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TRAINING RULES AND 
REGULATIONS

• Purpose:

• To establish standards for Kern County EMS accredited providers who are participating in Kern County 
Emergency Medical Services Program hosted training.

• Prohibited Behavior: 

• Participants showcasing prohibited behavior during Kern County EMS hosted training will not be tolerated. 

• If participant is suspected of engaging in any prohibited behavior, Kern County EMS personnel will immediately 
discontinue training and will direct participant(s) to leave training site immediately. Any decision taken by EMS 
personnel is FINAL. 

• Engaging in any of the following activities are considered prohibited behavior by Kern County EMS and will be 
dealt with accordingly.

– Causing a disturbance at training site by exhibiting threating, confrontational, or disorderly behavior. 

– Rallying other participants to exhibit prohibited behavior of any kind. 

– Tampering with the training material.

– Arriving at the testing site under the influence of any mind altering or otherwise prohibited substance. (Including but not 
limited to prescription medications)

– Not following direction from EMS personnel at any time.  
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PROTOCOL FORMAT

Public safety, EMT, and 
Paramedic protocols are in 

one document.

Adults and Pediatric are on 
the same page.

Public safety personnel can 
only perform skills in the top 

canary yellow section

EMT’s can perform any skills 
in the green BLS section 
located below the public 

safety area.

Paramedics will start with 
the BLS section (BLS before 
ALS!) and move down into 

the ALS section as needed. 

Anything listed in the yellow 
ALS section is a standing 

order. Base contact must be 
attempted for anything in the 

red “base hospital contact 
required” section.



PROTOCOL FORMAT REVIEW

• Public safety will start here

• EMT and Paramedic start here

• Paramedics move down as needed

• Anything in the red line section requires 

base contact

Adults Pediatrics (13 years and under)

Public Safety First Aid Procedures: Only Public Safety First Aid Procedures: Only

• Remove nearby objects to prevent injury to Patient. Place 
patient in recovery position on left side

• Give Oxygen if available
• Request Fire/EMS

• Remove nearby objects to prevent injury to Patient. Place 
patient in recovery position on left side

• Give Oxygen if available
• Request Fire/EMS

BLS Procedures: EMT’s and Paramedics start here BLS Procedures: EMT’s and Paramedics start here

• Support ABC’s
• Give Oxygen only if Spo2 < 94% or if in Respiratory Distress
• Blood Glucose Check, if hypoglycemic enter appropriate 

protocol
• If Focal seizure, place patient in position of comfort, rapid 

transport or ALS Rendezvous
• If full body tonic/clonic seizure, prepare to support 

respirations, provide cooling measures if febrile
• Spinal motion restriction if trauma is suspected
• Rapid transport or ALS rendezvous for repetitive or prolonged 

seizure activity

• Support ABC’s
• Give Oxygen only if Spo2 <94% or if in Respiratory Distress
• Blood Glucose check, if hypoglycemic enter appropriate 

protocol
• If Focal seizure, place patient in position of comfort, rapid 

transport or ALS Rendezvous
• If full body tonic/clonic seizure, prepare to support 

respirations.
• If febrile seizure, start cooling techniques. Acetaminophen 15 

mg/kg PO after seizure has ended and patient can safely 
swallow.

• Spinal motion restriction if trauma is suspected
• Rapid transport or ALS rendezvous for repetitive or 

prolonged seizure activity

ALS Prior to Base Hospital Contact: Paramedic only ALS Prior to Base Hospital Contact: Paramedic only

• Monitor/Spo2/Blood Glucose Check.  IF ACTIVELY SEIZING 
GIVE VERSED PRIOR TO BLOOD GLUCOSE CHECK

• If patient actively seizing and is PREGNANT give Magnesium 
Sulfate 4-6 GM IV if patient continues to seize give Versed If > 
40 kg Give 10 mg IV/IO/IM/I.N. If < 40 kg Give 5 mg. or 1 mL 
Max per Nare if given IN

• Versed 10 mg if >40 kg 5 mg if < 40 kg IM/IN ONLY For the first 
dose. Repeat doses may be IM/IN/IV/IO. MAX 1 mL per Nare. 

