to flight to
evaluate for pneumothorax; the amounts of air in the pleural cavity will increase with
altitude and should therefore be evacuated before air transport with chest tube insertion.
Chest tubes inserted prior to flight must be attached to one-way flutter valves, Pleurevac
water seal or suction prior to flight.

Bowel obstruction: Gas within the stomach and in the intestinal tract will expand;
patients will require a nasogastric tube, which should be left open to air. If gas is trapped
within the intestine between points of obstruction, altitude must be maintained at a low
level.

Skull fracture: Be alert to the possibility of free air inside the skull and keep altitude to a
minimum.

Congested sinuses: Maintain low altitudes with slow ascents and descents. Flight crew
members should not fly with a cold or any type of ear problems.

Plugged Eustachian tube: Attempt to relieve the valsalva maneuver or by swallowing,
yawning or tensing muscles in the throat.

Bends: Described as the release of excess nitrogen from the blood. Gases are
distributed throughout the body in proportions that depend on partial pressure of the
inert gas and its solubility in water, body solutions and fat. These bubbles of nitrogen will
enlarge with altitude. Altitude must be kept at or below 500 feet; 100% oxygen is
required.

Air splints and PASG: The gas volume within the splint or pants will increase with
ascending altitude and decrease with descending altitude. The increased pressure can
result in a tourniquet effect, while the decreased pressure may cause dysfunction of the
device. Slow release or addition of air may be needed to maintain the desired
therapeutic effect of the splint or pants; but remember to coordinate this with the
appropriate clinical signs: monitor blood pressure, proximal and distal pulses, sensation,
movement, pain and capillary refill as appropriate.

Colostomy: Air expansion stimulates Gl motility. Remember to put a pin-hole in the bag
or deflate it frequently.

IV bottles: With glass bottles, air expansion will significantly affect the drip rate and may
cause the bottle to break. It is therefore advisable to use plastic bottles and bags.
Always keep the drip chamber half full. Utilization of pressure bags is helpful when
decreased gravity prevents a steady flow.
)
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Chest tubes: Observe for clogging, transport with a Heimlich valve between the
drainage system and the patient.

Dental work: Due to the possibility of trapped air (e.g., following a root-canal
procedure), crew members should not fly for 24 hours post-dental procedure.

Endotracheal tube / Foley catheter: When the balloons or cuffs on any of these devices
are filled with air, they will undergo changes similar to those outlined for air splints as
described above. Monitor their pressure to ensure a physiologic seal, but not over-
inflation or under-inflation as the aircraft ascends and descends. DO NOT INFLATE ETT
CUFFS WITH WATER. This creates a very hard cuff and can cause tracheal stenosis.
Check cuff frequently for gas expansion or contraction and keep cuff at appropriate
tension.

Vibration in the Airplane:

Overall, the airplane offers a smooth ride but there is a consistent low vibration level.
Vibration may interfere with non-invasive blood pressure monitor function. Rotor wing
aircraft have a much stronger vibration.

Traction devices cannot have dangling weights.

Equipment settings should be rechecked on a routine basis.

Screws and bolts loosen over long periods of time and need routine maintenance.
Vibration of the aircraft compromises the ability to palpate pulses.

Decrease in Humidity:

When the atmospheric pressure decreases (as altitude increases), the air become
dryer; furthermore, in colder temperatures the amount of moisture is less.

As the relative humidity decreases:

ET tubes will plug more easily, especially in pediatric patients with small diameter tubes.
Keep these moist with saline as required.

Corneas will dry out easily; contact lenses should be removed. On long flights the use
of Natural Tears may be helpful.

Drug Potentiation:
CNS depressants and narcotics are potentiated at higher altitudes because of hypoxia.
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In other words, the side effects are potentially more significant. Morphine and Valium
may lead to respiratory depression; therefore, very small doses at more frequent
intervals are advised.

Antihistamines make the patient more susceptible to hypoxia.
Alcohol will make a patient more susceptible to disorientation and hypoxia. Remember
that it takes an additional supply of oxygen to metabolize alcohol; additionally, alcohol
can act as a depressant on the respiratory center.
Noise:
Ear protection is needed for the patient and crew due to the aircraft's interior
and exterior noise levels. Hearing loss is irreversible; it is imperative to protect your
hearing.

Breath sounds cannot be auscultated while in the airplane; therefore, they should
be assessed immediately prior to takeoff and immediately after landing.

Blood pressure often cannot be heard by auscultation; the NIBP, palpation method
or Doppler devices can be useful as alternatives.

