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Introduction and Use 
 

The following document has been approved by the Old Dominion Medical Control 
Committee and will serve as Prehospital Patient Care Protocols in the Old Dominion EMS Alli-
ance (ODEMSA) region. Prehospital Patient Care Protocols are designed for use by providers 
trained to the Basic Life Support and Advanced Life Support levels.  
 

These protocols are the result of the hard work and review by members of ODEMSA’s 
Manpower and Training Committee and by numerous physicians, nurses and prehospital  
providers from each of ODEMSA’s four local councils: Crater, Metro Richmond, South Central 
and Southside. They were formulated to meet the specific and sometimes unique needs of 
each area — rural, suburban and urban — and to serve as a master plan for a standardized 
minimal level of patient care that can be delivered on a regional basis.  
 

The authors did not intend this document to be a comprehensive patient care manual. 
Instead, it should be studied and reviewed periodically by hospital and prehospital providers 
who then will be better prepared to act in concert to deliver effective patient care in an actual 
emergency situation.  
 

Each section of these protocols is tabbed and numbered for ease of access and to 
reduce the possibility of error in the field.  
 

A complete set of Prehospital Patient Care Protocols consists of all sections includ-
ing: Introduction, Acknowledgements, Administrative, Clinical Procedures, Medical, Trauma, 
Behavioral, Environmental, Pediatric, Communications, Medication Reference, and Updates. 
A copy of this document should be kept in every Emergency Department, EMS Agency and 
ambulance unit in the ODEMSA region. The ODEMSA Prehospital Patient Care protocols are 
available on the ODEMSA website at www.ODEMSA.vaems.org. Copies of the Prehospital 
Patient Care Protocols in the form of CDs and books are available through the ODEMSA of-
fice at a small cost.  
 

The Prehospital Patient Care Protocols are dated by month and year. They will be re-
viewed periodically by the ODEMSA Medical Control Committee with the assistance of hospital 
and prehospital providers from throughout the ODEMSA region. When approved, changes will 
be made and revised pages will be issued to Operational Medical Directors and emergency 
department physician directors who will be responsible for any necessary in-service training. 
Suggestions for additions and/or revisions should be submitted in writing to the Old Dominion 
EMS Alliance, 1463 Johnston-Willis Drive., Richmond, VA 23235.  

 
The protocols are divided into two sections, BLS and ALS.  BLS providers are permitted  

to practice all the skills listed in the “BLS Section”.  ALS providers will follow the “ALS Section”  
and must refer to the ODEMSA Regional ALS Skill Sheet provided in this section.  The skill  
sheet will define which skills ALS providers are permitted to perform as standing orders.  It  
also identifies when an ALS provider shall seek OMD/Medical Control approval to perform a skill.   
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ODEMSA REGIONAL ALS SKILLS  
Current August 2006 

 
     The following ALS skills have been approved, by the Old Dominion EMS Alliance 
(ODEMSA) Medical Control Committee, for ALS providers throughout the ODEMSA region.  
However, the practice of any ALS skill by an individual Provider must be authorized in 
advance by the Provider’s primary Operational Medical Director (OMD).  If there is ANY 
doubt, check with your agency OMD. 

A. Adult – Endotracheal Intubation TD TD TD 

B. Child <8 –Endotracheal Intubation OMD Option TD TD 

C. Neonate <= 30days – ET XXX TD TD 

D. Adult – Nasal Intubation TD TD TD 

E. Multilumen (combitube/PtL) or LMA TD TD TD 

F. Neuromuscular Blockade for Intubation XXX XXX OMD Option 

G. Surgical Cricothyrotomy XXX XXX TD 

H. Needle Cricothyrotomy XXX TD TD 

I. Mechanical Ventilation (transport vent) XXX OMD Option TD 

J. Needle Chest Decompression Medical Control TD TD 

K. Suction Endotracheal TD TD TD 

L. Meconium Aspiration Neonate w/ET XXX TD TD 

M
. 

Gastric Decompression OMD Option TD TD 

A. Peripheral IV TD TD TD 

B. IV Fluid Bolus w/o Meds TD TD TD 

C. Manual Defibrillation XXX TD TD 

D. Intraosseous IV  (pediatric) XXX TD TD 

E. IV Piggyback XXX TD TD 

F. Synchronized Cardioversion XXX TD TD 

G. Pacing XXX TD TD 

H. External Jugular XXX TD TD 

I. Access Permanent Indwelling IV XXX OMD Option TD 

J. 12 Lead EKG  obtain/interpret XXX TD TD 

EMT-E           EMT-I          EMT-P         AIRWAY 

CIRCULATORY  

TD – Technician Discretion per ODEMSA Protocols 
Medical Control – Physician Order Required 
XXX – Procedure Prohibited 
OMD Option – Provider’s Agency OMD Determines Who Can and Cannot Do the Procedure 
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A. Inhaled – Nebulizer TD TD TD 

B. Inhaled – MDI TD TD TD 

C. Sublingual  (SL) TD TD TD 

D. Transdermal TD TD TD 

E. Subcutaneous  (SQ) TD TD TD 

F. Oral (PO) TD TD TD 

G. Intramuscular  (IM) TD TD TD 

H. Intravenous  (IV) TD TD TD 

I. Endotracheal Tube Medical Control TD TD 

J. Rectal XXX TD TD 

EMT-E          EMT-I          EMT-P  MEDICATION ROUTE  

MEDICATIONS  
  Adenosine XXX TD TD 

  Albuterol TD TD TD 

  Amiodarone XXX TD TD 

  Aspirin (ASA) TD TD TD 

  Atropine Sulfate XXX TD TD 

  Atrovent XXX TD TD 

  Bumetanide (Bumex) XXX TD TD 

  Calcium Chloride XXX TD TD 

  D25 XXX TD TD 

  D50 TD TD TD 

  Diazepam (Valium) XXX TD TD 

  Diltiazem (Cardizem) XXX Medical Control TD 

  Diphenhydramine (Benadryl) TD TD TD 

  Dopamine (Intropin) XXX Medical Control TD 

  Epinephrine 1 :1,000 TD TD TD 

  Epinephrine 1 :10,000 XXX TD TD 

  Furosemide (Lasix) XXX TD TD 

  Glucagon TD TD TD 

  Lorazepam (Ativan) XXX TD TD 

  Magnesium Sulfate XXX TD TD 

 Metoprolol (Lopressor) XXX Medical Control Medical  
Control 

 Morphine Sulfate XXX TD TD 

  Naloxone (Narcan) TD TD TD 

  Nitroglycerin Tablets TD TD TD 

  Nitropaste TD TD TD 

  Sodium Bicarbonate XXX TD TD 

 Ziprasidone (Geodon) XXX Medical Control Medical  
Control 
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1. INTERFACILITY TRANSFER OF ACUTELY ILL / INJURED PATIENTS 

 
A. Indications:  A physician requests an interfacility transport of a patient upon 
whom procedures and/or medications have been initiated that are beyond the scope of 
the EMS agency’s protocols of practice. 

 
 B. Protocol for management: 
 

1. The interfacility transport should be performed by an ALS-equipped and 
ALS-staffed ambulance and should take place only after receiving physi-
cian has conferred with the ordering physician. 

 
2. The ordering physician/institution will provide the EMS agency, prior to dis-

patch, a patient report that includes the patient’s condition and any special 
treatment the patient is receiving. 

 
3. If the treatment is outside the provider’s normal scope of practice, the 

agency’s Operational Medical Director (OMD) should be contacted for ap-
proval and to determine if other appropriate personnel (i.e. Registered 
Nurse, Respiratory Therapist, Physician) should accompany the patient. 

 
4. The Attendant in Charge (AIC) should request a brief patient report from 

the health care personnel on scene, and should obtain the pertinent paper-
work to go with the patient (i.e. face sheet, transport sheet, lab work, x-
rays, etc.).  If the patient is a “No Code” or has a valid Do Not Resuscitate 
order, a written order (including a Prehospital DNR order) must accom-
pany the patient.  Assessment by the AIC should be kept to a minimum 
and should not delay transport.  Also, the AIC will have access to informa-
tion necessary to provide appropriate care during transport. 

 
5. If the ambulance crew arrives and the patient‘s condition has deteriorated 

to a life-threatening situation where immediate intervention is necessary, 
the AIC will consult with the attending physician if she/he is available.  If 
the attending physician is not immediately available, the AIC should con-
tact the agency OMD or on-line Medical Control for additional instructions. 

 
6. An ALS provider may monitor and administer nonstandard medications 

prescribed by the patient’s transferring physician with on-line Medical Con-
trol as needed during transfer. 

 
7. The administration of any medications not covered by protocol will be re-

corded on the Prehospital Patient Care Report, noting the name of the 
transferring physician, time that Medical Control was contacted, and dos-
age of the medication and route administered. 
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2.  PATIENT AND SCENE MANAGEMENT 

 
A. Indications:  An orderly management of the emergency scene will improve any 
level of Prehospital patient care.  Although questions concerning authority (i.e. on-scene 
physician and response by more than one EMS agency) can arise, they should be set-
tled quickly and quietly. 

 
 B. Protocol for management: 
 

1. The senior certified prehospital provider will have authority for patient care 
and management at the scene of an emergency.  In the case of equal cer-
tification, the first on-scene provider will retain patient control.** 

 
2. Authority for management of the emergency scene, exclusive of medical 

control over the patient, will rest with the appropriate on-scene public 
safety officials (i.e. police, fire, rescue).  It is recommended that scene 
management be negotiated in advance of emergencies by local agree-
ments and written protocols. 

 
3. If other medical professionals at the emergency scene offer or provide as-

sistance in patient care, the following will apply: 
 

a. Medical professionals who offer their assistance at the scene 
should be asked to identify themselves and their level of training.  
The prehospital provider should request that the medical profes-
sional provide proof of her/his identity if that person wants to con-
tinue to assist with patient care after the ambulance has arrived. 

 
b. Physicians are the only medical professional who may assume 

CONTROL of the patient’s care.  Prehospital providers should rec-
ognize the knowledge and expertise of other medical professionals 
and use them for the best patient care possible.  All medical pro-
fessionals who assist or offer assistance should be treated 
with courtesy and respect. 

 
c. The authority for Medical Control of the prehospital provider’s pro-

cedures rests in these Prehospital Patient Care Protocols adopted 
by the EMS agency and the agency Operational Medical Director 
(OMD). 

 
d. A physician at the scene who renders care for the patient prior to 

arrival of an EMS unit may retain Advanced Life Support medical 
authority for the patient if the physician desires.  The prehospital 
provider will tell the physician who wants to supervise or to direct 
patient care that the physician MUST accompany the patient to the 
receiving hospital to maintain continuity of patient care.  If re-
quested, the physician will have made available to her/him their ser-
vices and equipment of the ambulance and/or EMS agency.   
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2.  PATIENT AND SCENE MANAGEMENT 
                       ( Page 2 ) 
 
 
 

e. Documentation of these events will be complete and will include the 
 physician’s name. 

 
f.  If there is a conflict about patient care or treatment protocols, the 

 prehospital provider will contact on-line medical control or, if  
 practical, the agency OMD for further instructions.  Under no  
 circum stances should this conflict interfere with prudent patient 
 care. 

 
** The five levels of Prehospital EMS certification, recognized at this time by the Common-
wealth of Virginia, are: 
 
1) First Responder, whose authority is superseded by the: 
 
2) Emergency Medical Technician–Basic, whose authority is superseded by the: 
 
3) Emergency Medical Technician–Enhanced, whose authority is superseded by the: 
 
4) Emergency Medical Technician–Intermediate, whose authority is superseded by the: 
 
5) Emergency Medical Technician–Paramedic . 
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3.  DOCUMENTATION AND CONFIDENTIALITY 

 
A. Indications:  Under the existing Virginia law, all licensed emergency medical ser-
vices agencies are required to “participate in the prehospital patient care reporting pro-
cedures by making available … the minimum data set on forms.”  Licensed EMS agen-
cies, prehospital providers and the Commonwealth of Virginia are required to keep pa-
tient information confidential. 

 
 

B. Protocol for management:  Each EMS agency should, in consultation with the 
agency’s legal counsel, develop a procedure dealing with how and when patient infor-
mation will be released to the patient, the patient’s family, law enforcement officials, the 
news media and/or any other parties requesting the information.  The procedures should 
include development of a release form which will be signed by a responsible person.  
Documentation of patient care should, at a minimum, meet the following requirements: 
 

1. A patient care report will be written for each patient who is seen, treated or 
transported by an ambulance or rescue squad.  The report should be com-
pleted on the prehospital patient care report in use in the area/region. 