• If active seizure lasts longer than 10 minutes may repeat dose 
1 time, BASE for further direction

• If Versed not available give Valium 5 mg/IV/IO if seizure lasts 
longer than 10 minutes may repeat dose 1-time BASE for 
further direction

• Monitor/Spo2/Blood Glucose check IF ACTIVELY SEIZING 
GIVE VERSED PRIOR TO BLOOD GLUCOSE CHECK, if 
hypoglycemia or narcotic overdose enter appropriate 
protocol

• Versed 0.2 mg/kg IM/IN ONLY For first dose. Repeat doses 
may be IM/IN/IV/IO MAX dose 5 mg/ 1 mL per Nare if given 
IN.

• If Versed not available give Valium 0.3 mg/kg IV/IO MAX dose 
5 mg Rectal 0.5 mg/kg MAX dose 10 mg 

• If seizure lasts longer than 10 minutes may repeat dose 1 
time. BASE for further direction

Base Hospital Contact Required Base Hospital Contact Required

Versed beyond 2 doses Versed beyond 2 doses



PROTOCOL 
CHANGES



DESTINATION DECISION 
SUMMARY

• Non-Emergent Patients Meeting Waiting Room 

Criteria (Presented by Chris Parks)

• EMS Equipment and Therapy Status (Presented 

by Aaron Aumann)



NON-EMERGENT PATIENTS MEETING WAITING 
ROOM CRITERIA 

• Patient can go directly to an emergency department walk-in waiting room

• Must meet following criteria:

o Patients 18 years of age or older 

o Minor accompanied by a responsible adult

o Patient can sit unassisted and has reasonable mobility

o Patient does not have peripheral IV access

o Patient is not on a 5150 hold or in custody

o Patient vital signs: Adults: Pulse:  50-120 bpm                                                                                                              

  Systolic Blood Pressure:     100-180 mm Hg

   Diastolic Blood Pressure: Less than 120 mm Hg                     

  Respiratory Rate: 12-30

 Pediatrics: Vital signs appropriate for age. (Refer to Handtevy Mobile App) 

• If hospital staff decline to sign ePCR, EMS crew shall document staff’s name in the narrative 

along with “refused to sign” in signature box. 

• If the criteria is met, patient can be taken directly to the ED walk-in waiting room.

• MICN approval not required if patient is escorted through public entrance 



EMS EQUIPMENT AND 
THERAPY STATUS

• Cardiac Monitor

• Oxygen administration

• IVs and Saline Locks

• Transfer of Care



EMS EQUIPMENT AND 
THERAPY STATUS

• Cardiac Monitor

– Cardiac monitor may be removed if patient not being treated under ALS protocol

  OR stable pre-ex rhythm (atrial fibrillation, bradycardia, etc.)

– Patients treated under ALS protocol requiring cardiac monitoring shall remain on 

cardiac monitor until transfer care is complete.

– Base contact is not required to discontinue monitor use if not required by protocol



EMS EQUIPMENT AND 
THERAPY STATUS

• Oxygen administration 

– Only administer when treatment protocol requires oxygen and/or SpO2 < 94%

– Discontinue when not indicated according to protocol

– Base contacted not required to discontinue



EMS EQUIPMENT AND 
THERAPY STATUS

• IVs and Saline Locks are only Required if,

– Only if the Treatment protocol requires it 

OR there is a reasonable chance patient's condition may deteriorate



EMS EQUIPMENT AND 
THERAPY STATUS

Transfer of care at a hospital

• EMS personnel shall not delay the off-load of a patient from the ambulance and patients 

shall not be held in ambulances (patient parking)

• EMS personnel shall obtain transfer of care signature immediately after patient is 

transferred off the ambulance gurney.



SEVERE 
AGITATION

• Originally Excited Delirium (128)

• Medication dose changed

– Administer Midazolam for agitation control 5mg 

IM/IN.

– After 5 minutes, may repeat an additional 5mg IM/IN 

Midazolam

– If there is no change in patient condition following 

the second dose, base contact is required for 

additional doses.   