Emphasize the use of your senses of vision and touch to assist in patient assessments.
Nausea:

Flying may cause the patient to develop air sickness with symptoms of headache,
stomach awareness, pallor, perspiration, nausea and vomiting. Treatment suggestions
include:

Low-flow oxygen of 2-4L/minute may be helpful.

A preflight discussion with the patient may alleviate their fear or anxiety.

A visual reference of a fixed object in combination with a cool cabin will be

helpful. Anti-emetics may be helpful: consider Gravol or Ondansetron —

see protocol.

Suction should always be available and ready to use. Plan how you will turn the
patient, if possible, before take-off.
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Thermal Effects:
Temperature decreases with altitude (as illustrated below).

Altitude Temperature
Sea level 20C
10,000 ft Zero C

Consider the added chill factor during the winter months.

Keep the patient warm by always using the sleeping bag and keeping it closed until the
cabin warms up. Children will cool faster due to their larger body surface area in
proportion to weight.

G-Forces:
In airplane transports, the G forces are minimal. Patients should be securely fastened
with safety belts for takeoff, landing, and during turbulence.

Fatigue:
Fatigue can be described as the sum total of all “stressors of flight”.

Fatigue increases in illness, with too little rest and with poor nutrition. It is imperative for
the flight crew to keep in good physical health based on these factors
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GENERAL CONSIDERATIONS FOR AIR AMBULANCE TRANSPORT
Response Times

Under normal operating conditions, Air Medical Crew will obtain telephone report from
the referring facility, gather appropriate equipment and be at the hospital or aircraft
within 30 minutes of receiving the medevac call.

Equipment will be kept ready to go at all times to reduce response times.

All times will be documented on the pre-flight patient report form and patient transport
record.

If a delay is encountered, the reason for the delay will be documented in an incident
report.

Dispatching Flights

Med-Response will receive all requests for air ambulance transport and will contact the
appropriate Air Medical Crew according to the on-call schedule provided by AMS. The
on-call schedule will be given to Med-Response on a weekly basis and updated as
required. Air Medical Crew (AMC) will carry their assigned cell phone at all times when
on call and during flights. If Med-Response is unable to contact the AMC on their cell
phone they will call the Medical Operations Manager on call for further direction.

Med-Response is responsible for dispatching ACCESS AMC and coordinating
communication between the AMC and other health care providers. Med-Response will
call the AMC on-call and will provide the following information:

« Name of client

« Health care number

« Date of birth

« Referring and receiving facilities

- Referring and receiving physicians

e Client's symptoms or diagnosis

- Dispatched aircraft

- CTAS

Med-Response will coordinate all ground transport requirements.

™
.
ACCESS

AIR AMBULANCE



Once en-route, messages from Med Response can be relayed to the Air Medical
Crew via cell phones, satellite phone or air carrier company.

The Medical Operations Manager will be notified if Air Medical Crew are detained
anywhere due to weather or mechanical problems as soon as possible.

Equipment for Each Flight

The Standard kit configuration will be brought on every flight including:

0 O I B B A O

The MEDICATION kit

The INTUBATION/TRAUMA kit
The OXYGENATION kit

The CRITICAL CARE/OXYGEN kit
The OBS/PEDS kit

The HAMILTON T1

The following items are uploaded:

I I O B

Narcotic Kit (two for two AMC calls)

Fridge Medications

Cardiac Monitor — load with fresh battery

Panasonic Toughbook ePCR

Pack Rack

Number nine stretcher (a second one is permanently in winglocker)

Specialty Items for Upload:

[]
[]
[]

0 I O

Isolette with neo-puff for OB flights > 24 weeks Gest or patients >4.7kg
Inflatable car seat for infants’ transports

Vacuum mattress and scoop stretcher for patients requiring spinal motion
restriction

Bariatric stretchers

Spare Monitors for two patient transports
TnKase Kit for high risk ACS patients

Blood products — from hospital on MRP order

Equipment used during each flight must be replaced in the bags immediately after the
medevac is completed. Used Sealed pouches are exchanged with fresh sealed
pouches at the base. All medications or unsealed items are replaced. All equipment will
be cleaned with Bleach Wipes and prepared for use for the next flight.
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Patient Assessment and Preparation for Flight

The goal of every air ambulance transport is to provide patient care that will ensure
the patient arrives at the receiving facility in as good or better condition than prior
to transport.

It must be stressed that the patient must be assessed and properly prepared prior to
transfer, but care must also be taken not to spend too much time in the field. Air Medical
Crew must be aware that the sooner the patient arrives at a hospital, the sooner the
patient is exposed to the abundant resources available for continued diagnosis and
treatment.

