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Guideline Model Process 2. Wsigns of anaphylasis, administer apinephrine 1mg/mL at the following dose and route with cutaneous maniestations EMERGENCY MEDICAL SERVICES de: Allergic Reaction/Anaphylaxis - Adult
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Eight example varieties of the same medical protocol: Allergic Reaction / Anaphylaxis
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“...the greatest harm to patients stems from
something far more challenging to study:
flawed decision making by EMS
providers.”

“ A patient safety culture encouraging clear
communication where the use of tools such
as protocol books... is viewed positively
and may help to reduce these potential
risks.”

Bigham, B. L, Morrison, L |., Maher, |., Brooks, S. C, Bull, E., Morrison, M., Burgess, R, Atack, L., & Shojania, K. (2009). Patient safety in emergency
medical services: Advancing and aligning the culture of patient safety in EMS. Edmonton, AB: Canadian Patient Safety Institute.



Why did they transport the patient in traumatic arrest?

As above / See below
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THE DETAILS




What do paramedics “use’ their protocols for anyway?

Drug dose reference

Studying to learn/ memorize

Reference for special assessments

Verify whether a treatment is authorized or requires on-line... I
Obtain information on rare conditions or medical devices [N
Verify whether criteria for a decision you've already made (or want... "
Review (on a call) which treatment(s) are available to you for a... I
Checklist verification of processes and procedures [IIIIIEEENEE—
Procedural support (how to do something; e.g., pacing, |O... I

Decide what/which treatment to perform

Guidance for how to care for a patient (i.e., what to do and when)

Determine where to take a patient [N

0.0 0.5 1.0 1.5 2.0 2.5 3.0 3.5 4.0

Never Rarely Sometimes Always



Misasi’s |5

Protocol Design Guidelines & Considerations

Menu of options
Flexibility/adaptability

Quick reference for drug
dosing/ authorization
verification

Memorability/minimize mental
operations

Diagnostic support

Do not teach with the
protocols

Maintain paper and electronic
versions

Algorithms when appropriate

Eliminate procedures
Checklist support

Rare condition information
Pediatric section

Establish & specify care
goals & priorities

Reduce cross-referencing

Support novice decision
making without confining
expert decision making

See: Alfred et al. 2024.
Checking all the Boxes.
BMJ Quality & Safety

(or just call me!)

\




THE EASY STUFF:

/- Separate pediatrics from adult protocols
2 Use good design principles:
i+ Color: Desaturate (contrast ratio)
ii+ Use color in a meaningful, consistent

- N -
Design is like a joke... way (& sparingly, < 7)
If you have to explain it, iii- Data:Ink (signal:noise)
9 it's not that good! ive- Minimize clutter

M v- CHILL OUT WITH THE CAPS, bold,
underlined, or ALL OF THEM

3: Don’t not use positive lanquage!

4 San serif font for screens




a )

Forcing everything into a
yes/no response increases
mental operations!

\

5. Minimize mental operations

Is the blood
glucose < 60

mg/d|

Yes No

Administer 25g
Dextrose IV

Is PT
verbal?

Evaluate other
causes




5: Minimize mental operations

Assess BG
/ \

< 60 mg/dl > 60 mg/dl

a )

25g Dextrose IV

See what | did there?

K A&O x4 Verbal Painful Unresponsive

\

Why did you Yell louder!
call?

Poke with

stick




The harder stuff

=

6- Design for the display & expected use
conditions (paper, app, electronic PDF)

***One design does not fit all*™*
7+ Design for the expert, scaffold the novice
V' Flexibility
v Menu of options
V' Establish goals & priorities of care
&- Design for behavior:
* Fast, skilled, automatic, procedural
* Slow, effortful, diagnostic reasoning

l, Diagnostic support




When is it okay to use
an algorithm!?