 
2. In addition to information required by the Commonwealth of Virginia, docu-

mentation also should include: 
 

a. The patient‘s chief complaint. 
 
b. Vital signs with times. 
 
c. Treatment provided and times. 
 
d. ECG strip(s), if monitored. 
 
e. Changes in patient condition. 
 
f. Contact with Medical Control. 
 
g. Any deviation from protocol. 

 
3. If a patient refuses treatment or transport, documentation should include: 

 
a. The patient‘s full name. 

 
b. The reason for response. 

 
c. Reason for the patient‘s refusal. 

 
d. Vital signs and times. 
 
e. Any other physical signs or symptoms. 
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3. DOCUMENTATION AND CONFIDENTIALITY 

(Page 2) 
 
 
 

f. Perceived competency of the patient. 
 
g. Patient’s level of consciousness. 
 
h. Names and signatures of witness. 
 
i. Signature of patient. 
 
j. Any additional refusal forms. 

 
4. When a patient is transported, a copy of the report should be left at the re-

ceiving hospital. 
 

C EMS agencies are urged to develop, in consultation with legal counsel, an incident 
report form for quality assurance purposes to document any additional information 
relevant to the treatment and transport of patients. 
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4.  TREATMENT OF MINORS 

 
A. Indications:  Prehospital providers are called to treat a young patient and there 
is no parent or other person responsible for the minor.  

 
B. Protocol for management:   
 

1. In the case of a minor 14 years of age or older who is physically capable of 
giving consent, such consent shall be obtained prior to treatment and/or 
transportation by qualified EMS personnel at the scene of an accident, fire 
or other emergency prior to hospital admission. 

 
2. The prehospital provider may treat and/or transport, under the doctrine of 

implied consent, any minor who requires immediate care to save a life or 
prevent serious injury. 

 
3. If a minor refuses care but, in the provider‘s judgment, needs that care, the 

provider should contact on-line Medical Control for additional instructions. 
 

4. If a minor is injured or ill and no parent contact is possible, the provider 
should contact on-line Medical Control for additional instructions. 

 
5. The provider should ALWAYS act on the side of appropriate patient care.   

Careful and complete documentation ALWAYS is important. 
 
6. If the ill or injured patient is a young child and the parent is present, the 

Prehospital provider should refer to the appropriate Pediatric Protocol  
 sections and consider the following in regard to transport: 

 
a. Transport conscious children with a parent unless it interferes with 

proper patient care. 
 

b. In cases of major trauma or cardiopulmonary arrest, exercise judge-
ment in allowing parents to accompany the child in the ambulance. 

 
c. Allow the parent to hold and/or touch the child whenever possible 

and safe to do so. 
 
d. Both parent and child will respond best to open and honest  
 dialogue. 
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5.  PATIENT REFUSAL 

 
A. Indications:  If a patient (or the person responsible for a minor patient) refuses 
secondary care and/or ambulance transport to a hospital after prehospital providers 
have been called to the scene, the following procedures should be carried out: 

 
 

B. Protocol for management:   
 

1. Complete an Initial Assessment and Vital Signs of the patient, with particu-
lar attention to the patient‘s neurological status. 

 
2. Determine if the patient is competent to make a valid judgement concern-

ing the extent of the patients‘ illness or injury.  If the provider has doubts 
about whether the patient is competent to refuse, the provider should con-
tact  on-line Medical Control. 

 
3. Clearly explain to the patient and all responsible parties the possible risks 

and/or overall concerns with to refusing care. 
 
4. Do not perform continued Advanced Life Support procedures on a patient 

who refuses prehospital care. 
 
5. Complete the PPCR form, clearly document the Initial Assessment find-

ings and the discussions with all involved persons regarding the possible 
consequences of refusing additional Prehospital care and/or transporta-
tion,  The form and discussion should be witnessed by a second EMS pro-
vider. 

 
6. After the form has been completed, have the patient or the person respon-

sible for a minor patient sign the refusal form provided on the Virginia 
PPCR form and an additional refusal form if provided. This procedure 
should be witnessed by at least one other individual (i.e. fire, medical, law 
enforcement, security personnel, or an immediate family member). 
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6.  DO NOT RESUSCITATE (DNR) 

 
A. Indications:  Prehospital providers should initiate cardiopulmonary resuscitation 
(CPR) on all patients without vital signs UNLESS the patient presents one or more of 
the following conditions: 

 
1. Decapitation. 
2. 100% full thickness burn (incineration). 
3. Putrefied, decayed or decomposed body. 
4. Advanced lividity. 
5. Rigor mortis. 
6. Obvious mortal wounds, i.e. crushing injuries to head and/or chest. 
7. A valid state of Virginia Durable Do Not Resuscitate (DDNR) order. 
8. Asystole as a presenting rhythm in an unwitnessed arrest. 

 
B. Protocol for management:   
 

1. The responsible prehospital provider should perform routine patient assess-
ment, resuscitation and/or intervention efforts until the DDNR or other alter-
nate form of DNR status is confirmed. 

Alternate DNR orders: 
a. EMS-DNR order (old format) written after July 1, 1999. 
b. DNR order written for a patient currently admitted to a licensed health 

care facility.  EMS personnel may recognize these orders only while 
the patient is in the facility.  DNR may appear in different forms includ-
ing prescription forms, facility DNR forms, and patient records.  All DNR 
formats must contain: Patient name, physician name, DNR determina-
tion, and date of issue. 

c. DNR order written for the purpose of patient transfer.  EMS personnel 
may recognize these orders during transport.  DNR may appear in dif-
ferent forms including prescription forms, facility DNR forms, and pa-
tient records.  All DNR formats must contain: Patient name, physician 
name, DNR determination, and date of issue. 

 
  **NOTE: Many times prehospital providers are presented with a Living  Will.  
       Living Wills are NOT recognized in the prehospital setting due to the  
                 fact that it is not a physician ordered DNR and therefore does not fit into 
       the accepted “alternate DNR order”. 
 

2. Request the original DDNR form. 
3. Determine that the DDNR order is intact and not defaced. 
4. The provider should verify the identity of the DDNR patient through the family 

members or friends at the scene, or with appropriate photo identification (e.g. 
driver’s license) 

5. Once validity is verified, resuscitation efforts may be ceased or withheld. 
6. Document information on PPCR form 

a. DDNR form number. 
b. Patient name. 
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6.  DO NOT RESUSCITATE (DNR) 
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c.  Physician Name. 
d.  Date of issue 
e.  Method of identification 

 
C. Resuscitation measures the provider should avoid: 

 
1. Cardiopulmonary Resuscitation (CPR). 
2. Endotracheal intubation or other advanced airway management. 
3. Artificial ventilation. 
4. Defibrillation. 
5. Cardiac resuscitation medications. 

 
D. These comfort measures are encouraged: 

 
1. Airway (excluding intubation or advanced airway management). 
2. Suction. 
3. Supplemental oxygen delivery devices. 
4. Pain medications or intravenous fluids. 
5. Bleeding control. 
6. Patient positioning. 
7. Other therapies deemed necessary to provide comfort care or to alleviate 

pain. 
 

E. DDNR forms may be located: 
 

1. At the patient’s bedside. 
2. On the back of the patient’s bedroom door. 
3. On the refrigerator. 
4. In the patient’s wallet. 

 
F. DDNR orders may be revoked by: 

 
1. The patient, by destroying the EMS-DDNR form or alternate DNR form or by 

verbally withdrawing consent to the order. 
2. The authorized decision-maker for the patient. 

 
G. Revisions in the Virginia DDNR vs. EMS DNR: 

 
1. DDNR program, adopted by the Virginia State Board of Health, became effec-

tive on January 3, 2000. 
2. Once issued, the DDNR orders do not expire. 
3. DDNR forms may be honored in any facility, program or organization operated 

or licensed by the State Board of Health or by the Department of Mental 
Health, Mental Retardation and Substance Abuse Services, or operated, li-
censed or owned by another state agency. 
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NOTE: DDNR orders can now be written for anyone, regardless of health 
condition or age.  Inclusion of minors is a significant change in the  
emergency DDNR order. 

 
H. Alternate forms of identification for DDNR: 

 
1. DDNR bracelets and necklaces are available and can be honored in place of 

the Virginia Durable DNR Order form by emergency medical services provid-
ers.  Only approved necklaces or bracelets can be honored.  These alterna-
tive forms of identification must have the following information: 

a. Patient’s full legal name. 
b. Durable DNR number from the Virginia DDNR form or a unique to the 

patient number that the vendor has assigned. 
c. The words “Virginia Durable Do Not Resuscitate”. 
d. The vendor’s 24 hour phone number. 
e. The physician’s name and phone number. 
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7.  CEASE RESUSCITATION 

 
A. Indications:  Under existing Virginia EMS practice standards, prehospital provid-
ers should initiate cardiopulmonary resuscitation (CPR) on all patients without vital signs 
UNLESS the patient presents one or more of the following conditions: 

 
1. Decapitation. 
2. 100% full thickness burn (incineration). 
3. Putrefied, decayed or decomposed body. 
4. Advanced lividity. 
5. Rigor mortis. 
6. Obvious mortal wounds, i.e. crushing injuries to head and/or chest. 
7. A valid state of Virginia EMS-DDNR order. 
8. Asystole as a presenting rhythm in an unwitnessed arrest. 

 
B. Protocol for management:   
 

1. If CPR has been initiated and circumstances arise where the prehospital 
ALS provider believes resuscitative efforts may not be indicated, the pro-
vider should confirm that the patient is pulseless and apneic and note the 
rhythm.  The provider then should contact Medical Control so that the on-
line physician can decide to continue or stop resuscitative efforts. 

 
2 Providers should begin contact with Medical Control with the statement: 

"This is a potential cease-resuscitation call.”   The provider should review 
why resuscitative efforts may not be indicated (i.e. end-stage cancer).  The 
provider then should report the rhythm and interventions and, if directed by 
on-line Medical Control, stop resuscitative efforts. 

 
NOTE: Patients who are hypothermic or who are victims of cold water 
drownings should receive appropriate resuscitative efforts.  Patients with 
electrical injuries, including those struck by lightning, may initially be tet-
anic, or stiff, and should receive appropriate resuscitative efforts. 

 
3. If a patient is determined to be dead on the scene (DOA) or if the cessa-

tion of resuscitative efforts is authorized by on-line Medical Control, follow  
local protocols concerning notification of the proper law enforcement au-
thorities and/or medical examiner. 

 
4. Document specific findings, such as signs of death, on the PPCR form.  

Include name of physician who ordered resuscitation efforts ended and log 
the time of the order. 

 
5. Be attentive to the emotional needs of the patient's survivors when dealing 

with them.  If possible, leave survivors in the care of family and/or friends. 
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8.  TRAUMATIC CEASE RESUSCITATION 

 
A. Indications:  The primary purpose of a traumatic cease resuscitation protocol 
is to reduce the likelihood of injuring prehospital providers and to prevent injury to the 
public who we serve while transporting non-viable patients to receiving facilities.  If a 
trauma patient presents with one or more of the following conditions, then the prehos-
pital provider should consider termination of treatment or do not resuscitate. In cases 
of hypothermia or submersion, follow the appropriate protocol.  The conditions are: 

  
1. Decapitation. 
2. 100% full thickness burns without signs/symptoms of life. 
3. Obvious mortal wounds (i.e. crushing injuries to the head or chest, gunshot 

wounds to the head or chest with massive tissue destruction or loss) with-
out signs/symptoms of life. 

4. Blunt or penetrating trauma with no signs of life when first responders ar-
rive. 

5. Greater than 30-minute transport time to any receiving facility with a pediat-
ric cardiac arrest. 

 
B.  Protocol for Management-Adult: 

 
1. WHEN  IN DOUBT, RESUSCITATE!!!!!!!! 
2. The responding prehospital provider should perform a routine patient as-

sessment. 
3. Once the provider determines that the patient is without life (no pulse, no 

respirations), the provider will verify the patient’s condition with another pre-
hospital provider. 

4. If both providers agree, they will note the time of death and follow local pro-
tocols concerning notification of law enforcement or the medical examiner. 

