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OBJECTIVES

▪Define Sudden Ambulance Death Syndrome (SADS)

▪Understand the proposed pathophysiology behind 
SADS

▪Review previous literature regarding SADS

▪Review current research regarding SADS

▪Discuss implementation of EMS protocols to prevent 
SADS



WHAT IS SADS?
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WHERE DID IT ORIGINATE?



WHERE DID IT ORIGINATE?



CASE 

EMS X was dispatched to a 35-year-old male with difficulty breathing.  Upon arrival, 
crew found the patient on a porch complaining of “not feeling well” and dyspnea on 
exertion and weakness.  Pt was allowed to walk to the ambulance.  Crew noted 
during the review that the patient appeared winded while walking to the ambulance.  
There was no assessment prior to walking the patient to the ambulance.  Upon 
arrival to the unit, the patient was found to be hypoxic to 85% which improved after 
placement on 2L O2 via NC.   Initial blood pressure was found to be in the 70s with 
repeat demonstrating it to be in the 90s.  No venous access was ever attempted.  
Subsequent blood pressures read at 70/39 and 14 minutes later, 95/57.  There 
remained no attempts at access.  An EKG was completed which demonstrated 
peaked t waves which was not recognized by the crew. Hypotension was never 
communicated to the ED and the patient was assigned to triage and taken to the 
waiting room upon arrival at the ED.  Upon triage, the patient was found to be 
hypoxic to the 70s and hypotensive to the 80s.  The patient eventually required 
intubation and ICU admission.  



WHY DOES IT HAPPEN?



WHY DOES IT HAPPEN?



WHY DOES IT HAPPEN?



WHY DOES IT HAPPEN?





WHY DOES IT HAPPEN?



WHAT DOES THE EXISTING RESEARCH 
SAY?



WHAT DOES THE EXISTING RESEARCH 
SAY? PITTSBURGH
1) No movement of the patient until care objectives have been completed

2) Apply physiological monitoring

3) Aggressive management of the airway via basic and advanced methods

4) Aggressive management of respiratory distress/failure via CPAP/positive 
pressure ventilation via BVM

5) Early IV/IO access, aggressive management of hypotension via fluids and 
vasopressor

6) Maximal medication therapy based on the patient’s underlying pathology.

▪ Results: 12.1% rate of EMS-witnessed arrest →5.8%



WHAT DOES THE EXISTING RESEARCH 
SAY?



WHAT DOES THE EXISTING RESEARCH 
SAY? MEDSTAR
▪ 30 cases

▪ Etiology:

▪ Respiratory 46.7%

▪ Cardiac 26.7%

▪ Other 26.7%

▪ 16.67% had spo2 > 90% upon EMS arrival; 10% prior to movement

▪ 73.3% delayed ventilation



WHAT DOES THE EXISTING RESEARCH 
SAY?



WHAT DOES THE EXISTING RESEARCH 
SAY? PARCA
▪ Examined outcomes following PARCA-directed education

▪ Urban EMS system, 60k calls/year

▪ Unannounced field-based, real-time, high-fidelity simulations  + development of 
guidelines to limit time to critical interventions.

▪ PARCA incidence 5.7%→4.0%

▪ # of interventions completed pre-PARCA 3.65 vs 5.8 (P<0.05)

▪ Decreased time to intervention.  





WHAT DOES THE EXISTING RESEARCH 
SAY? BUFFALO
▪ 10% of EMS arrests witnessed

▪ Least common initial intervention: VS

▪ Most common initial intervention: patient movement

▪ 12.6% of PARCA patients survived to hospital discharge

▪ Survival dependent on intervention: 17.8% in early intervention v 8.7% in late 
intervention
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SAY?
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WHAT DOES OUR RESEARCH SAY?
EVERY MINUTE WITHOUT RESUSCITATION = 4.4% INCREASED 
RISK OF SADS





CASE 
EMS X was dispatched to 71-year-old man fallen. Crew arrived to find a male patient altered and complaining of
abdominal pain. Paramedic A began assessing vital signs and was unable to obtain a blood pressure despite
multiple attempts using the monitor. He then placed the patient on a 4-lead which demonstrated obvious ST
elevations. A 12 lead was then completed demonstrating a STEMI. The patient then went completely unconscious
with a GCS of 3. No BP had been taken at this point. During the time of initial assessment, paramedic B was
searching the home for signs of overdose while paramedic A was performing the initial assessment- she stated that
she knew the patient was “stable” because he was “able to talk.”

