Pre-Implementation Guideline-Based

Multidose Epinephrine Protocol

= o e Decomposition
Criteria for Death / No Resuscitation 5 .
< Review DNR / MOST Form >YES’ Rigor mortis
Dependent lividity
I Blunt force trauma
NO Injury incompatible with
Y Iife
AT ANY TIME Begin Continuous CPR Compressions Extended downtime with
Push Hard (2 2 inches) asysbole
Push Fast (100 - 120 / min) .

s P Change Compressors every 2 minutes Do not begin
p?ntangous (sooner if fatigued) resuscitation
Circulation (Limit changes / pulse checks < 10 seconds) Follow

1 Ventilate 1 breath every 6 seconds Decensed Subjects
30:2 Compression:Ventilation if no Advanced Airway Policy
Go to Monitor ExCO2
Post Resuscitation if available
Protocol AC 9
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——-NO—< ALS Available >—YES——
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AED Procedure ] ]
if available ﬂ Cardiac Monitor
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,—< Shockable Rhythm >—‘
YES NO YES
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Shockable Rhythm
NO

[ I AED Procedure Asystole /| PEA VEIVT
= Protocol AC 1 Protocol AC 8
as indicated M Tachycardia
Airway Protocol AC 6, 7
Y '?'rotocol(s)AR1 2.3 as indicated
Continue CPR Airway
2 Minutes 'Protoco[(s] AR1,2.3

Repeat and reassess

a Airway
¥ Protocol(s) AR 1, 2. 3

Y

Termination on Scene
e e Protocol AC 12 -
as indicated

v

Notify Destination or
Contact Medical Control

Follow Cardiac Arrest; Protocol AC3 and Team Focused CPR Protocol AC 11 and Termination of Resuscitation On Scene Protocol AC 12.

100 12(Hm|nuu, 2 mches depth olcomprmon, allow complen reeotl ofchuion upstroke.

Do not interrupt compressions for more than 5 seconds optimal and 10 seconds maximum.
Cocmieoaoreomtsaloudmryzo"eomprmion and next compressor readies themselves at the 180‘“compreuim.
Paramedic should charge the deﬁbnllnoratthe 180" comprmuon.

When EtCO2 remains < 20, ensure high-quality compressions with proper depth, rate, and equal downstroke and upstroke.
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ECG findings may not common teaching such as peaked T waves. PEA with a bizarre or widened complex may indeed be hyperkalemia




Post-implementation Single Dose

Epinephrine Protocol

AT ANY TIME Criteria for Death / No Resuscitation YES» D;’.”mp“"’,c’”
Review DNR / MOST Form gl oA
Dependent kvidity
Return of T Blunt force trauma
Spontaneous NO Injury incompatible with
Circulation Y life
Extended downtime with
= Begin Continuous CPR Compressions asystole
Push Hard (2 2 inches)
Push Fast (100 - 120/ min) use Metronome Do not begin
Go to Change Compressors every 2 minutes resuscitation
Post Resuscitation (sooner if fatigued)
Protocol AC 10 (Limit changes / pulse checks £ 10 seconds) Follow
Deceased Subjects
Ventilate 1 breath every 6 seconds Policy
30:2 Compression:Ventilation if no Advanced Airway
Monitor EtCO2 if available

v

AED Procedure ! _ -
if available 4NO—< ALS Available >—Yes-n Cardiac Monitor

v

~NO—  Shockable Rhythm YES—I rNO-< Shockable Rhythm >YE

[ ’ AED Procedure Asystole | PEA =
| W Protocol AC 1 Protocol AC 9
* as indicated E:': Tachycardia
= Airway Protocok(s) AC 6.7
Continue CPR ' Protocos) AR 1,2, 3 as indicated
2 Minutes :
M Arway
Repeat and reassess "= Protocol(s) AR 1,2. 3

w Arway
" Protocol{s)AR 1, 2,3

CPR-Induced
Consciousness

Consider ETl if no ROSC YES
after 20 min of resuscitation

Y
Termination on Scene Ketamine 2mg/k
B Protocol AC 12 IWIC’Wg ’
as indicated

v

Notify Destination or
Contact Medical Control

Follow Cardiac Arrest; Protocol AC3 and Team Focused CPR Protocol AC 11 and Termination of Resuscitation On Scene Protocol AC 12.

ri focus is on high i ntinuous and uninte t ompressions at a rate of:
100-120 / minute, 2 inches depth of compression, allow complete recoil of chest on upstroke.
Do not interrupt compressions for more than 10 seconds maximum, 5 seconds if possible.

Compressor counts aloud qzt)'h compression and next compressor moves in position at the 180" compression.
Ventilator provides ventilation breath every 20t compression via BVM, mouth-to-mask, BIAD, or ETT.
Paramedic should charge the defibrillator at the 180" compression.

Medication Sequence:

SINGLE DOSE EPI: Give Epinephrine 1mg (1:10,000) IV/IO

Atropine not likely beneficial and no longer indicated with PEA or Asystole (can give at discretion of team leader to max of 3 mg.)
Hyperkalemia: Unknown in field setting. End stage renal dialysis patient is at risk and Sodium bicarbonate and Calcium chloride
should be given. ECG findings may not reflect common findings such as peaked T waves. PEA with a bizarre or widened complex
may indicate hyperkalemia.