5. At no time during the assessment phase should ALS procedures/
treatments be started.  DO NOT initiate IV lines, intubate, etc.  ALS proce-
dures indicate that a patient needs to be transported to the closest appro-
priate hospital. 

6. At the provider’s discretion, the cardiac monitor may be attached for the 
purpose of printing a rhythm strip to document a non-perfusing rhythm. 

 
C. Protocol for Management-Pediatric: 

 
1. Almost all pediatric cardiac arrest patients should have the benefit of 

full resuscitative efforts, including transport.  
2. WHEN IN DOUBT, RESUSCITATE!!!!!!!! 
3. If the pediatric patient presents with any of the indications for Traumatic 

Cease Resuscitation and the pediatric patient remains in cardiac arrest af-
ter initial BLS resuscitative efforts, contact the receiving facility and estab-
lish on-line medical control for orders to cease resuscitation. 

4. Note the time of death and follow the local protocols for notification of law 
enforcement or the medical examiner. 
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D. Special Circumstances: 
 

1. Remember that there are several special circumstances (hypothermia, 
electrocution, etc.)  that deem that the patient needs to be transported to a 
medical facility.  It is important to remember that any patient who may 
benefit from advanced life support,  must receive it.   Follow the 
ODEMSA protocols for treatment of said patients.  
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9. INFECTION CONTROL 

 
A. Indications:  In order to protect patients, healthcare providers, and their families, 
Prehospital providers must be familiar with, and act in accordance with, effective infec-
tion control measures for airborne and bloodborne pathogens. Infection control can only 
be achieved if all members of the EMS system participate. The ultimate goal is a safe 
environment for patients and everyone else involved in the healthcare system. 

 
B. Standard Precautions: 

 
1. Standard Precautions should be observed with every patient.  This includes, 

but is not limited to, starting IVs, intubation, suctioning, caring for trauma pa-
tients, nebulizer treatments, OB emergencies. 

 
2. Body fluids include: blood, saliva, sputum, vomitus or other gastric secretions, 

urine, feces, cerebrospinal fluids, breast milk, serosanguinous fluid, semen 
and/or bodily drainage. 

 
C.  Protocol for Management: 

 
1. Wear appropriate protective gloves on every patient.  Change gloves between 

patients or if gloves become contaminated or torn. 
  

2. Wash hands after any patient contact, even when gloves have been used. 
 

3. Wear gown if soiling of clothing or of exposed skin with blood or body fluids is 
likely. Gowns must be impervious to fluids. 

 
4. Wear appropriate mask and eye protection if aerosolization or spattering of  

body fluids is likely to occur, e.g. during suctioning, nebulizer treatments, in-
sertion of endotracheal tubes and other invasive procedures, or when a pa-
tient displays signs and symptoms suggestive of an infection with an airborne 
or respiratory route of transmission, or if the provider has been told the patient 
has an infection with a respiratory component. 

 
5. Use airway adjuncts whenever respiratory assistance is indicated. Adjuncts 

include pocket masks with one-way valves, shields and Bag-Valve Masks 
(BVM).  BVMs should be the first choice when ventilating a patient. 

 
6. Contaminated equipment: 

 
a. Place contaminated disposable equipment in an appropriately marked 

biohazard bag.  Dispose in a location approved for biohazard waste or 
served by an agency licensed to haul biohazard waste. 

 
b. Render non-disposable equipment safe for handling before putting It 

back in service. Follow manufacturers' recommendations for proper 
cleaning and decontamination procedures.  CDC may also provide in-
formation on current decontamination of equipment. 



 

Administrative Page 24 

9. INFECTION CONTROL 
                                                                    ( Page 2 ) 
 
 

c Use a high-level disinfecting solution on non-disposable equipment,    
e.g. laryngoscope blades, before re-using the items. 

 
7. In the field, place linens soiled with body fluids in appropriately marked bio-

hazard bags. In the hospital, ask and determine the appropriate container and 
place soiled linens in it.  Remove linen from biohazard bag before placing in 
linen container.   Always wear appropriate protective gloves when handling 
soiled linens. 

 
8. Dispose of needles, syringes and sharp items in a rigid, puncture-resistant 

container, red in color or bearing the universal biohazard symbol. Do not bend 
or shear needles. Recapping contaminated needles is only permitted by a sin-
gle-handed method and is NOT recommended. 

 
9. Do not leave sharps or any contaminated items in any Drug Box. 

 
10. Place any specimen to be left at the hospital in double-bagged, zip-lock-type 

bags with the universal biohazard label attached to the outer bag. Attach a 
specimen label to the outer bag. When in doubt, check with the Charge 
Nurse. 

 
11. Wipe up body fluid spills promptly. Wear gloves when cleaning up spills. De-

contaminate with a disinfectant approved by the Environmental Protection 
Agency (EPA) and CDC. Dispose of gloves and cleaning items in an appropri-
ately marked biohazard bag. 

 
12. Regularly clean and disinfect the interior of emergency vehicles and any 

on-board equipment. Follow agency procedures for cleaning and disinfecting 
solutions in accordance with manufacturers' guidelines and Center for Dis-
ease Control (CDC) recommendations. 

 
13. Discard unused articles, medications and equipment only when those items 

have been opened or in some way have been contaminated with blood and/or 
body fluids. 

 
D. Exposure -- Provider Responsibilities: 
 

1. Wash any skin and irrigate any mucous membranes that are exposed to blood 
and/or body fluids as soon as possible after the exposure.  Change contami-
nated clothing promptly and inspect skin for signs of openings and contamina-
tion. 

 
2. Upon arrival at the hospital Emergency Department, or as soon as possible 

thereafter, notify a hospital official/representative (Emergency Department 
physician, ED nurse manager, charge nurse) of any possible exposure. Notify  
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     the EMS agency official/supervisor as soon as possible of any possible  
     exposure and for non-emergency or follow-up care. 

 
3. Obtain and complete before leaving the hospital an ODEMSA Infectious Dis-

ease Exposure Report, which are available in the Emergency Department.  
Use one Exposure Report form for each provider.  Distribute copies as indi-
cated on the Report. 

 
E. Exposure – Hospital’s Responsibilities: 

 
1. When a patient transported by its providers is determined to have an airborne 

or bloodborne infectious disease, notify the EMS agency's Infectious Disease 
Liaison Officer or Operational Medical Director (OMD), as listed in the 
ODEMSA Infectious Disease Registry. 

 
2. Furnish the prehospital provider(s) with ODEMSA's Infectious Disease Expo-

sure Report(s). 
 

3. After receiving the completed Exposure Report, perform the appropriate test-
ing on the source patient and render appropriate initial treatment to the ex-
posed provider (if requested) as determined by the Emergency Department 
physician. 

 
4. Furnish test results to the exposed provider, or the prehospital agency's Liai-

son Officer(s) or OMD, as listed in the ODEMSA Infectious Disease Control 
Registry, as soon as practical after determination of an airborne pathogen 
and/or exposure has been made. This will be done during business hours, 
Monday through Friday, 8 a.m. to 4:30 p.m. In the case of a holiday, the notifi-
cation will be done the next working day. 

 
5. Notify the EMS agency's Liaison Officer in writing of an exposure. 

 
6. Ensure that providers get any emergency treatment indicated and that all ap-

propriate hospital reports are completed. Providers must contact their agency 
official/supervisor for non-emergency or follow-up care. 

 
F. Exposure – Agency’s Responsibilities: 

 
1. Appoint and educate by July 1 of every year three individuals to serve as In-

fectious Disease Control Liaison Officers (or EMS agency contact persons) for 
hospitals, and familiarize them with the agency's Infectious Disease Control 
Plan, ODEMSA's Infectious Disease Exposure Report and this Protocol. Fur-
nish those names, and that of the agency's OMD, each year to ODEMSA.  
ODEMSA will print them in a registry for hospitals. 

 
2. Ensure that decontamination procedures, according to the agency's Infectious 

Disease Control Plan, are completed as soon as possible after the incident. 
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3. Notify the prehospital agency's Operational Medical Director, or the OMD's 
representative, of the exposure or possible exposure and the actions that 
have been taken. 

 
4. Notify personnel from any other agency who may have been exposed during 

the incident, or the appropriate official of that agency. 
 

5. Respond to the receiving hospital's Infection Control Professional within 10 
days of receipt of written notification of an exposure. 

 
6. Work with the agency OMD or other designated physician, and the receiving 

hospital, to ensure that the provider has received appropriate follow-up care, 
that all appropriate reports have been completed and filed, and that the inci-
dent has been brought to closure. 

 
G. Recommended Protective Equipment for Infectious disease control: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
H. GLOSSARY OF TERMS: 

Clean - Free of any obvious debris. 
Contamination - Introduction of disease germs or infectious materials into or on 
normally sterile objects. 
Decontamination - Completely removing disease-causing agents. 
Exposure - Coming into contact with, but not necessarily being infected by, a dis-
ease-causing agent. 
Infection - A condition or state of the body in which a disease-causing agent, or 
pathogen, has entered it. 
Pathogen - A disease-causing substance or agent. 
Sterilization – Destruction of all microbial life by steam, gas, or liquid agents. 

Task / Activity Disposable 
Gloves 

Gown Mask Protective 
Eyewear 

Bleeding control with spurting blood YES YES YES YES 

Bleeding control with minimal bleeding YES NO NO NO 

Childbirth YES YES YES YES 

Blood Drawing YES NO NO NO 

Starting an IV YES NO NO NO 

Airway Management YES NO YES YES 

Oral / Nasal Suctioning YES NO YES YES 

Decontamination of equipment YES NO NO NO 

Measuring blood pressure NO NO NO NO 

Measuring temperature NO NO NO NO 

Giving injections (IM, SQ) YES NO NO NO 
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Old Dominion EMS Alliance 
Infectious Disease Exposure Report 
Please Print All Information; Use ball-point Pen      
        DATE ______________________ 

 
Provider's Name ______________________________________________  AGENCY ____________________ 
Contact Phone ___________________________  Other Agency Involved  ____________________________ 
Date of Incident __________________________   Time of Incident __________  PPCR No. ______________ 
Patient's Name  __________________________    SS No.  ________________________________________ 
Patient's DOB  ________________________  Patient's Blood Drawn?          Yes              No           Unknown 
Receiving Hospital  ______________________________________  Arrival Time   ______________________ 
Name of Physician/Nurse Notified  ____________________________________________________________ 
Brief Description of Incident   ________________________________________________________________ 
__________________________________________________________________________________________ 
Source of Exposure: 
 Respiratory Secretionsڤ  Vomitus ڤ   Spit/Salivaڤ 
 Rash ڤ    Pus ڤ   Blood ڤ 
  _______________________________  Other ڤ  Feces ڤ    Urine ڤ 
 
Type of Exposure: Location on Provider’s Body _____________________________________________ 
 

 Mucous Membrane ڤ  Percutaneousڤ     Skinڤ 
 Eye ڤ   Puncture ڤ    Intact ڤ

  Mouth ڤ  Incision/Laceration ڤ   Non-intact ڤ 
 e.g. eczema, pierced ears, open  ڤ Needle Stick   ڤ Nose (nares) 
 sores, hangnail, cut, abrasion  ڤ Bite/Avulsion 
 
 Airborneڤ    Clothingڤ  
 Intubation ڤ   Spitting ڤ   Soaked ڤ 
  Suctioning ڤ  Productive Cough ڤ   Drop(s) ڤ 
 Aerosol TX ڤ  Talking, Laughingڤ    Diluted ڤ 

 Mouth to Mouth (unshielded) ڤ   Vomiting ڤ    Dried ڤ
NOTE: If blood soaked through clothing, check skin exposure box and complete appropriately. 

 
If Needle Stick Exposure: 
 Brand of Needle __________ Type of Needle ___________ 
 
Duration of Exposure: 
  :Minutes, indicate total minutes ڤ       :Hours, indicate total hours ڤ 
 
Personal Protective Equipment Used During Exposure: 
  Respirator ڤ    Mask ڤ  Mask/Shield Combination ڤ 
   BVM ڤ   Gown ڤ   Goggles ڤ 

 Resuscitation Shield ڤ   Tyvek Suit ڤ   Gloves ڤ
  
Steps Taken To Minimize Exposure: 

 Masked Patient ڤ  Washed Off Skin ڤ
 Changed Contaminated Clothing ڤ   Irrigated Eyes ڤ
       :Other ڤ   Rinsed Mouth ڤ

 
I request that appropriate tests be conducted on the patient on my behalf. 
Provider’s Signature         Date    
 
ICP Follow-up Completed By (signature)       Date    

HOSPITAL COPY – Please Forward Copy of Completed Report to the Provider’s OMD. 