Upon arrival, perform a complete head to toe assessment of the patient (refer to
guidelines for (Patient Documentation Standards). Discuss patient condition and
assessment findings with local physician or nurse. Review chart, labs, x-rays and
treatments provided prior to arrival. Initiate any treatment required prior to transport as
appropriate.

Ensure adequate airway with supplemental oxygen and adequate ventilation with
attention to cervical spine immobilization as appropriate. All patients who cannot protect
their airway (i.e. GCS < 8) should be intubated for transport. All intubated patients will
have continuous ETCO2 monitoring on Zoll monitor.

Ensure there will be enough oxygen for the patient during the entire transport process
plus a 45-minute reserve. This calculation must be completed prior to each flight:
Use the O2 Duration application available on your iPhone

PSlin tank — 200 residual X Tank factor = Minutes of oxygen
Litres/min

Tank factor — E = 0.28
M=1.37

Apply monitoring equipment to patient. All patients will be placed on a pulse oximeter for
transport.

Patients should have at least one IV for transport. Saline lock unessential IV sites
whenever possible. All children under the age of 16 years old and adult patients
requiring fluid restriction (i.e. CHF) must have their 1V fluid placed on an infusion pump
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for transport. Pressure infusers will be required on all IV lines not on an infusion pump.
Care must be taken to carefully monitor the flow rate while in the infusers. All patients at
risk for hemodynamic instability during transport will have two large bore Vs prior to
transport (i.e. 16 or 18 gauge). No glass containers will be used on the aircratft.

All bolus medications should be piggy backed into the main IV infusion for transport.
Use three-way stopcocks or needle-less systems at all times.

Patients with a hemoglobin less than 7.5 g/dL should receive a blood transfusion prior to
transport in consultation with the Most Responsible Physician

Glasgow Coma Scale will be done for every transport. Artificial tears and patches will be
applied to the eyes of all unconscious patients to prevent corneal abrasions during
transport. Remove contact lenses when possible.

Any patient complaining of pain should be pre-medicated prior to transport and re-
evaluated en-route.

Any patients with abdominal complaints or absent bowel sounds will have an NG
inserted prior to transport unless contraindicated. Patients complaining of nausea or
vomiting should be pre-medicated prior to transport and re-evaluated en-route.

Patients who are able should void prior to transport. Consider an indwelling Foley
catheter in acutely ill or injured patients. All drainage bags should be measured and
emptied prior to and after the transport.

Non-critically ill patients should be awakened prior to descent to allow them to clear
their ears on descent.

Neonates or infants less than 1 month old will be transferred in a pre-warmed isolette.
These patients will have their heads covered to prevent heat loss. Isolette restraints will
be applied at all times.

In-Flight Patient Transport

Prior to leaving the referring facility, the AMC will have Med-Response connect them
with the receiving facility. An updated patient report will be provided to the physician
and the management plan for flight will be discussed.

Place the patient in the middle of the sheet inside the sleeping bag for transport. Use
the sleeping bag all year round. Lay the patient with their head at the adjustable end of
the stretcher. Secure the patient to the stretcher and ensure the patient remains secure
throughout the entire transport.

3
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For all transports to Edmonton International Airport, the patient must be placed on a
slider inside the sleeping bag. This facilitates transfer to Alberta Health Services (AHS)
stretchers. For selected CTAS 1 & 2 patients the transfer sheet will not be used, as the
patients remains on the number nine and clip deck. The clip deck and number nine
stretcher are secured to the AHS stretcher for transport into the hospital.

All equipment will be secured and stowed for take off and landing and all equipment will
be accessible during the flight.

In cold weather IV lines should be protected from the cold. 1Vs should be saline locked
or place the IV on an infusion pump or pressure infuser and place it into the sleeping
bag to keep warm. Cover the patient’s head to prevent heat loss and avoid opening the
sleeping bag until the ambient temperature in the aircraft is acceptable.

Altitude restriction will be considered for each flight. Any critical or seriously ill or injured
patient should be transported with a cabin altitude of 2,000 to 4,000 feet AGL. Air
Medical Crew must assess each clinical situation and discuss with the pilots what
altitude can be safely achieved. See attached table for suggested altitude restrictions.

During the flight, make frequent verbal contact with the patient to reassure and check for
complaints and these re-assessments shall be documented in the Ongoing
Assessments section in the ePCR. Pay close attention on take-off, ascent, descent and
landing. Monitor vital signs every 15 minutes for patients with potential for hemodynamic
instability and every 30 minutes for more stable patients. Reassess previous complaints
or treatments and continue the treatment plan en-route.