SEIZURE ACTIVITY

ECLAMPTIC SEIZURE

• Actively seizing pregnant or postpartum patient

• Postpartum up to 30 days

• Magnesium Sulfate

• 4-6 grams slow IV drip

– Over 15 minutes

• If seizing continues after magnesium sulfate administration, give 

Midazolam

– 10mg if >40kg

– OR 5mg if <40kg IM/IN

– ONLY MAX 1 mL per nare



PEDIATRIC 
ECLAMPTIC 
SEIZURE  
• Actively seizing pediatric pregnant or post 

partum patient

• Postpartum up to 30 days

• Magnesium Sulfate

• 2 grams slow IV drip

– Over 15 minutes

• If seizing continues after magnesium sulfate 

administration, give Midazolam

– Refer to Handtevy mobile application

– ONLY MAX 1 mL per nare



CRICOTHYROTOMY

• Cricothyrotomy removed from

–Airway Obstruction (101)

– Intubation (203)



RESPIRATORY 
COMPROMISE BLS Procedures

Epinephrine IM has been 
removed

If SEVERE wheezing, 
stridor, or signs of 

bronchospasm consider 
CPAP

May only use epinephrine if 
suspected anaphylaxis 

(Refer to Allergic Reaction/ 
Anaphylaxis Protocol)

ALS Procedures

Epinephrine has been 
removed

May only use epinephrine 
if suspected anaphylaxis 

(Refer to Allergic 
Reaction/ Anaphylaxis 

Protocol)

Current evidence suggests that epinephrine has increased risk versus minimal if 

any benefit in other etiologies.



ASYSTOLE/ PULSELESS 
ELECTRICAL ACTIVITY 

Use of Epinephrine in cardiac arrest

– If the patient is in PEA or Asystole:

• Give Epinephrine as a drip @ 2-8 mcg/min.

• Use 60 drop only

• 0.8 mg epinephrine 1:1,000 into 100mL bag of 

Normal Saline

– If the patient is in VFIB or VTACH:

• Withhold administration of Epinephrine.



V-FIB/ PULSELESS V-TACH

V E C TO R C H A N GE  D E F IBRILLAT ION  

• Give 1 Shock device specific

• Pulse/Rhythm checks every 2 minutes 

for no longer than 10 seconds

• Repeat shocks during rhythm checks

• If Refractory V-Fib after 3 shocks

– begin Vector Change pad placement

– changed D-fib pads from anterior lateral 

to anterior posterior (Vector Change)

D U A L S E Q UE NTIAL D E F IBR ILLAT IO N

• If no improvement with Vector Change and 
persistent VF/ pulseless V-Tach, may use dual 
sequential. 

• 2 separate defibrillators

• First defibrillator will remain Vector Change pad 
placement

• Second defibrillator will be placed on anterior 
lateral position

• Only if feasible

• Not mandatory!



V-FIB/ PULSELESS V-TACH

V E C TO R C H A N GE  D E F IBRILLAT ION  D U A L S E Q UE NTIAL D E F IBR ILLAT IO N 



CRUSH INJURY/SYNDROME

• Crush syndrome: Also termed rhabdomyolysis, involves a series of metabolic changes 

produced due to an injury of the skeletal muscles of such a severity as to cause a 

disruption of cellular integrity and release of its contents into the circulation.

• History: World War 2 first discoveries of disorders from crush survivors.
– Reported disorders: Kidney injury, renal failure, acute respiratory distress syndrome, 

hypovolemic shock, and arrhythmias

• Setting: Instances where sections of the body are under immense pressure for prolonged 

periods of time.



PATHOPHYSIOLOGY

• Up to 80% of crush injury patients die due to head injury or asphyxiation in the field

• Of the 20% that receive transport to hospital care, 10% endure uneventful outcomes

• The remaining 10% present with crush syndrome

• Crush and rupture of muscle cells releases myoglobin, which converts to methmyoglobin 

and finally acid haematin, which is released into the circulation

• Under normal cell function potassium, magnesium, phosphate, acids, enzymes like 

creatine phosphokinase (CKMM) and lactate dehydrogenase (LDH) are vital to sustain 

cellular life



PATHOPHYSIOLOGY CONT.