Old Dominion 

EMS Alliance 
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10. PATIENT DIRECT ADMISSIONS 

 
A. Indications:   Ambulance crews involved in transporting direct admission pa-
tients to hospitals should be able to return to service as quickly as possible. This espe-
cially is true with volunteer agencies and fire and municipal services whose personnel 
and equipment may be limited at any given time. It also is important that direct admis-
sion patients be properly treated and spared unnecessary costs. 

 
B. Prehospital Goal:   For those EMS agencies which choose to transport direct 
admission patients, the overall goal will be to work closely within this protocol with the 
receiving hospital. This cooperation will ensure that appropriate actions are taken so 
that the patient can be delivered to the proper hospital destination with minimum delay 
and the EMS unit returned to service in a timely manner. 

 
C.  Protocol for Management: 

 
1. Responding to a direct admission call, ambulance crews should notify the re-

ceiving hospital's emergency department as early as possible to allow the de-
partment staff to follow up with hospital admissions. 

 
2. Upon arrival at the hospital, the ambulance crew's attendant in charge (AIC) 

should talk directly with the emergency department charge nurse. 
 

3. The charge nurse and AIC will determine the following: 
 

a. If the direct admission patient's room is ready. 
 

b. If the ambulance crew is needed to take the patient to the room. 
 

c. If the crew is available to take the patient to the room. 
 

4. If the answer to any of those questions is NO, the AIC will turn over care of 
the patient to the emergency department staff. The crew then will complete its 
regular duties and return to service as soon as possible. 

 
5. If the answer to each of those questions is YES, the crew will assist the hospi-

tal by taking the patient to her/his designated room. The crew then will com-
plete its regular duties and return to service promptly. 

 
6. When possible and if requested by the AIC, the hospital will provide a guide 

and/or directions to the patient's room. 
 

7. Any complaint or problem involving a direct admission patient at any hospital 
will be resolved at a later time through direct discussion between the emer-
gency department nurse manager and the chief operating officer of the Pre-
hospital agency, or persons designated by those individuals. 
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11.  ALS Drug Box Policies and Procedures  

Current January 2006 
 

1. INTRODUCTION: 
 

The Advanced Life Support Drug Box of the Old Dominion EMS Alliance (ODEMSA) is a critical component of the 
Central Virginia emergency medical services (EMS) system for the treatment of sick or injured persons.  The basis 
of restocking these ALS Drug Boxes, also known as Cardiac Drug Boxes, is contained in the Ambulance/ALS 
Drug Box Regional Restocking Agreement and Policies signed by participating acute care hospitals and out-of-
hospital agencies.  That agreement and the Restocking Policy are annexes of this document. 
 
2. PURPOSE AND SCOPE: 
 
The purpose of this document is to delineate the policies and procedures for the management of ODEMSA’s ALS 
Drug Box system, to establish mechanisms of control and accountability, and to establish a means of orienting 
new Advanced Life Support (ALS) providers and Operational Medical Directors (OMDs) in the ODEMSA region. 
 
The ODEMSA Drug Box system reflects systems in use in other Regional EMS Councils in Virginia.  It is meant to 
coincide with, and work within, rules and regulations promulgated by the Virginia Board of Pharmacy and the  
Virginia Department of Health's Office of EMS. It operates in coordination with provisions of the Ambulance/ALS 
Drug Box Regional Restocking Agreement and Policies which have been approved by all 17 acute care hospitals 
and all eligible out-of-hospitals EMS agencies in the ODEMSA region, and which are appended to this document. 
 
All 17 acute care hospitals in the ODEMSA region are signatories to the Regional Restocking Agreement and  
Policies.  Only those licensed EMS agencies within Planning Districts 13, 14, 15 and 19 that have signed that 
agreement and policies are entitled to participate in the ALS Drug Box Exchange and, therefore, come under 
these Policies and Procedures.  A dated list of signatories is attached to this document. 
 
3. OVERSIGHT AND OWNERSHIP: 
 
Oversight of the ALS Drug Box Policies and Procedures will rest with the Pharmacy Committee, a standing  
committee of ODEMSA, and the ODEMSA Board of Directors through the ODEMSA staff. The Pharmacy  
Committee, representing hospital and prehospital components, will be nominated by those components and  
appointed by the ODEMSA Board. The Pharmacy Committee will meet regularly and have separate Policies and 
Procedures. The medications contained in the ALS Drug Box are the property of the hospitals' pharmacies and are 
controlled by state regulations.  Boxes are the property of ODEMSA. 
 
4. POLICY GOALS: 
 
The goals and objectives of these policies and procedures are: 
 
         A.   To provide a safe and effective method for the distribution of medications by prehospital EMS 

          providers in cooperation with hospital pharmacies. 
 
   B.   To enhance communications and cooperation between hospital pharmacies and emergency 
          department staffs and prehospital EMS providers.  
 

         C.  To maintain a system that allows a safe, rapid, effective and accountable exchange of used 
          Cardiac Drug Boxes for restocked Cardiac Drug Boxes on a one-for-one basis.  
 

         D.   To maintain a system of evaluation and education so that the Central Virginia EMS system is 
          consistent with current local, state and national standards of care and protocols, and in compliance  
          with state and federal regulations. 

 
5. THE SYSTEM AND BOX DESCRIBED: 
 
The ODEMSA Cardiac Drug Box system involves a one-for-one exchange between acute care hospitals in the 
ODEMSA region and ALS agencies licensed by the Virginia Health Department and is provided for in the Regional 
Restocking Agreement and Policies. 
 
The Drug Box contains medications designated by physicians for the treatment of emergent patients under the 
ODEMSA Prehospital Patient Care Protocols as most recently revised.  The list of contents – the ALS Drug Box 
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Contents of the ODEMSA Prehospital Patient Care Protocols -- is determined by the Old Dominion Medical  
Control Committee in coordination with hospital pharmacy Directors through the ODEMSA Pharmacy Committee. 
 
The ALS Drug Box is carried on licensed ALS emergency vehicles in the ODEMSA region as outlined in the Rules 
and Regulations of the Board of Health Governing EMS and consistent with the regulations and requirements of 
the Virginia Board of Pharmacy. 
 
The standardized Drug Box approved by the Medical Control Committee for use in this region is a Flambeau 
PM1872 case, orange in color.  It is marked "CARDIAC" in bold letters on the top, lower left corner.  It carries the 
letters "ODEMSA" in the upper left corner.  An individual number is located on top and on at least three sides of  
the lid.  The Drug Boxes also contain a clear plastic sleeve on the top, at right, which contains a yellow Control/
Report Form and at least one standardized ODEMSA Discrepancy Form.  Each box when filled is locked with a 
numbered seal with the letters "ODEMSA" engraved. 
 
PLEASE NOTE:  While ALS Drug Boxes are the property of ODEMSA, the contents of the boxes are 
owned by participating hospital pharmacies in the region. 
 
Unless otherwise specified, medication expirations dates will be based on the final day of the month 
indicated. 
 
Medications are dispensed in the field by certified prehospital ALS providers under the license of the ALS agency's 
OMD according to the ODEMSA Prehospital Patient Care Protocols and/or under the direction of on-line medical 
control. Used ALS Drug Boxes will be exchanged only with the appropriate forms containing patient information 
and with authorized signatures.  Exchanges will be in compliance with the Ambulance/ALS Drug Box Restocking 
Agreement and Ambulance Restocking Policies as signed by hospitals and EMS agencies (effective Jan. 1, 2000). 
 
6: DRUG BOX ACQUISITION: 
 
Only EMS agencies licensed at the Advanced Life Support level and which have signed the regional Ambulance/
ALS Drug Box Regional Restocking Agreement or, in the case of for-profit agencies, have a separate agreement 
of compliance with ODEMSA will be qualified to apply for and receive a new ALS Drug Box from ODEMSA. 
 
 
Applications for a Drug Box will consist of a request letter from the EMS agency signed by the agency’s 
president or chief officer and the agency’s Operational Medical Director. The letter will briefly state the reason for 
acquiring the Drug Box. 
 
Agencies will be responsible for paying a set-up fee charged by ODEMSA to prepare a Box for service, and for 
paying any fee imposed to replace a damaged or destroyed Box. 
 
It is the responsibility of the applying agency to make arrangements with a pharmacy to have the Drug Box filled in 
accordance with the ALS Drug Box Contents of ODEMSA’s Prehospital Patient Care Protocols, which is attached 
to this document. 
 
Only boxes meeting ODEMSA’s standards, as described above and endorsed by the ODEMSA Pharmacy  
Committee, will be filled by the hospital Pharmacy and used by out-of-hospital agencies and providers. 
 
The Pharmacy Committee will review all requests at its regular meetings. 
 
7. DRUG BOX RETURNS: 
 
In the event that a licensed EMS agency loses its ALS license, ceases operations or moves outside the ODEMSA 
region, the agency will notify ODEMSA in writing within 30 days.  It then will return any and all ALS Drug Boxes 
that were in its possession to the hospital Pharmacy that last restocked the box(es).  
 
The Pharmacy will confirm to ODEMSA in writing that the Drug Box(es) has (have) been returned. When so  
notified, ODEMSA then will issue to the agency a receipt for the box(es). 
 
The receiving pharmacy will add the Drug Box(es) to its reserves and place it (them) back into general 
circulation within the Restocking program. 
 
8. DRUG BOX ACCOUNTABILITY: 
 
ALS Drug Boxes are filled by hospital Pharmacies and sealed until used by an out-of-hospital provider. The  
Pharmacy is responsible for the filled box until it is exchanged with a prehospital ALS provider for a used box. 
 
The prehospital EMS agency is responsible for the storage and security of the box outside the hospital, 
including and after it has been opened in the field by an ALS provider. Once the box is opened, the ALS provider  
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is responsible for the contents of the box and its condition until it is returned and accepted for exchange at an ap-
propriate hospital. 
 
Only clean boxes that are safe to handle will be accepted for exchange.  
 
The seal used for ALS Drug Boxes is supplied to the hospital pharmacies by ODEMSA and is a standardized type 
that can provide security for the contents.  Seals are individually numbered and marked with the letters 
“ODEMSA" to signify the Old Dominion EMS Alliance. When ODEMSA seals are not available, a pharmacy may 
use a hospital seal that it deems as appropriate for the purpose until such time as the ODEMSA seals are  
available. 
 
The means of accounting for the ALS Drug Box contents is the Commonwealth of Virginia Prehospital Patient 
Care Report (PPCR) as most recently revised or its equivalent as approved by the Virginia Office of EMS.  All 
medications administered to patients must be recorded on the PPCR, which is a legal document and a medical 
record. 
 
Information and documentation should include: IV procedures, a recording of the used Drug Box and the new 
Drug Box issued for each call, the Medical Control physician's signature when controlled drugs are ordered, and 
the signature of a pharmacist or other licensed professional to indicate that all controlled drugs have been ac-
counted for by EMS personnel and the receiving hospital. The drug section of the PPCR is used to document the 
administration of drugs specified in local protocols, including dose, route and times.  
 
The following procedure is to be followed insofar as it does not otherwise conflict with established policies and  
procedures of the receiving hospital's Pharmacy Department or Virginia Board of Pharmacy regulations: 
 
The ALS provider, using the PPCR, is responsible for accounting for all medications in the Box, including 
narcotics, whether or not they were used. 
 
The ALS provider will count narcotics in the Drug Box in the presence of a licensed professional (i.e. pharmacist, 
nurse, physician).  
 
If narcotics have been used, any remaining narcotic should be wasted in the hospital emergency department in 
the presence of a licensed professional in conformance with State Board of Pharmacy regulations. 
 
The amount of narcotic administered and the amount (if any) wasted should be recorded by the licensed 
professional and recorded in an appropriate location on the PPCR. 
 
Instances when there has been a significant discrepancy in accounting for medications – e.g. involving two or 
more Drug Boxes or involving Schedule 2 or 4 medications (morphine or valium) -- will be reported as soon as 
possible to ODEMSA.  ODEMSA, in turn, will promptly notify the Virginia Board of Pharmacy, the Virginia Office of 
EMS, the last-filling hospital and, if appropriate, local and/or state law enforcement officials. 
 