There’s an algorithm
for that!


https://foto.wuestenigel.com/hammer-with-nails-on-a-white-background/
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Calgary Black Book

UNIVERSITY OF
¥ CATRRY

UNIVERSITY OF

CALGARY

Chest Discomfort

Pulmonary / Medistinal

Chest Discomfort

cardiovascular

Chest Discomfort

pulmonary/ Mediastinal

Cardiovascular

| Parenchymal

* Pneumonia with pleurisy*
Q Outflow Obstruction -~ Aortic Dissection® . Tuberculoiis*
a—. « Myocardial lnfarctior?* . . Dilating Aneurysm* :geop!zsm
e « Aortic Stenosis « Stable/Unstable Angina « pericarditis arcoidosis
] « Myocarditis
(@]
o
= ) i es
= * Denotes acutel ife-threatening caus
5

& Cardiovascular

) CACERRY

Neurologic/Psychiatric

* Anxiety/Panic

* Herpes Simplex Virus/Post-
Herpetic Neuralgia

* Somatoform Disorder
* Spinal Radiculopathy

" g
Denotes acutely Ilfe-threatening causes



QUICK REFERENCE FOR

TIDAL VOLUME

FEMALE

20 | 190 | 13

hyperthermia,

injury to the eye

muscle groups, renal failure, crush injuries, potential for rhabdomyolysis (excited delirium, prolor.
cy (prior

46" 54 317
47 55 340 270 210 140
E I 48" 56 363 290 220 150
Type | Lead| Method |Features xample e = po=s V%0
o Narrow R wave ) A 90" 58 250 170
I Shape 0 Broad, terminal S wave ol N £ 59 260 180
w o Slurring of QRS below iso. line 3 50" 60 270 | 180
ED ] L 61 290 | 190
w e« 1
£ V. | Turn signal o rsR' morphology il 52" 62 300 ‘ 200
urn Signa 2 .
° : ’ o left R < right R’ \ 53 63 52.4 420 320 210
u | 54 64 547 440 330 220
A
a o Slurred RS way Rapid Arterial oCclusion Evaluation (RACE) 230
< 240
o I Shape 0 QRS not negat PT  Assessment Instruction Result Score
T witve epos] Absent: Symmetrical smile 0 250
% 5 PP Facial palsy |Smile/ show teeth Mild: Slight assymetry 1 260
- O ST elevation < Severe: Complete assymetry 2 270
V, | Turn Signal |o Negative QRS 2 Mild: Upheld > 10 sec 0 280
Arm function d arms (10 ds) Mod Upheld < 10 sec 1 290
nophasic/ |
b Monoe / '§- Severe: Cannot lift 2 290
g Mild: Upheld > 5 sec 0 200
< Leg function |[Extend legs (S seconds) Moderate: Upheld < 5 sec 1 310
Severe: Cannot lift 2
Head & o No head deviation OR normal o 320
:a ; igaze Observe or track finger 3 bilateral head movement
— present Eyes AND head deviation 1
| & - Follow two commands: Normal: Performs tasks correctly 0 |
1 '§o % Aphasia 1) Close eyes Moderate: Performs one task correctly 1
] ®a 2) Make a fist Severe: Cannot perform either task - B |
: - Ask (about affected arm): Normal: Recognizes and attempts 0 }
Q&‘ 1 § ';: Agnosia 1) Whose arm is this? Moderate: Does not recognize OR unaware 2 58]
= -\
® vé\bé & 1 e 2) Can you move your arm?  |Severe: Does not recognize AND unaware 2o
Low (0-4) High (5-9) € Total I
35 10.5 5.25
2 A Sgarbossa STEMI Criteria
as 135 6.75 :
50 15 X ]
55 165 8.25
50 1 jon > S pts
= = o g Concordant ST elevation 2 1 mm p |
80 2a o '
90 27 135 -'I'
100 30 £
110 33 165 @ 1
120 36 Q X g 1
130 20 S |Discordant ST depression > 1 mm (V,-V3) 3 pts
140 40 =
150 40 o v
-]
AMIDATE No absolute contraindications o
Caution in the elderly and in pts with hepatic disease, sepsis, shock :
=] .
N v porcnitivity = . . \
Caution if: ETOH, advanced age, Cardiec Disease, Significant T &HTN » | 3l |Discordant ST elevation 2 5 mm 2 pts
Rocuronium Known discase obesity, ia gravis
Pts at risk for hyperkalemia; Major burns >48 hours old, Chronic paralysis or any other condition t ——

ia taking an exorbitantly long time to wear off), known or familial history of
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