• Casualties deteriorate only after being rescued out of the debris of collapse or entrapment, because once 

the tissue tension is released, reperfusion to the damaged muscles disrupts sodium-potassium-ATPase 

mechanism

• In turn the harmful myoglobin products are released into the bloodstream and attempted to be filtered out 

by the glomerulus (small vessels outside the kidneys)

• Once the glomerulus threshold is met and exceeded, obstruction occurs and renal destruction begins

• Lactic acid level rise, muscles begin to show swelling with hard, cold, necrotic appearance

• Kidneys show increased volume intake which begins to present with excess potassium in the bloodstream, 

further presenting in arrythmias

• Arrythmias present the ultimate occurrence of shock or respiratory gas exchange disruptions, ultimately 

setting up cases of ARDS



CLINICAL PRESENTATION

• Patients who are under prolonged crush settings can present with:

– Muscle bruising

– Muscle paralysis

– Myalgia

– Fever

– Cardiac arrhythmias

– Tea/cola colored urine

– Nausea/vomiting

– Agitation

– Delirium



TREATMENT

• Goal of crush injuries are rescue, resuscitation, recognition of the syndrome, treatment and 

rehabilitation

• Recommend transport to hospitals with dialysis capabilities

• Once condition is suspected, aggressively with fluid therapy

• Early fluid resuscitation, within the first 6 hours is essential (at site or prior to release of force if 

possible)

• Sodium Bicarb administration combats metabolic acidosis

• Calcium Chloride administration for further electrolyte restoration

– IV Calcium stabilizes the cardiac cell membranes and aids in preventing malignant rhythms

• Albuterol promotes the movement of potassium into cells to help treat the hyperkalemia



Sal

ALS PROCEDURES

• Normal Saline

– 20ml/kg IV/IO rapid. Prior to release of compressive force

– May repeat 3 times for a max of 40ml/kg  max 2L

• Calcium Chloride

– 20mg/kg slow IV/IO push

– Repeat x1 for persistent ECG abnormalities 

• Sodium Bicarbonate

– 1 mEq/kg slow IV/IO push

– Repeat x1 for persistent ECG abnormalities 

• Albuterol

– 5mg via neb 

– Run continuously until hospital arrival



PRE-CALCIUM CHLORIDE 
ADMINISTRATION



POST-CALCIUM CHLORIDE 
ADMINISTRATION



CRUSH INJURY/ SYNDROME

• Public Safety First Aid Procedures 

• BLS Procedures 

• ALS Procedure

• Base Contact



CRUSH INJURY/ SYNDROME 

SPECIAL CONSIDERATIONS

• Crush Injury w/o risk of crush syndrome

– Release compression

– Extricate patient

– Monitor cardiac rhythm for hyperkalemia

• Crush Syndrome

– characterized by dysrhythmias and shock

– circumferential compression causing crush 

injury

– AND involvement of a large muscle group

– AND entrapment for at least 1hour

• Higher dose of albuterol required for 

hyperkalemia

– Blow-by to avoid agitation in pediatric patients if 

mask cannot be tolerated

• Tourniquet PRIOR to extrication is last resort

– Vascular access not established

– Anticipated to be > 30 minutes

– Tourniquet must completely occlude venous and 

arterial flow

– Calcium should be administered first after 

extrication

• Pediatrics higher risk for hypothermia



NEW 
POLICIES 



TRAUMA 
TRIAGE

National Guideline for the 

Field Triage of Injured 

Patients

RED CRITERIA
High Risk 

for Serious 

Injury

YELLOW 

CRITERIA

Moderate 

Risk for 

Serious 

Injury



U P D A T E D  
A C S  

T R A U M A  
T R I A G E  

C R I T E R I A



ADJUSTED GUIDELINES

• Format and Structure

– Two categories (red and yellow) vs the 4 steps in 2011 field guidelines

– Within each risk category, the groups of criteria are listed from left to right to follow the flow of 

information to EMS

– Injury patterns criteria are organized from head-to-toe to align with rapid field assessment



INJURY PATTERNS (STEP 2)



MENTAL STATUS AND VITAL 
SIGNS (STEP 1)



MECHANISM OF INJURY 
CRITERIA (STEP 3)



EMS PROVIDER JUDGEMENT 
(STEP 4)



CENTRAL VENOUS ACCESS 
POLICY

P U R POSE D E F INIT IO NS

Pre-existing vascular access device (PVAD): 

An indwelling catheter or device placed 

into a central vein to provide vascular 

access for long term use or hemodialysis.