ODEMSA will ensure that all Discrepancy Reports it receives are audited not less than every six months and that 
a written report is made available to the Pharmacy Committee. 
 
9. HOSPITAL PHARMACY RESPONSIBILITIES: 
 
Each participating hospital Pharmacy in the ODEMSA region agrees to the following: 
 
     A.   To purchase, store, control and dispense all pharmaceuticals and related paraphernalia contained in the  
            ALS Drug Boxes and in quantity sufficient to meet the needs of the Drug Box Program. 
 
     B.   To ensure that all drug and paraphernalia contained or replaced in the Drug Boxes are generically  
            equivalent to those approved by the Medical Control Committee. 
 
     C.   To ensure in-hospital compliance with all Virginia Board of Pharmacy rules and regulations regarding  
            prehospital Drug Boxes. 
 
     D.   To ensure that only a Pharmacist, or authorized personnel under the direction of a Pharmacist, restocks or    
             exchanges the ALS Drug Boxes. 
 
     E.   To ensure that all packaging of medication and paraphernalia is identical to that approved. 
 
     F.   To ensure that all pharmaceuticals and paraphernalia are within expirations dates, that the earliest  
            expiration date is beyond three months as practical, and that the yellow Control/Report Form has been  
            filled out. 
 
     G.   To ensure that a sufficient quantity of ALS Drug Boxes are available for exchange on a 24-hour basis. 
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     H.   To ensure that each Drug Box is restocked according to the ALS Drug Box Contents list, as most recently                  
            revised, and that each box contains a copy of that list as supplied to the Hospital Pharmacy by ODEMSA. 
 
     I. To ensure that any discrepancy has been reported on an ODEMSA Drug Box Discrepancy Form and  
             forwarded to ODEMSA in a timely manner. 
 
     J. To ensure that all ALS Drug Boxes have been locked with an appropriate security seal. 
 
     K.   To ensure that when a system-wide shortage of a medication occurs, or when ALS Drug Boxes have short  
           dated drugs, the ALS Drug Boxes’ exteriors will be so-marked.  
 
10. PREHOSPITAL AGENCY/PROVIDER RESPONSIBILITIES: 
 
Each participating licensed prehospital agency and/or Provider in the ODEMSA region agrees to the 
following: 
 
     A.   When acquiring a new ALS Drug Box, to make prior appropriate arrangements with a hospital pharmacy to 
           have the box filled in accordance with the ALS Drug Box Contents of ODEMSA’s Prehospital Patient Care 
           Protocols. 
 
     B.   To store and secure ALS Drug Boxes and related supplies in licensed ALS vehicles according to Virginia 
           EMS Regulations (effective 1/15/2003), i.e. Section 12 VAC 5-31-520, and the Virginia Board of Pharmacy. 
 
     C.   To otherwise comply with all Virginia Board of Pharmacy rules and regulations regarding Drug Boxes. 
 
     D.   When more than one ALS Drug Box is carried on a vehicle, to rotate the boxes in use to minimize long 
            term drug expiration. 
 
     E.   To allow only Virginia certified ALS providers or licensed medical personnel to handle or administer  
            medications contained in Drug Boxes.  Certified ALS providers include: EMT- Enhanced/EMT-Shock 
           Trauma; EMT-Cardiac/EMT-Intermediate; and EMT-Paramedic.  Licensed medical personnel include  
            hospital pharmacists, registered nurses and physicians. 
 
     F.   To ensure that ALS providers, at the beginning of a duty shift, will check Drug Boxes in the possession of 
            their respective agencies for the security seal and for drug expiration dates. 
 
     G.   To ensure that any Drug Box with a broken seal or expired medications is reported to the appropriate EMS 
           officer, as designated by the agency, and taken to a participating Hospital Pharmacy to be inspected and, if 
           appropriate, re-sealed or restocked. 
 
     H.   To ensure that the administering ALS provider fills out and files a PPCR when the contents of a Drug Box 
            are used during an emergency call. 
 
     I. To notify the Virginia office of EMS and the Old Dominion EMS Alliance when any ALS Drug Box’s  
              controlled substance(s) or regulated medical devices appear to have been diverted, in compliance with 
             Virginia EMS Regulations (12 VAC 5-31-520 D). Such notification will involve use of the Virginia Office of  
             EMS Drug Diversion Report Form (EMS-6023F as attached to this document), a copy of which will be sent 
             to ODEMSA. 
 
     J. To ensure that the ALS Drug Box used on a call is cleaned and free of any dirt, blood or other fluids or 
             biohazards, and is otherwise safe to handle before it is returned to the Hospital Pharmacy for  
             replacement. 
 
     K.   To ensure that the ALS provider disposes on appropriate containers all trash, including paraphernalia, from 
            the use of the Drug Box during a call. 
 
      L.   To participate from time to time as needed in an inventory report  to ODEMSA of Drug Boxes in  the  
            agency’s  possession. 
 
11. O.D.E.M.S.A.’S RESPONSIBILITES: 
 
The Old Dominion EMS Alliance agrees to the following: 
 
     A.   To properly prepare and mark ALS Drug Boxes for entry into the system. 
 
     B.   To maintain, repair or replace Drug Boxes in a timely fashion as needed and requested by hospital  
            pharmacies. 
 
     C.   To provide locks, forms and other documentation as needed and requested by hospital pharmacies. 
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     D.   To forward Discrepancy Forms to the last-filling hospital in a timely manner after such reports are filed by 
            hospitals or individuals. 
 
     E.   To coordinate the reporting process when there has been a significant discrepancy – as defined by the 
           Committee -- in accounting for drugs, e.g. involving two or more Boxes or Schedule 2 or 4 drugs (See Sec 
            tion 8-E). 
    
     F.   To ensure that drug audits and drug box inventory results and other appropriate reports are available to the 
           Pharmacy Committee. 
 
     G.   To respond to complaints or problems from hospital or out-of-hospital and provide needed immediate  
            assistance to mitigate until such time as the Committee can take appropriate action. 
 
     H.   To communicate with the Virginia Office of EMS to ensure that office has received the original of any state 
            Drug Diversion Report Form it receives. 
 
     I. To coordinate between the Pharmacy Committee and other standing committees  -- i.e. Medical Control or 
             Manpower and Training -- as to proposed changes in the ALS Drug Box Contents. 
 
     J. To staff meetings of the ODEMSA Pharmacy Committee and ensure that meeting notices and meeting 
             minutes are distributed in a timely fashion.  
 
12. COMPLIANCE AND MODIFICATION: 
 

Compliance with these policies will be monitored by ODEMSA and reported regularly to the ODEMSA 
Pharmacy Committee, a standing committee of ODEMSA.  That Committee will decide on monitoring policies and 
on appropriate corrective action in the event of non-compliance. 

 
The Pharmacy Committee will review recommended revisions and updates to these ALS Drug Box  

Policies and Procedures.  Recommendations approved by the Pharmacy Committee will be forwarded to the 
Medical Control Committee or other appropriate Committee for endorsement, and ultimately to the ODEMSA 
Board of Directors for its action. 
 
 
 
 
 
 
 
 
 
 
 
 
 
      Approved by ODEMSA Pharmacy Committee 03-04-02 
      Approved by Old Dominion Medical Control Committee 03-20-02 
      Reviewed by Virginia Board of Pharmacy 03-20-02 
      Approved by ODEMSA Board of Directors 03-21-02 
     Endorsed by South Central EMS Council 06-17-02 
       Endorsed by Metro Richmond EMS Council 07-23-02 
      Reviewed, Revised and Endorsed by ODEMSA Pharmacy Committee 8-12-03 
       Approved by ODEMSA Board of Directors 10-30-02 
       Reviewed and Revised by ODEMSA Pharmacy Committee 10/2004 
             Reviewed by ODEMSA Pharmacy Committee 10/2004 
             Reviewed by ODEMSA Pharmacy Committee 10/2005 
             Reviewed by ODEMSA Pharmacy Committee 1/2006 
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12. Patient Destination Policy 

SCOPE:  This policy pertains to all licensed EMS Agencies providing Class B (Basic Life Support), C 
(Advanced Life Support) and D (Specialized Life Support) ambulance transportation. 

PURPOSE:  To provide for a defined, consistent policy for the destination of ambulance patients 
consistent with quality patient care and regional medical protocols within the Old Dominion EMS Alliance 
(ODEMSA) region which includes Planning Districts 13, 14, 15 and 19. 

POLICY ELEMENTS: 

1.   All ambulance patients (resulting from requests for emergency assistance which result in transport) 
normally will be transported to the closest appropriate hospital emergency department unless 
redirected by the on-line Medical Control Physician or by Medical Control during a declared Diversion. The 
closest appropriate hospital is defined as the hospital closest to the location of the patient that 
can provide the level of care needed by the patient.  The Medical Control Physician is defined as the attending 
emergency department physician at the hospital contacted by the ambulance Attendant-in- 
Charge (AIC) or a person designated by the AIC. Medical Control is defined as that hospital 
designated to direct ambulance movements in line with ODEMSA’s Hospital Diversion Policy as most recently 
revised. 

2.   Stable patients may be transported to the patient’s hospital of choice if allowed by local EMS 
agency policies and by available resources. 

3.   Patients who meet certain criteria as severe trauma patients, as defined in the Old Dominion EMS 
Alliance Trauma Care System Plan, usually will be transported directly to a Trauma Center unless redirected 
by the Medical Control Physician in accordance with the Trauma Care System Plan. 

4.   Individual EMS agencies and/or EMS systems are responsible for determining operational policies 
related to the most effective ambulance deployment and utilization patterns. This may include policies allowing 
transport of stable patients to hospitals of the patients’ choice. 

5.   In mass casualty incident (MCI) situations, the current Central Virginia Mass Casualty Incident Plan 
and its EMS Mutual Aid Response Guide, as most recently revised, will govern patient transportation and hos-
pital destination(s). 

6.   Other policies and protocols related to patient transport and ambulance-to-hospital communications 
are defined in the ODEMSA Prehospital Patient Care Protocols and the Hospital Diversion Policy as most re-
cently revised. 

1/1/2000 
Reviewed and Revised 2/2004 

Reviewed 2/2005 
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13.  Hospital Diversion Policy For Emergency Patients 

Current January 2006 
 

 
 

A.  PURPOSE:  To maintain an orderly, systematic and appropriate distribution of emer-
gency patients transported by ambulances during a single or multiple hospital diversion situa-
tion within the Old Dominion EMS Alliance region. 
 
B.  SCOPE:  This policy pertains to all acute care hospitals and all licensed EMS agencies pro-
viding ground ambulance transportation as defined in Virginia Department of Health regulations.  It 
will be Annex B to the Central Virginia Mass Casualty Incident Plan, as most recently revised, of 
which all 16 hospitals are signatories. 
 
This Policy will have the highest level of impact on the 12 acute care hospitals in the Richmond/Tri-Cities 
area (PD 15 and 19).  However, it also is recognized that the diversion status of those 12 hospitals can 
have a significant impact on the four remaining acute care hospitals located in Emporia, Farmville, South 
Boston and South Hill (PD 13, 14 and 19). 
 
NOTE:  Early contact and notification by the EMS ambulance crew to the intended hospital is es-
sential for optimal patient care. It is highly recommended that the ambulance Attendant in Charge 
(AIC) use the regional MIVT Report format when providing the hospital with pre-arrival information 
on the patient. Once an EMS unit has marked on route and a report has been given to the receiv-
ing hospital, any later change in diversion status of the receiving hospital will not affect that am-
bulance. 
 
   1. CONTRAINDICATIONS:  Patients with airway obstruction, uncontrollable airway,  
   uncontrollable bleeding, who are in extremis, or with CPR in progress should be taken immediately 
   to the closest appropriate hospital, without regard to the hospital’s diversion status.   
 Level 1 Trauma Centers are never on diversion for major or multi-system trauma patients 
 except in extraordinary circumstances.    
 
 2. DIVERSION OVERRULE: Prehospital EMS providers may overrule diversion if a
 patient is in extremis, or for significant weather/traffic delays, mechanical problems, etc.  An EMS 
 provider who believes an acute decompensation is likely to occur if the patient is diverted to a 
 more distant hospital ALWAYS has the option to take that patient to the closest Emergency  
 Department regardless of the diversion status.  The Attendant-in-Charge also has the  
 option to ask via radio or phone to speak  directly to an Emergency Department physician. 
 Good clinical sense and optimal patient care are the ultimate considerations. 
 
