
Maine Emergency Medical Services

Special Circumstances Protocol Request
Instructions

To have protocols put in place for administration of patient-carried medications for an individual affected by adrenal insufficiency, please complete the Special Circumstances Protocol Request form on the following pages.  Please complete one form for every EMS service that may provide coverage for the affected individual.  (Home, school, grandparents, work, etc.)

Please customize [bold italics] sections of the form (i.e. name, address, medication, diagnosis), have your physician sign it, and then sign it yourself.  If you can identify your local EMS officials, please have them sign the form as well.  If not, please contact EMS Director Jay Bradshaw as indicated below for assistance.

Please send a copy of the completed form(s) (keep the original) to Director Bradshaw at: 

Jay Bradshaw

Director

Maine EMS 

152 State House Station

Augusta, ME 04333

Tel: 626-3865

Fax 287-6251

Cell 592-5232

Email: Jay.Bradshaw@maine.gov
Maine Emergency Medical Services

Special Circumstances Protocol Request
[date]
Patient Identifier and Reason for Special Circumstance Section
This personal care plan has been developed for [patient’s name, address, and date of birth]. This personal care plan is to be used exclusively for [patient’s name] in the circumstances of illness or injury requiring the administration of Solu-Cortef for Adrenal Insufficiency, Congenital Adrenal Hyperplasia. Should [patient’s name] need an emergent transport to the hospital, his/her hospital of preference is [name of preferred hospital].
Signs and symptoms that necessitate using the injectable hydrocortisone (Solu-Cortef) are intractable nausea and/or vomiting, profound fatigue, hypotension, loss of consciousness, shocks, trauma, surgery.

This plan is developed using Maine EMS Protocols and EMS Scope of practice, the recommendations of [patient’s name] personal endocrinologist [name of patient’s doctor] and the standard of care processes in emergency departments in the treatment of Adrenal Insufficiency, Congenital Adrenal Hyperplasia.

Protocol Section:

These are to be considered standing orders. If any questions, personnel should contact on line medical control or their service medical director.

The following medical intervention is exclusive to the special circumstance and medical condition of [patient’s name]. The Solu-Cortef will be supplied by and kept with [patient’s name].
EMT-Basic:

1. Assess patient and follow appropriate MEMS protocol for the condition that prompted the 911 call. (i.e., Chest Pain, follow chest pain protocol)

2. Call ALS

3. Continue to care for patient until ALS arrives.

4. Remind ALS of the need for injectable hydrocortisone (Solu-Cortef)

5. Assist ALS as needed

EMT – Intermediate and/or Paramedic

1. Assess patient and follow appropriate MEMS protocol for the condition that prompted the 911 call. (i.e., Chest Pain, follow chest pain protocol)

2. Administer injectable hydrocortisone (Solu-Cortef), should the signs and symptoms that necessitate its use be present.

a. Solu-Cortef Mixing and Administering Directions are attached to this document.

3. Continue to care for patient as needed.

4. Contact on line medical control and report the use of injectable hydrocortisone (Solu-Cortef)

a. If needed, medical control can contact [insert phone number(s)] and tell staff this is an emergency. (Phone number of patient’s endocrinologist)

5. Transport patient to hospital

6. Document the use of injectable hydrocortisone (Solu-Cortef) on the patient care report.

The above treatment must be within the scope of practice, training, and skill of the EMS Provider.

Signature Section:

I have reviewed the personal care plan for [patient’s name]. I concur with all the treatments listed herein.

_______________________________________
__________________

Regional Medical Director for [EMS service]

Date


_______________________________________
__________________

Primary Care/or Attending Physician


Date

_______________________________________
__________________

Service Chief [EMS service]



Date

________________________________________
__________________

Patient






Date

Approved by Maine EMS Medical Direction and Practice Board: ____________










  Date

Must be ratified through the Maine EMS Medical Direction and Practice Board and then filed with the Maine EMS Office.