To define training requirements, 

indications, guidelines, and the standard 

procedure for access of pre-existing 

central vascular access devices (CVAD) 

on critically ill patients



PICC & EXTERNAL 
CENTRAL VENOUS 

CATHETERS

• Externally accessible central venous line: 

• External central venous catheter

• May be single or multi-lumen

• Located in subclavian, jugular, or femoral veins

• Often called a PICC line (peripherally inserted 

central catheter) 

• Or central venous catheter

• Accessed through injection cap



TU N N E LE D  
TE M P OR ARY OR  
P E R M AN EN T 
D I ALYS I S CATH E TE R

• External 

central venous catheter 

with two lumens

• Located in the subclavian 

vein on the anterior chest

• Occasionally found in the 

femoral or jugular

• Shall only be used in 

unstable patients with 

impending or existing 

cardiac arrest



INDICATIONS

• Existing peripheral inserted central catheter (PICC) or central venous 

catheter (CVC)

– used in any situation as long as patency is established.

• External central venous catheters (Dialysis catheter)

– used in unstable patients with impending arrest when no other 

access can be established.



DOCUMENTATION

Date and time 
device accessed

Type of device 
accessed

Prior attempts for 
establishing 

peripheral access

Patient’s condition 
requiring device to 

be access

Any complications 
encountered

Medication 
dosages and/or 
total amount of 

fluids administered



CENTRAL VENOUS ACCESS 
PROCEDURE

• Assemble necessary equipment

• Educate Patient

• Perform hand hygiene and don exam gloves

• Disconnect any existing IV lines

• Prep injection caps

– vigorously scrub top and sides of needleless connector hub with alcohol prep pad using 

friction and a twisting motion for no less than 15 seconds.

• Allow to dry



CENTRAL VENOUS ACCESS 
PROCEDURE

• Assess patency and flush IV catheter prior to medication administration

• Attach empty 10 cc syringe and unclamp catheter

• Withdraw 5 cc of blood and discard. If resistance met, discontinue procedure

• Slowly inject 5-10 cc of normal saline with prefilled syringe. If resistance met, discontinue 

procedure

• Use a new alcohol prep pad to clean the needleless connector using friction and a twisting 

motion for no less than 15 seconds and allow to completely air dry and attach IV tubing. 

Once flowing well, can use for medication administration

• Closely monitor site



SPECIAL 
CONSIDERATIONS

• CVADs are aspirated for a blood return and flushed 
prior to each infusion to assess catheter function 
and prevent complications

• CVADs are flushed after each infusion to clear the 
infused medication from the catheter lumen, thereby 

reducing the risk of contact between incompatible 
medications

• Single use normal saline flushing syringes are never 
re-used even on same lumen

• A CVAD is never forcibly flushed

• Never access red catheter port

– Always clamp red catheter port before procedure is 
initiated



N E W  
M E D I C AT I O N S



NEW 
MEDICATIONS

Buprenorphine     Ketorolac      Ketamine (IM)



Ketorolac
Pro tocol

116

Classification Nonsteroidal anti-inflammatory drug (NSAID)
Actions Inhibits the bodily synthesis of prostaglandins
Indications • Mild to moderate pain

• Adjunct to other analgesics for severe pain

Contraindications • Age <2 years old

• Multisystem trauma 

• Age > 65 years old

• Hypersensitivity/ Allergy to (NSAIDS)
• Active bleeding

• Pregnancy

• Hx renal disease, kidney transplant

Adverse Effects • Tachycardia

• Increased salivation

• Laryngospasm

• Nausea/ Vomiting

• nausea

• vomiting

• blurred vision

Adult Dose Single dose

10 mg IV over 2 minutes

Or 10 mg IM

Pediatric Dose Single dose

0.5 mg/kg (max of 10 mg) over 2 minutes

Or 0.5 mg/kg IM (max of 10 mg)

Onset 10-15 minutes

Duration 4-6 hours

Pregnancy Safety NO

Comments Not indicated for children younger than 2 years old 

Not indicated for adults greater than 65 years old

May increase blood pressure



KETOROLAC

• First line medication for mild to moderate pain

• Adult dose

– Pain < 5 on pain scale

– One single dose

– 10 mg IV over 2 minutes

– Or 10mg IM

• Pediatric

– Pain < 5 on pain scale

– One single dose

– 0.5mg/kg IV (max of 10 mg) over 2 minutes

– Or 0.5mg/kg IM (max of 10mg)