 NOTE:  Such decisions to overrule a hospital’s diversion status may be referred for 
 review to the Old Dominion Medical Control Committee and the provider’s agency by 
 the receiving hospital. 
 
 
        3. CONSIDERATIONS:  When there are questions about hospital destination  
          in an out-of-hospital situation, the prehospital attendant-in-charge should contact the  
          local hospital as early as possible by radio or phone for destination guidance. 
 
                  NOTE:  Decisions by on-line Medical Control and prehospital EMS providers about 
                  patient destination must always be in the best interest of the patient. 
 
        4. Refer to ODEMSA’s complete Hospital Diversion Policy for further information. 
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Acute Care Hospitals in the ODEMSA Region 
CJW Medical Center-Chippenham (2) 
7101 Jahnke Road 
Richmond, VA 23225 

CJW Medical Center-Johnston-Willis (2) 
1401 Johnston-Willis Drive 
Richmond, VA  23235  

Community Memorial Healthcenter 
125 Buena Vista Circle 
South Hill, VA  23970 

Halifax Regional Hospital 
2204 Wilborn Avenue 
South Boston, VA 24592 

Henrico Doctors’ Hospital - Forest 
1602 Skipwith Road 
Richmond, VA 23229 

Henrico Doctors’ Hospital - Parham 
7700 Parham Road 
Richmond, VA 23294 

John Randolph Medical Center 
411 W. Randolph Road 
Hopewell, VA 23860 

McGuire VA Medical Center 
1201 Broad Rock Road 
Richmond, VA  23249 

Memorial Regional Medical Center 
8260 Atlee Road 
Mechanicsville, VA 23116 

Retreat Hospital 
2621 Grove Avenue 
Richmond, VA 23220 

Richmond Community Hospital 
1500 N. 28th  Street 
Richmond, VA 23228 

St. Mary’s Hospital 
5801 Bremo Road 
Richmond, VA 23226 

Southern Va. Regional Medical Center 
727 N. Main Street 
Emporia, VA  23847 

Southside Community Hospital 
800 Oak Street 
Farmville, VA 23901 

Southside Regional Medical Center (2) 
801 S. Adams Street 
Petersburg, VA 23803 

St. Francis Medical Center 
13700 St. Francis Boulevard 
Midlothian, VA  23114 

VCU Medical Center  (1) 
401 N. 12th  Street 
Richmond, VA  23298 

NOTE: (1) Level 1 Trauma Center 
(2) Level 3 Trauma Center 

Current January 2006 



 

Administrative Page 41 

14.  Nerve Agent Antidote (Mark 1 Kit) Policy and Protocol  

Policy and Protocol  
  For Use of the Nerve Agent Antidote  

  Auto-Injector (Mark 1 Kit) 

A. In general, pinpoint pupils, increased secretions, and muscle fasciculation 
           are the most reliable signs of nerve agent exposure.  
 

B. Nerve agents are either vaporous or liquid agents belonging to the  
           classification of drugs known as organophosphates. Tabun (GA), Sarin 
           (GB), Soman (GC) and VX are the most commonly stockpiled agents. The 
           first three, though transported as liquids, are weaponized by vaporization 
           and are inhaled. VX stays in a heavy liquid form, much like motor oil, and  
           is spread by the droplet route.  
 

Mild Vapor Exposure:  

Signs and symptoms following a vapor exposure occur within seconds to minutes, 
and include: 

 
A.  Miosis – constriction of the pupil. Characteristically occurs from a 
nerve agent vapor exposure to the eye, or from direct liquid contact with 
the eye.  

Scope: 

The use of the MARK 1 auto-injector is intended for any event, including Weapons 
of Mass Destruction (WMD incidents), when it has been determined that a poisoning 
by a chemical nerve agent/ organophosphate has occurred. Use of the kits is limited 
to this purpose. The use of this antidote for any other class of agents is contraindi-
cated and may be a life-threatening hazard. It is particularly geared to the use of 
Mark 1 kits that are carried on licensed EMS vehicles in the Old Dominion EMS     
Alliance region. 

Indications for Use: 

In the event of exposure to a known or a suspected organophosphate chemical 
agent, responders should withdraw immediately from the area if possible.  With-
drawal should be made with the realization that the responder may be contaminated 
and should be limited to the nearest fresh-air site avoiding contamination of  
bystanders or other responders. 

Adapted by Old dominion EMS Alliance 
     Source:  Virginia Department of Health 
    Office of Emergency Medical  Services 
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Moderate Exposure:  

Signs and symptoms for a moderate exposure include: 
 

A.  Those occurring in mild exposures. 
B.  More respiratory distress.  
C.  Muscular weakness and fasciculation – twitching can be localized, as in 

the case of mild to moderate liquid exposure, or generalized, as in        
large liquid and moderate to large vaporous exposures.  

D. Gastrointestinal effects (vomiting and diarrhea) – these are generally     
      the first systemic signs of skin exposure (liquid agent) to a nerve agent  
E..  Sweating – may be localized for a mild to moderate liquid exposure, or 
      generalized for a vapor or large liquid exposure.  
F.  Tachycardia, hypertension.  

 
Management and Treatment:  
A. Administer one or two MARK I kits, and titrate to symptomatology  
     (up to a maximum of three MARK I kits).  
B.  Respiratory management – supplemental oxygen, assistance in    

 secretion management.  
C. Decontaminate and transport.  

Miosis is usually accompanied by eye pain, described often as a dull ache in the 
front of the forehead or as pain about the orbit  

B.  Headache.  
C.  Dim vision.  
D. Increased salivation, lacrimation, and rhinorrhea (rhinorrhea  
      may be the first indicator of exposure, aside from eye findings, in a vapor  
      exposure).  
E.  Mild respiratory distress. 
F.  Mild muscle weakness and/or mild, localized muscle twitching.  

 
Management:  
A.  Most symptoms resolve spontaneously within 15-30 minutes.  
B.  No specific treatment is indicated. 

 
Treatment:  
A.  If airway effects are noted (chest tightness, shortness of breath, 
 airway secretions), and/or if other symptoms are not improving 
 over time, administer one MARK I auto-injector kit. 
B. Monitor progress, noting that MARK I auto-injectors will not         
      reverse miosis. Supplemental oxygen is required in those                
      personnel with pulmonary manifestations, or with a history of          
      cardiac disease. 

Adapted by Old dominion EMS Alliance 
     Source:  Virginia Department of Health 
    Office of Emergency Medical  Services 
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Special Considerations:  
A. Riot control agents, i.e. mace, tear gas, pepper spray, are irritants to mu-

cous membranes:  
1.  Excessive tearing and rhinorrhea will be present. 

 2. Shortness of breath may be present.   
3. Miosis is never present . 
4. Atropine and Pralidoxime are not indicated. 

B. Pestcides, such as malathion, chlorpyrifos, and diazinon are also  
organophosphates. They are not as potent. 
Treatment is usually limited to Atropine alone. 
Pralidoxime is not indicated for pesticides containing carbamates. 

C. Industrial gases, such as chlorine and phosgene, have similar presenta-
tions to nerve agents. 
1. Shortness of breath, skin or mucous membrane irritation, and    
cough may be present. 
2. Muscle fasciculation and miosis are not present.  

Severe Exposure:  
Signs and symptoms for a severe exposure include: 
 

A. Miosis.  
B. Copious respiratory secretions impairing a patent airway.  
C. Severe respiratory distress or apnea. 
D. Possible cyanosis.  
E. Muscle twitching which progresses to muscle rigidity and flaccid paralysis.  
F. Altered level of consciousness – patient may be unconscious or seizing.  
G. Incontinence of bowel and bladder. 

 
The onset of symptoms for a severe exposure usually is rapid -- from seconds to min-
utes for a vapor exposure -- but may take up to 30 minutes for a VX or liquid exposure. 
  

Management and Treatment  
A. Aggressive airway control, including BVM, intubation, Combitube© insertion, 

and vigilant suctioning. 
B. Administer three MARK I kits in rapid succession. 
C. Anticonvulsant medications probably will be required, even in the absence of 

seizure activity. Administer one Diazepam auto-injector if available. If not, con-
sider administration of Valium IV. 

D. Decontaminate and transport. 

Adapted by Old Dominion EMS Alliance 
     Source:  Virginia Department of Health 
    Office of Emergency Medical  Services 
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Recommended Procedure for Administration of MARK 1 Kits  

Note: Two administration protocols are outlined: the sequential protocol allows the        
two components of the MARK I kit to be given one at a time; the simultaneous              
protocol allows for both auto-injectors to be administered at the same time.  There         
are no therapeutic advantages of one over the other, and either may be employed        
with the same effect. Refer to the photograph and information on Page 8. 

A. Self-Administration: Sequential Protocol 

1. The MARK 1 kit contains two auto-injectors: the larger black- 
     tipped Pralidoxime, labeled #2, containing 600mg of medication in 2ml; 

                and the smaller green-tipped Atropine, labeled #1, containing 2mg in 0.7ml.  
 

 2.  Hold the kit in the non-dominant hand with the larger (#2) auto-injector on 
       top. 
  

 3.  Grasp the smaller (#1) auto-injector in the dominant hand with a pencil- 
       type grip, pull and remove the smaller green-tipped #1 Atropine injector 
       from its clips.  
 

 4.  The Atropine auto-injector now is “armed.”  
 
 5.  Select a large muscle mass – the anterolateral thigh is the preferred site. 
  
 6.  The upper outer quadrant of the buttocks is permissible, particularly for 

        thin casualties . 
 

 7.  Remove any objects (coins, keys, buttons) that may be obstructing the 
       path of the spring-loaded needle; do not inject directly onto or in close 
       proximity to the thigh, hip, or knee bone.  
 

 8.  The auto-injectors are designed to be used through clothing and turnout 
        gear.  
 

 9.  Place the colored end (needle side) against the selected site and apply 
        firm, even, stabbing pressure to the auto-injector.  
 

10. Hold in place for 10 seconds. 
 
11. Massage the site if possible. 
 
12.   Repeat, using the black-colored Pralidoxime injector labeled #2.  
 
13.  Make every effort to dispose of used needles carefully, either by utilizing a 

        sharps container/ bucket, and/or by bending the tips of the non-retracting 
        needles against a hard surface (ground).  
 

14.  Monitor for improvement in symptoms – remember, miosis or pupillary 
        constriction will not improve unless topical Atropine is given.  
 

15.  Multiple or repeated doses may be given according to signs and 
        symptoms up to a maximum of three (3) Mark 1 kits.  
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Post-Treatment Actions  
A. Once egress is made and self-treatment has been performed, the responder shall 

notify other personnel on scene of the danger inside and shall await  
     decontamination before advancing for further medical evaluation. 
 
B. Once treated with antidote kit[s], the responder shall be taken off-line immediately 

and, after at least gross decontamination, will be transported to the nearest      
emergency department for further medical evaluation. 

 
C. A Triage Tag will be attached to the responder indicating the use of MARK 1 auto  

injector(s), and adding any information regarding the exposure [liquid or vapor, 
signs and symptoms, and especially if the responder has been decontaminated]. 

B. Self-Administration: Simultaneous Protocol 

1.  Prepare both Mark 1 auto-injectors, as described above.  
2.  Select two muscle sites, one in each thigh or buttock . 
3.  Simultaneously, inject both auto-injectors into the desired sites, holding 

 firm pressure for 10 seconds until both auto-injectors are fully discharged.  
4.  Massage, dispose of sharps, and monitor effects and symptoms as above.  

 
C. Buddy Administration 

1.  If conscious, have the recipient squat and not kneel to receive antidote 
 administration. 

2.  If unconscious, position the recipient on his/her side in a lateral position.  
3.  Select the thigh or upper outer quadrant of the buttocks as the site of 

 injection (the thigh is preferable). 
4.  Administer per injection protocols. 
5.  Monitor for improvement or need for additional MARK 1 injections. 
6.  In order to determine that a responder has received treatment with 

 antidote kit[s], each kit shall include a marking pen.  The pen is 
 to be used to signify that a responder has received treatment with MARK 1 
 kits and/or Diazepam.  

7.  In order to determine that a responder has received treatment with 
 antidote kit[s], each kit shall include a marking pen.  The pen is to be used 
 to signify that a responder has received treatment with MARK 1 kits and/or 
 Diazepam.  