Air Medical Crew will inform receiving facility of clients that have deteriorated en-route
through Med-Response via the satellite phone. Patients who deteriorate shortly after
take-off from Yellowknife will be re-routed back to Yellowknife.

™
.
ACCESS

AIR AMBULANCE



ALTITUDE RESTRICTIONS

CNS
1. | Head injuries where pneumoencephalus is possible (i.e. basal 2000 ft
skull fracture, open skull fracture)
2. | Closed Head Injuries where a pneumoencephalus is not 2000 ft
suspected.
3. | Intracranial problems (i.e. bleed) 2000 ft
4. | Spinal Injuries 4000 ft
CVS
1. | Acute MI or unstable angina with chest pain 2000 ft
2. | Cardiac Arrest 2000 ft
3. | Cardiogenic Shock/Pulmonary Edema 2000 ft
4. | Ml (uncomplicated by chest pain) 2000 ft
5. | Stable angina 2000 ft
6. | Aneurysm 2000 ft
7. | Anemia
- Sickle Cell, Hgb less than 90 2000 ft
- Others 4000 ft
8. | Shock — any type 2000 ft
ENT
1. | Hyphema 2000 ft
2. | Penetrating eye injury 2000 ft
3. | Glaucoma 2000 ft
4. | Middle Ear Infection 4000 ft
Respiratory
1. | Hypoxemia (p02 less than 60) on the ground with 02 2000 ft
administration
2. | Pneumothorax 2000 ft
3. | Airway burns (not intubated) 2000 ft
4. | Croup, epiglottitis 2000 ft
5. | Asthma 2000 ft
Trauma
1. | Trauma with potential for entrapped gas or shock, including burns | 2000 ft
Gl
1. | Acute Bowel obstruction 2000 ft
2. | Gl surgery within previous 72 hours 3000 ft
Others
1. | Gas Gangrene 2000 ft
2. | Anaphylactic Shock/Drowning 2000 ft
%
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All diving accident victims with a potential for decompression illness MUST be
transported by pressurized aircraft with a SEA LEVEL cabin altitude pressure. If unable
to provide such an aircraft, air transport be reevaluated by an MRP.

No patient transport should occur with cabin altitude pressures exceeding 7000 ft. AGL.
(8000 ft. ASL).

The use of cabin altitude restriction does NOT exclude the use of 02 in patient
management during flight, especially for the seriously ill and injured. Oxygen should be
administered liberally during air transport unless the patient’s medical condition warrants
careful control of oxygen delivery. (i.e. COPD with chronic CO2retention).
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Multiple Patients

When transporting multiple patients, the flight nurse/paramedic will ensure that every
patient has a seat/stretcher and all necessary equipment and personnel are available to
safely transport each patient.

The pilot will be consulted prior to agreeing to transport multiple patients.

Med-Response must be notified of the request to transport multiple patients. If unable to
safely transport the additional patient, inform the health care provider so that other
arrangements can be made for the additional patient. Triage accordingly and discuss
alternate flight options with the health care provider.

No patient will be left alone on the aircraft while assessing another patient. If a patient
is already on-board the aircraft and you are picking up another patient in a second
community, have the health care provider in the referring community transport the
second patient to the aircraft when possible.

Family Escort

One family member may accompany the patient on transport after being approved by
Med-Response but will depend on the condition of the patient, age of the patient,
and availability of seating in the aircratft.

Children under the age of sixteen should be transported with a parent or guardian.

Any family escort that is under the influence of alcohol or any other substance will not
be permitted to escort a patient out of or back to their community.

Passenger luggage will be restricted to one carry on bag due to lack of cabin space
and limited room in the back of the aircraft after the appropriate medical equipment as
been properly stored.

It is the aircraft captain’s discretion who will be permitted to board the aircraft and how
much luggage may accompany.

Holding for Patients

Air Medical Crew will wait for patients transferred to Edmonton at the EIA when directed
by Med-Response.
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Patient Repatriation

Every attempt will be made to return patients to the NWT from southern facilities and to
their home communities when possible.

Med Response will notify AMC when a patient in a southern facility is ready for return
back to the NWT.

Prior to repatriation, Air Medical Crew will ensure that there is adequate seating or
stretcher room to accommodate the patient, the patient can be safely cared for en-
route, and the pilots are aware of the repatriation.