KETAMINE (IM)

Ketamine IM added to protocol Pain 
Control/Fever (116)

• 15 mg IM

• DO NOT dilute 

• Repeat in 15 minutes prn x 1

• Max total dose 30 mg

Adult 

• 0.2 mg/kg IM

• DO NOT dilute

• Single max dose of 15 mg IM

• Repeat in 15-minutes prn x 1

• Max 2 total doses

Pediatric 



Buprenorphine Protocol

118

Classification Schedule III narcotic analgesic

Actions opioid receptor partial agonist

Indications • opioid withdrawals

Contraindications • Under 18 years of age

• Pregnant

• any methadone use with in the last 10 days

• altered mental status

• Sepsis

• current intoxication or recent use of benzodiazepine

• COWS score of less than 7

Adverse Effects may precipitate withdrawal if given when COWS score is less than 7

CNS: Confusion, sedation

CV: HTN, palpitations, hypotension

EENT: Blurred vision

GI: Constipation, dry mouth

GU: Urinary retention

Resp: Respiratory depression

Skin: Sweating, clammy, rash

Adult Dose • Initial dose 16mg SL

• May administer 2nd dose of 8mg SL if symptoms persist or worsen after 10 minutes

Pediatric Dose Not Indicated

Onset 0 - 15 minutes

Duration 24-70 hours

Pregnancy Safety No

Comments Use with caution for pain management patients.

Discussion with an expert is required.



BUPRENORPHINE

SPECIAL CONSIDERATIONS

• Suspected opioid withdrawals, 

immediately use “COWS” (Clinical Opiate 

Withdrawal Score)

– Score of 7 or higher

• Tele911 consult is required prior to 

buprenorphine administration

• Naloxone leave behind shall be 

dispensed to all patients receiving 

buprenorphine



TELE911



HANDTEVY 
UPDATE

















EMS POLICY MEMORANDUM NO. 2022-03

MANDATORY HANDTEVY USE

• HandTevy training and usage is MANDATORY for paramedics operating in Kern 

County and EMS is conducting 100% quality improvement reviews on all 

patients 13 years or younger that received medications to assure that dosages 

match HandTevy. If a Kern County Paramedic fails to appropriately use 

HandTevy, the following actions will be taken by EMS:

– First Warning- Verbal warning in the form of a letter to be placed in the 

paramedic’s permanent file.

– Second Warning- Written warning along with a meeting with Kern County 

EMS Program staff.

– Third Warning- Paramedic will be put on probation for no less than 6 

months and shall attend a mandatory Handtevy Retraining course.

– If the Paramedic fails to utilize Handtevy a fourth time, the paramedic’s 

Kern County’s Accreditation shall be suspended for no less than 30 days, 

placed on probation for 1 year and they shall attend a mandatory 

Handtevy Retraining course.

• It is our desire that all paramedics operating in Kern County comply with 

HandTevy to assure that proper medication administration occurs for these 

young and fragile patients.



M E D I C A T I O N  D O S A G E S
4 T H  Q U A R T E R  2 0 2 1 -  1 S T  Q U A R T E R  2 0 2 3



PULSE POINT



CASE REVIEW

Off duty Paramedic who lives in a rural area was notified of a nearby cardiac arrest.

They arrived on scene within 2-5 minutes. No agencies were on scene yet.

They were unable to make access via the front door.

Made patient contact in the backyard and took over CPR from family.

Fire department arrived next and worked with the Paramedic

ROSC Obtained and patient was flown to a local hospital

Patient was eventually discharged and is recovering at home.



PULSEPOINT UPDATE 
FEATURES



VERIFIED 
RESPONDER 

REGISTRATION



KERN COUNTY 
EMS ONLINE

P A R A M E D I C  A C C R E D I TA T I O N



ONLINE CERTIFICATION 
PLATFORM

Kern County EMS is now 100% online.

• We do not accept walk-ins for certification or recertification.

• Everyone that is currently certified in Kern County already has an account.

– If logging in as a returning applicant, do not create a new account. Click on “forgot username”. 

You will be asked a few questions, and it will send you an email with your username and a link to 

reset your password.



PARAMEDIC PROTOCOL EXAM

The paramedic protocol exam will still be administered at public health. 