8.  A single vertical line shall be drawn upon the forehead of the responder for  
 every MARK 1 kit received, and a “V” added when needed to signify the 
 administration of the Diazepam component. 
 

Adapted by Old Dominion EMS Alliance 
     Source:  Virginia Department of Health 
    Office of Emergency Medical  Services 
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Mark 1 Auto-Injector Kit Described 

This is a photo of the Mark 1 auto-injector kit that 
will be used to treat persons exposed to nerve agents 
and/or pesticides in the ODEMSA region. It contains 
two medications that provide an antidote for nerve 
agent victims. Victims would include citizens and 
emergency responders such as firefighters, law  
enforcement officers, and emergency medical services 
(EMS) providers in the 9,000-square-mile Central  
Virginia area. The auto-injectors are simple to use and 
can be self-administered or administered by EMS  
personnel. 
 
Under the ODEMSA plan, each licensed EMS vehicle 
in Planning Districts 13, 14, 15 and 19 will carry up to 
25 auto-injectors in locked compartments. This will 
allow crews to respond directly to an incident, saving 
critical time in treating people exposed to pesticides 
or other lethal nerve agents. 
 
In partnership with local governments, ODEMSA has 
obtained two matching state Rescue Squad Assistance 
Fund grants to equip 229 licensed EMS vehicles in 
Planning Districts 13, 14 and 19. Plans are being  
developed to similarly equip all EMS vehicles in 
Planning District 15 also. 

 

Adapted by Old Dominion EMS Alliance 
     Source:  Virginia Department of Health 
    Office of Emergency Medical  Services 
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MARK 1 kits may be given to transporting medical personnel,                                        

including air medical crews, to facilitate continued patient care.  

MARK 1 KIT UTILIZATION PROTOCOL  

Introduction 

The primary intent of using MARK I Kits is to allow first responders to self-treat or to 
treat other first responders in the event of a chemical nerve agent exposure.  However, 
the Office of EMS/VDH realizes that, in the event of a mass public exposure to a nerve 
agent, the first responders may possess the resources to treat other members of the 
public safety response team. Accordingly, OEMS endorses the following protocol for 
on-scene administration of the MARK 1 Kits. This protocol is intended as an interim 
document pending publication of the updated ODEMSA Prehospital Patient Care      
Protocols. 

ON-SCENE PROTOCOL 

An Incident Involving a Nerve Agent Occurs 
 

Self-Treat and Treat Your Crew 
 

Provide Treatment to Other Public Safety Responders 
 

EMT-Ps or EMT-Is May Administer the MARK 1 Kits 
If sufficient resources are not available then: 

 
EMT-Basics May Administer the MARK 1 Kits 
If sufficient resources are not available then: 

 
Trained First Responders May Administer the MARK 1 Kits 

 
Transport After at Least Gross Decontamination 

 
For patients requiring continued administration of the MARK 1 Kit, the EMS provider is 

authorized to adhere to the following transportation protocol 
(in order of preference): 

 
EMT-P/EMT-I Accompanies the Patients 

If sufficient resources are not available then: 
 

EMT-Basic Accompanies the Patients 
If sufficient resources are not available then: 

 

Adapted by Old Dominion EMS Alliance 
     Source:  Virginia Department of Health 
    Office of Emergency Medical  Services 
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MARK I INSTRUCTIONS 
04/2006 

1. Remove the Nerve Agent Antidote Kit {MARKI kit) from its 
storage location. 

 
2. With your non-dominant hand, hold the autoinjectors by 

the plastic clip so that the larger autoinjector is on top and both are 
positioned in front of you at eye level. 

3. With the other hand, check the injection site (thigh or 
buttocks) for buttons or objects in pockets which may interfere with 
the injections. 

4. Grasp the atropine (green-tipped) autoinjector with the thumb 
and first two fingers. 

5.  Pull the injector out of the clip with a smooth 
motion. 
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6. Hold the autoinjector like a pen or pencil, between the thumb and first two fingers. 
 
7. Position the green tip of the autoinjector against the injection site ( thigh or buttocks).  

8. Apply firm, even pressure (not a jabbing motion) to the injector until it pushes the needle into 
the thigh or buttock. 

 

9. Hold the injector firmly in place for at least 10 seconds. The seconds can be estimated by 
counting "one one thousand, two one thousand," and so forth. 

 

10. Carefully remove the autoinjector. 

11. Place the used autoinjector into a sharps container. 

12. Pull the 2-PAMCI autoinjector (black-tipped) out of the clip and inject using the procedures 
outlined in steps 4 through 11. 

13. Annotate the number of autoinjectors administered on an ambulance prehospital patient 
care report (PPCR) or, in a mass casualty incident situation, in the Treatment Record section  
on the reverse side of the Virginia Triage Tag. 

04/2006 
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15.  Treat and Release Policy at Mass Gathering Events 

Patient Care Policy       
Treat and Release for Minor Injuries 

At Mass Gathering Events 
Current January 2006 

 
 

I.  Scope: 
This policy and its related protocol are intended for use only in gatherings of large 
numbers of persons such as races, concerts and rallies, and in those circumstances/
situations approved by the EMS Agency’s operational medical director (OMD).  It is 
designed to give clear patient care guidelines to EMS providers in the ODEMSA  
region and allow them the option of treating patients with minor injuries and/or  
medical complaints without transporting the patients to a medical facility. The OMD 
must approve this policy before it is implemented. 
 
It is intended for use only in when the number of anticipated patients could quickly 
overwhelm existing EMS or hospital resources to provide appropriate patient care. 
This policy will apply to any patient that meets the patient profile (below) that requires 
basic first aid only. 

 
EMS providers are expected to use good clinical judgment and complete  
documentation. Providers may transport any patient to a medical facility regardless  
of the patient’s chief complaint, presenting symptoms or clinical assessment  
according to ODEMSA Prehospital Patient Care Protocols. 

 
Any patient who asks to be transported to a medical facility, even if the EMS 
provider feels that the patient could be treated and released under this policy, 
will be transported. 

 
Any patient for whom the E911 System has been appropriately activated may be 
transported to the hospital for further evaluation. 

 
II. Patient Profile (Those patients who may be treated with this protocol): 

A. Patient history and examination will be reliable: 
1. Alert and oriented X3. 
2. No suggestion of drug, alcohol or other substance usage/abuse. 
3. No suggestion of psychological/psychiatric problems. 
4. No head injury (including loss of consciousness or altered mental status). 
5. Patient is able to communicate adequately and to understand what is being 

communicated to him/her. 
B. Injuries sustained where mechanism of injury is very low risk for significant injury. 

 D. Patient has no spinal injury, pain, tenderness or deformity on exam, and has a 
normal sensory/ motor exam. 
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 E. Patient does not exhibit any signs of chest pain or shortness of breath. 
 F. Patient will have vital signs within age specific normal limits. 

 
III. General Exclusion Criteria: 

 A. Any patient with a pain scale assessment higher than a “5” on a 1 to 10 scale. 
 B. Any patient who does not meet all requirements in the Patient Profile section. 
 C. Any patient who requests transportation to a medical facility. 
 D. Any patient for whom the E911 System has been appropriately activated. 

 
IV. Indications and Treatments: 

 Minor complaints/injuries may include the following, but are not limited to: 
 A. Any minor injury requiring simple wound disinfection and  
     bandage application: 

 1. Treatment: After completion of the primary exam, clean abrasions, simple  
avulsions, and small lacerations not requiring suturing with normal saline. Apply 
antibiotic ointment (Bacitracin or Neosporin) and sterile bandage. Ensure that the 
patient has had Tetanus Toxoid immunization within the last five (5) years. NOTE: 
If not current with Tetanus immunization, the patient must be referred within 72 
hours from the incident to his/her own physician. 

    
   2.   Contraindications: 

 a.)  Any signs or symptoms of infection (redness, swelling, fever, 
drainage). 

 b.)  Any wound to facial area, unless it is a simple abrasion. 
 c.)  Any deep, jagged or gapping wound. 
 d.)  Any uncontrolled bleeding from the wound. 
 e.)  Any wound exposing subcutaneous tissue/structure. 

 
 B. Request for over the counter medications for c/o headache, or 

simple muscle type pain: 
 1. Treatment: After completion of the primary exam, assess patient for medication 

allergies. Administer Tylenol, Ibuprofen, or ASA as requested by the patient per 
manufacturer dosage recommendation. 

     
       2.   Contraindications: 

      a.) Any neurological deficits with headache. 
      b.) Any history of allergies to approved medications. 
      c.) Any request for ASA for complaint of chest pain   (These  

                     patients must be referred to the hospital for further evaluation. 
                     ASA may be given under the ALS protocol for chest pain) 
     d.)            Any patient requesting ASA or ibuprofen with a history of asthma. 



 

Administrative Page 53 

C.     Soft tissue injury without signs or symptoms of a fracture: 
 1.   Treatment: After completion of the primary exam, elevate the affected area 

and apply a cold/ice pack. Provide education on removal of cold pack within 20 
minutes of placement. 

 
      2.  Contraindications: 

a.) Any signs/symptoms of a fracture (deformity, excessive swelling, 
discoloration, any open wounds over the site, decreased range of 
motion). 

       b.)  Any neurological deficits (numbness or tingling distally, delayed 
capillary refill or decreased pulses distally). 

 c.)  Any severe pain or swelling requiring splinting. 
 d.)  Any injury associated with vascular deficits distal to the injury. 
 

D.    Insect stings: 
1. Treatment: After completion of the primary exam, assess patient for previous  
     allergies to bee stings. Monitor airway for allergic reaction/swelling. After        

completing history, remove the stinger by scraping with a blunt edged object. Do 
not remove with tweezers; squeezing may release more of the poison into the  
surrounding tissue. Wash the area thoroughly with soap and water. Apply ice/cold 
pack to relieve pain and/or swelling. Monitor airway for allergic reaction/swelling. 
NOTE: stingers not removed will continue to release venom into the tissue for as 
long as 20 minutes. 

 
2.  Contraindications: 

a.)  Any patient with a history of allergies to Insect stings. 
b.)  Any insect sting on the face or neck. 
c.)  Any patient that exhibits signs of respiratory distress, tightness in throat 

or chest, dizziness, rash, fainting, nausea/vomiting, difficulty swallowing. 
d.)  Any swelling of the face, lips or eyelids. 
e.)  Hypotension. 
 f.)  Presence of hives or other obvious symptoms of a more generalized   

allergic reaction. 
 

E.    Tick removal: 
1. Treatment: After completion of the primary exam, remove the tick gently by using 

tweezers to grasp the tick firmly at its head, next to the patient’s skin. Pull firmly 
and steadily on the tick until it lets go. Swab the bite with alcohol. Inspect the tick 
to ensure that the head has been removed successfully. Educate patient on signs/
symptoms of Lyme Disease (bull’s eye rash, fever, headache, joint pain) and 
Rocky Mountain Spotted Fever (purple to red rash on trunk and extremities, fever 
and headache). 

 
2.  Contraindications: 

a.)  Any tick that appears to have been embedded for longer than 24 hours. 
b.)  Any signs or symptoms of infection present. 
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3.)  If the tick does not appear to have been removed whole and the head 
remains embedded in the skin, the patient must be sent to a physician or 
medical facility that day. 

  

F.    Minor animal bite: 
1. Treatment: After completion of the primary exam, wash the area of the bite    

carefully with soap and water. Apply antibiotic cream and a sterile dressing.      
Ensure that the patient has had Tetanus Toxoid immunization within the last five 
(5) years. NOTE: If not current with Tetanus immunization, the patient must be 
referred within 72 hours from the incident to his/her own physician. 

 
2. Report bite (as required under State and local laws) to either local animal control or the local 

health department.  If possible to do so without endangering anyone, detain or take steps to    
identify the biting animal. If the animal is deceased, the carcass should be should be immediately 
turned over to animal control. 

 
3. Refer the patient to their primary care physician for follow up treatment because 

the risk of infection needs to be closely monitored. 
 
4.  Contraindications: 

a.)  Any facial involvement. 
b.)  Any wound that will not stop bleeding after 15 minutes of direct pressure. 
c.)  The attacking animal was wild or behaving strangely. 
d)  Animal immunization status is unknown, or the animal cannot be found. 