The patient was moved to the ambulance, and paramedic A called paramedic C on her cell phone to have her meet
them at the station for additional help. There was no attempt at vascular access while on scene.

En route to the station to pick up paramedic C, the patient developed agonal respirations and became bradycardic.
Pacing was initiated with mechanical and electrical capture. IV access was obtained and IV fluids started. An
additional unit was called for rendezvous and transport was continued after picking up paramedic C. Of note,
etco2 was never placed on the patient. Additionally, a blood pressure was never obtained on the patient and a
manual blood pressure was never attempted.

Paramedics D and E rendezvoused with the crew approximately 10 minutes into transport. Upon entering the back
of the unit, paramedic E immediately realized the patient was pulseless. Paramedic A had not rechecked a pulse
since the initiation of pacing, so it is unknown when the patient coded. Cardiac arrest protocol was initiated, and
transport was continued. The patient was pronounced dead at the hospital.



HOW DO WE USE THIS INFORMATION AS 
MEDICAL DIRECTORS?





























“TREAT THE PATIENT, NOT THE MONITOR”



“USE THE MONITOR TO TREAT THE 
PATIENT”







“DO NOT MOVE A PATIENT FROM THE 
INITIAL SCENE UNDER RESUSCITATED.  

UNLESS CONCERN FOR PATIENT AND/OR 
CREW SAFETY.”



HOW FAR DO WE TAKE IT?

Operational Medical



“THERE IS NO WORSE FEELING IN THE WORLD 
THAN HAVING A PATIENT DIE ON YOU 

KNOWING YOU DID NOTHING TO PREVENT THE 
PATIENT FROM CODING!”



FUTURE DIRECTIONS FOR RESEARCH

▪ How long to stay on scene?

▪ How about trauma patients?

▪ How about stroke/STEMI?



Clinician 1:

1. Pulse check (if applicable)

2. Obtain VS- Spo2/BP

3. Apply oxygen/etco2 (if 

applicable)

4. Apply monitor

5. Place pads/initiate electrical 

therapy w/Clinician 2 (if 

applicable)

6. Initiate CPAP, assess lung 

sounds and initiate respiratory 

therapy ie nebs (if applicable)

7. Reassess VS

8. Prepare meds/spike bags 

Clinician 2:

1. Obtain meaningful access

2. Assess monitor once 

applied and perform 

electrical therapy with 

Clinician 1 (if indicated)

3. Initiate medical therapy 

Clinician 3:

1. Prepare meds/spike bags

2. Obtain secondary access

Clinician 4:

1. Obtain PMHx/HPI

2. Assist with meds/spiking 

bags

Clinician 5:

1. Prepare for extrication

2. Review SADS prevention 

checklist



SADS PREVENTION CHECKLIST

Applies to  the following medical patients

1. Hypotensive at any time

2. Hypoxic at any time

3. Requiring NIPPV, BVM, or advanced airway management

4. Arrythmia requiring treatment at anytime



SADS PREVENTION CHECKLIST
1. Full Set of VS has been obtained.

2. Additional resources have been summoned.

3. Minimum 10 minutes on scene 

4. SBP at least 80 and up trending

5. Hypoxia addressed 

6. NIPPV/BVM/advanced airway initiated (if applicable)

7. Multiple meaningful points of access obtained and SECURED

8. Pads applied (A/P position) and pacing/cardioversion completed and successful (if 
applicable)

9. If pt was hypotensive at any point, pressors prepared (if not already initiated)

10. Arrythmias have been addressed

11. Pressors maintained at current rate at least 5 minutes

12. Equipment pre-positioned and stopping points pre-determined for reassessment  of 
VS/pulse check/further stabilization, no further apart than q2 min

13. VS have been reassessed.



THANK YOU

▪ boulanda20@ecu.edu

▪ taylorst15@ecu.edu
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