After you finish the online process for initial or reaccreditation you will receive a message 

instructing you to call Kern County EMS and schedule your exam.

The exam will be offered by appointment only. Excluding county holidays. 



SHIELDING THE FRONTLINE
KERN COUNTY

• 501 C3 Nonprofit organization committee

• For all first responders

– Police, Sheriff, Kern CHP

– Fire

– EMS

– Dispatchers

– Hospital ER Physicians & Nurse's

• Free confidential counseling services

– Self

– Spouse

– Children

• Access to licensed clinicians specializing in

– Trauma

– Behavioral Health

– Family support

• shieldingthefrontline.org

https://www.shieldingthefrontline.org/


T H A N K  
YO U  

Q U E S T I O N S ?


	Default Section
	Slide 1: Paramedic Update
	Slide 2: agenda
	Slide 3: Training Rules and Regulations 
	Slide 4: EMS  Staff 
	Slide 5: EMS  Staff   Operations  Unit
	Slide 6: EMS staff     Emergency Preparedness and Disaster Response unit
	Slide 7: PROTOCOL FORMAT
	Slide 8: PROTOCOL FORMAT Review
	Slide 9: Protocol CHANGES
	Slide 10: Destination Decision Summary
	Slide 11: Non-Emergent Patients Meeting Waiting Room Criteria  
	Slide 12: EMS Equipment and therapy status
	Slide 13: EMS Equipment and therapy status
	Slide 14: EMS Equipment and therapy status
	Slide 15: EMS Equipment and therapy status
	Slide 16: EMS Equipment and therapy status
	Slide 17: Severe Agitation
	Slide 18: Seizure Activity   Eclamptic seizure
	Slide 19: Pediatric Eclamptic seizure  
	Slide 20: cricothyrotomy
	Slide 21: Respiratory Compromise
	Slide 22: Asystole/ Pulseless Electrical Activity 
	Slide 23: V-fib/ Pulseless V-tach
	Slide 24: V-fib/ Pulseless V-tach
	Slide 25: Crush Injury/syndrome
	Slide 26:  Pathophysiology 
	Slide 27:  PATHOPHYSIOLOGY cont.
	Slide 28: Clinical presentation
	Slide 29: Treatment
	Slide 30: ALS Procedures
	Slide 31: Pre-Calcium Chloride Administration
	Slide 32: Post-CAlcium chloride administration 
	Slide 33: Crush Injury/ Syndrome 
	Slide 34: Crush Injury/ Syndrome   Special Considerations
	Slide 35: New Policies 
	Slide 36: Trauma Triage
	Slide 37: Updated ACS Trauma Triage criteria 
	Slide 38: Adjusted guidelines
	Slide 39: Injury patterns (step 2)
	Slide 40: Mental Status and Vital Signs (Step 1)
	Slide 41: Mechanism of Injury Criteria (Step 3)
	Slide 42: EMS provider judgement (step 4)
	Slide 43: Central venous Access policy 
	Slide 44: PICC & External Central Venous Catheters
	Slide 45: Tunneled temporary or permanent dialysis catheter
	Slide 46: Indications
	Slide 47: Documentation
	Slide 48: Central Venous access procedure
	Slide 49: Central Venous access procedure
	Slide 50: Special Considerations 
	Slide 51: NEW MEDICATIONS
	Slide 52: New medications
	Slide 53
	Slide 54: Ketorolac
	Slide 55: Ketamine (IM)
	Slide 56
	Slide 57: Buprenorphine  Special Considerations
	Slide 58: Tele911
	Slide 59: Handtevy Update
	Slide 60
	Slide 61
	Slide 62
	Slide 63
	Slide 64
	Slide 65
	Slide 66
	Slide 67: EMS Policy Memorandum No. 2022-03  Mandatory HandTevy Use
	Slide 68: Medication Dosages  4th Quarter 2021- 1st Quarter 2023

	Untitled Section
	Slide 69: Pulse Point
	Slide 70: Case Review
	Slide 71: Pulsepoint Update features
	Slide 72:  Verified Responder registration
	Slide 73: Kern County EMS Online
	Slide 74: online certification platform
	Slide 75: Paramedic protocol exam
	Slide 76: Shielding The Frontline Kern County
	Slide 77: Thank you 