The amount of luggage will be restricted to one carry on bag each.
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S AMS Infection Control Quick Reference

Priorto every patientinteraction, aeromedical personnel have aresponsibility to assess the infectious
risk posed to themselves and other patients, pilots and health care workers by a patient, situation or
procedure. A Point of Care Risk Assessment is required to be completed during the Pre-Flight
assessment and before any patient interaction to:

1. Evaluate the likelihood of exposure to blood and body fluids:

[J Consider type and amount of fluids being produced by patient

[0 Consider type of interaction (e.g. performing/assisting with aerosol-generating medical
procedures)

[J Consider specific patient (e.g. infants/young children, patients not capable of self care/hand
hygiene, have poor compliance with respiratory hygiene, copious respiratory secretions,
frequent cough/sneeze, early stage of influenza-like iliness, etc.

[ Consider environmental conditions
AND

2. Choose the appropriate actions/PPE needed to minimize the risk of patient, HCW/other staff,
pilots, contractor, etc. exposure to infectious agents

Before Every Flight Ask About Any Of The Following Conditions:
Ifthe Patient Has Fever and has any History Of Travel PerformtheEbolaScreen
If TheEbolaScreenisPositive Callthe Manageron Call Immediately

Patient Condition Precaution AMS PPE
[1 Gloves
Acute diarrhea and/or vomiting | Contact [0 Gown for staff in direct contact
ofsuspectedinfectiousetiology 1 Pilots may remove gown after
loading
Abscess or Draining Wound ] Patient to remainin closed
that cannot be contained sleeping bag
[0 Single Patient Transportif
VRE or MRSA patient uncooperative
Acute respiratory infection, Droplet 0 Gown
undiagnosed [0 Goggles
[0 Fullface mask For Airway
Measles procedures
[l Gloves
Varicella 1 N-95 Mask
o [0 Pilots shallremove mask &
Meningitis gown after loading

Mask patient iftolerated

\
00 Escort N-95 or surgical Mask
Airborne [0 Gloves

Respiratory infection with [0 N-95maskallcrewmembers
riskfactorsand symptoms for flight
suggestive of Tuberculosis [0 Mask patient iftolerated
Copious bleeding, diarrhea Enhanced 0 Full Tyvex suit
or other bodily fluids [0 Boot covers

[0 Full length Gloves
Undiagnosed Rash without Routine [l Gloves

Fever

All Medical equipment anticipated for patient should be removed from Kits before donning PPE. Place all
kits in sealed plastic bags for flight. This applies to transport of patients in Droplet/Contact and enhanced.



Infection Prevention and Control
June 12, 2013

Routine Practices Point of Care Risk Assessment Algorithm
APPROPRIATEUSE OF PERSONAL PROTECTIVE EQUIPMENT (PPE)

Adapted from PHAC Routine Practices and Additional Precautions Assessment and Educational Tools 2012

Assess patient,
environmentand
interaction

Contact with patient or
environment expected?

No action
required

Yes

Perform Hand
Hygiene

v

0 Splash or spray of blood, body
fluids/secretions anticipated?

Put on facial
protection

v

Contact with mucousmembranes,
non-intact skin, blood, bodyfluids,
secretions, excretions
or soiled or likely soileditems/surfaces
anticipated?

N o Perform hand
hygiene before
leaving the patient
environment

Put on gloves

Put on a gown if soiling
of clothing likely

Minimize exposure

!

Perform hand hygiene

after PPE removal and

before leaving patient
environment

September 2013
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Infectious Disease Screening
Tool USE DURING PREFLIGHT

If any part of the Patient history indicates infectious disease process please ask the following
questions. Ifany screenis positive inform SOC and ensure pilots and ground staff are
equipped with appropriate PPE. Inform SOC at this time if post flight decontamination is likely
to be required.

NO s Adopt
Fever of equal to or greater than 38.0 degrees Celsius Standard
j Precautions

Additional symptoms such as NO Febrile—Respiratoryillness
severe headache, muscle pain, — screen
vomiting, diarrhea,abdominal pain, Do you or anyone in your
or unexplained hemorrhage. household have new/worse
E cough or shortness of breath? Adopt
- \lf Contact
Yes Precautions
Travel to West Africa (Guinea, (When n
Liberia, Nigeria, Senegal, Sierra : : : direct
Leone or other countries where EVD Is the patient feeling feverish or contact)
. have you had shakes orchills in
transmission has been reported by the last 24 Hours?
WHO) within 21 days (3 weeks) of If temperature is known to be 38
symptom onset. degrees C or more, the answer
‘L to question 2 is “Yes
Adopt
Contact and
Airborne
—_—> precautions
Don Full Kit
ical Director wi including

Ty a0y ot
ryveA-surt

DiarrheaScreen

Does the Patient have Diarrhea? Yes or No

Contact precautions should be implemented empirically, at onset of diarrhea, for patients with acute
diarrhea, suspected or confirmed to be C. difficile infection, and not otherwise explained.
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