 
G.    Non-traumatic nose bleeds without medical causes: 

1. Treatment: After completion of the primary exam (rule out any medical causes), 
lean the patient slightly forward to avoid swallowing blood. Apply firm pressure  
below the bony part of the nose for 10 minutes. Reassess  if bleeding continues 
transport to a medical facility. 

 
2.  Contraindications: 

1.)  Any medical causes, i.e. hypertension, history of hemophilia. 
2.)  Patient that is currently on any blood thinner medication. 
3.)  Bleeding uncontrolled for longer than 10 minutes after treatment. 
4.)  Any nosebleed caused by a direct traumatic injury. 

 
H.    1st Degree burns (usually caused by brief skin contact with hot 

water, steam, hot objects, or overexposure to the sun): 
1.   Treatment: After completion of the primary exam, run cool water over the burned 

area or hold a cold compress on the burn. Do not use ice. Cover loosely with a 
sterile bandage. Offer extra fluids. 

 
2.   Contraindications: 

a.)  Any 2nd or 3rd
 degree burns. 

b.)  Any burns to the face, eyes, mouth, hands, and genital areas. 
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c.)  Any burn too large to cover with a bandage. 
d.)  Any burn caused by electricity or an explosion. 

 
I.    Eye Irritations (sand, dirt and other “foreign bodies” on the surface 

of the eye): 
1. Treatment: After completion of the primary exam, flush affected eye with sterile 

saline solution. Flush for up to 15 minutes, checking the eye every five (5) minutes 
to see if the foreign body has been flushed out. Encourage the patient not to touch 
or rub the affected eye. If the foreign material cannot be removed by flushing, or 
the eye remains irritated after flushing, transport to a Medical Facility. 

 
2.   Contraindications: 

a.)  Any embedded foreign body. 
 b.)  Any eye irritation due to chemical exposure. 
 c.)  Any eye irritation due to trauma. 

 
J.    Splinter removal: 

1. Treatment: After completion of the primary exam, remove the splinter from the 
skin by pulling at the same angle that it entered with a pair of tweezers. If a    
splinter is not easily removed, refer the patient to a physician for removal. Wash 
with soap and water, apply antibiotic ointment and a sterile dressing. 

 
2.   Contraindications: 

a.)  If the splinter is too large or went deeply into the skin. 
b.)  Any signs of infection. 
c.)  If the splinter is unable to be removed. 

 
K.    Heat exhaustion/heat cramps (heat related illness): 

1.   Symptoms may include: 
a.)  Skin:  sweating, clammy, pale. 
b.)  Pulse:  tachycardia. 
c.)  Respirations:  increased. 
d.)  Temperature: normal or slightly elevated. 
e.)  Neurological:  headache, weakness, dizziness, anxiety. 
f.)  GI: nausea/vomiting. 
g.)  Muscle cramps. 
 

2.   Treatment: After completion of the primary exam, 
a.)  Place the patient in a cool area to rest. 
b.)  Remove any excess clothing. 
c.)  Sponge the skin with cool water. Consider the use of fans if available to 

aid in the cooling process. Air movement over moistened skin will hasten 
water evaporation and the cooling effects of this moisture. 

d.)  Apply cold packs to the forehead and/or back of neck. Consider the     
application of these packs to the axillae and groin to further enhance the 
cooling effects in severely symptomatic patients. 

e.)  Provide cold water for drinking. 
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f.)  Initiate IV fluid bolus for patient’s with persistent symptoms despite above 
cooling efforts (do not initiate for any patient with a history of congestive 
heart disease or pulmonary edema). Bolus with 250cc-500cc over 10-20 
minutes. Re-evaluate symptoms. Repeat ONCE as needed. 

g.)  Reassess and appropriately document findings. Patients who show     
significant improvement with cessation of symptoms may be released. 
Provide the patient with education related to prevention of future heat  
related illness symptoms. 

 
Patients will be transported to a medical facility immediately for symptoms 
that persist after a total of one (1) liter of normal saline. 

   
 

Patients will be transported to a medical facility immediately for symptoms 
which persist for more than one (1) hour despite above treatment. 
 

3.   Contraindications (Patients requiring transport to a medical/facility include the 
following with heat related illness of any degree): 

  a.)  Heat stroke: (a life threatening condition where the body loses the ability 
to regulate its own temperature). Signs and symptoms include: 

   1.) Hot, red, dry skin, but NOT sweaty. 
   2.) Confusion, delirium, hallucinations. 
   3.) Seizures. 
   4.) Syncopal episode. 
   5.) Frequent uncontrolled vomiting. 
   6.) Difficulty breathing. 
   7.) Elevated internal body temperature (>103). 

 Patients experiencing these symptoms should be rapidly cooled, an IV of 
NS established and transported immediately to the closest emergency 
department. (See ODEMSA Protocol Hyperthermia/Heat Stroke). 

  b.) Any patient with complaint of chest pain or dyspnea. 
  c.) Any patient with a BP <90mmHG systolic. 
     d) Any patient over the age of 70 OR under the age of 13. 
 

V. Patient Assessment and Documentation: 
Documentation is required for each patient and should be done on a PPCR, ODEMSA 
Treat and Release for Minor Injuries form, or other locally developed form. This form 
when complete will include: chief complaint, vital signs (including pain scale), primary 
assessment with particular attention to the patient’s neurological status, clinical           
assessment, treatment rendered, and education on follow up care. Providers’ assess-
ment skills should be renewed and reviewed on a regular basis. 
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VI. Patient Referrals: 
In all cases where patients are treated and released under this policy and protocol, there 
will be clear documentation and explanation to the patient or responsible party of the  
absolute need for the patient to be reevaluated by the patient’s own physician or medical 
facility of choice for definitive medical care. 
 

THIS POLICY AND PROTOCOL IS NOT INTENDED TO PROVIDE DEFINITIVE CARE TO 
ANY PATIENT. IT IS RATHER INTENDED TO PROVIDE A MECHANISM BY WHICH      

BASIC FIRST AID MAY BE ADMINISTERED ACUTELY, WITH PHYSICIAN FOLLOW-UP 
AT THE PATIENT’S EARLIEST CONVENIENCE. 

 

VII. Quality Assurance: 
It is recommended that participating agency ‘s quality assurance/performance             
improvement policy stipulate that both during and upon completion of each event where 
the use of the Treat and Release Patient Care Policy and Protocol has been authorized, 
the OMD conduct a random review of the charts generated for the appropriateness of 
documentation, treatment and disposition of the patient. The sample size should be 
large enough to assure that appropriate care by all providers is being rendered. 

 

VIII. Reporting: 
It is strongly recommended that at the conclusion of six (6) months from the date this 
policy is adopted, results of this project be reported back to the ODEMSA Medical    
Control Committee for quality assurance and quality improvement purposes. 

 
 
 
 
 
 

#### 

Adopted by ODEMSA Board and Medical Control Committee 8/2005 
Adapted by the Old Dominion EMS Alliance 

Source: Henrico Division of Fire/EMS 
ODEMSA T&R Policy 9-2005 
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1. 12 Lead EKG 
 
Overview:  The 12-lead ECG is used to support the clinical diagnosis of Acute Myo-
cardial Infarction (AMI).  It is imperative that lead placement is correct. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Lead 
  V1 Fourth intercostal space at the right border of the sternum. 
  V2 Fourth inter costal space at left border of the sternum. 
  V3 Midway between locations V2 and V4. 
  V4   At the mid-clavicular line in the fifth intercostal space. 
  V5  At the anterior axillary line on the same horizontal level as V4. 
  V6 At the mid-axillary line on the same horizontal level as V4 and V5. 
 
RA & LA  Traditionally placed anywhere on the arm, alternate placement to              
reduce muscle artifact is midway between the elbow and the shoulder. 
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2. Capnography         
 
A. INDICATIONS:  

 
Capnography (PETCO2 monitoring) is a non-invasive method that measures 
CO2 in exhaled gases, thus providing an evaluation of ventilatory status.  Cap-
nography is to be used as an additional tool to compliment sound clinical skills 
and patient assessment and is to be used on intubated patients. 

 
Capnography is strongly recommended on all intubated patients.  For 
any agency with capnography technology, 100% compliance is expected. 

 
PROTOCOL FOR MANAGEMENT: 

 
FOR PATIENTS WHO ARE INTUBATED: 

1.  Provide ventilatory assistance to maintain CO2 readings at 35 – 45 (3.5% 
to 5.5%). 

2.  Confirm tube placement by auscultating breath sounds. 
3.  Attach the sensor to the endotracheal tube. 
4.  As soon as tube placement is verified, make a note of the CO2 reading and 

time.  Be sure to record these times for documentation. 
5.  Once tube placement is verified record the time, waveform and CO2 num-

ber on your PPCR. 
6.  If ROSC record the time correlating with ROSC.  Note any change in your 

CO2 and record the reading. 
 

C. IMPORTANT POINTS: 
 

1.  Not affected by administering drugs down the ET tube. 
2.  Water or secretions accumulating in the sensor can cause inaccurate  
  readings. 
3. The sensor is very easily damaged and should be replaced if inaccurate 

readings occur. 
4. Capnography is a good clinical indicator of successful ROSC and/or  
      effective CPR, because readings within the normal values show organ  
      Perfusion. 
5. Causes of increased ETCO2: 

 
Fever      Hypoventilation 
Sepsis      COPD 
Sodium bicarbonate administration  Rebreathing 
Increased metabolic rate   Leak in vent circuit 
Seizures       Muscular paralysis 
Respiratory Depression 
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3. Chest Decompression  
 
A. INDICATIONS:  

 
Patients who are 8 years of age and older and are suspected of having a  
tension pneumothorax.  Contact Medical Control if the pediatric patient is less 
than 8 or pounds.  
 
Note:  Any patient in cardiac arrest after massive chest trauma should be 
considered a candidate for prophylactic bilateral chest decompression. 

 
 
B. PROTOCOL FOR MANAGEMENT: 

 
1. Ensure that the patient has a secured airway. 
 
2. Provide 100% oxygen via non-rebreather mask or BVM. 

 
3. Perform chest decompression at the second intercostals space in the 

mid-clavicular line on the affected side.  An alternate location is the 
fourth intercostal space mid-axillary line. 

 
4. Use a large-bore needle of appropriate gauge and length.  Adult (16yo 

and older): 14 gauge 1 3⁄4” – 2 1⁄2”.  Child (8-15yo):  18 gauge 1 3/4'” 
 

5. Insert needle at a 90-degree angle, “hugging” the top of the lower rib. 
Remove needle and leave catheter in place. 

 
6. Attach an appropriate valve; flutter valve, or syringe, if available. 

 
7. Secure the catheter and valve in place. 

 
8. Continue to monitor conditions for development of a second tension 

pneumothorax. 
 

9. Transport the patient promptly to the nearest appropriate medical  
 facility. 
 
Note:  If the provider’s assessment is incorrect, performing chest de-
compression can cause a simple pneumothorax.   
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4. Combitube 
 
INDICATIONS:   
 
 For use as a primary or alternate (rescue) airway devise utilized for airway 

control in the unconscious patient. 
 

 Note: A failed intubation attempt shall be defined as follows: An ET tube 
 cannot be confirmed to be in the trachea after at least three (3) attempts 
 per patient. 

 
CONTRAINDICATIONS: 
 

1. An Intact gag reflex. 
 

2.   The patient is less than five (5) feet tall.  
 

3. Patient has known or suspected underlying esophageal and/or laryngeal 
disease. 

 
4. Significant damage to the cricoid cartilage or larynx (fractured larynx). 

 
5. Transection of the patient’s trachea. 

 
6. Known or suspected foreign body airway obstruction. 

 
7. Significant damage to the maxilofacial region 

 
8. Known ingestion of a caustic substance. 

 
 
PROTOCOL FOR MANAGEMENT: 

 
1. Gently bend the distal portion of the Combitube to aid insertion. 

 
2. Using the thumb and forefinger of one hand, grasp the tongue and jaw and 

gently lift the jaw in an anterior and distal motion. 
 

3. Lubrication of the tube is recommended. 
 

4. Insert the tube following the natural curve of the oropharynx. 
 

5. Insert until the printed ring marks at the proximal end of the Combitube lie 
between the patient’s teeth. 

 
6. DO NOT FORCE THE TUBE INTO PLACE. 



Clinical Procedures Page 12 

7. Inflate the oropharyngeal balloon (Blue balloon) with 85-100cc of air, 
 using the large syringe. 

 
NOTE:  There may be an outward movement of the Combitube while  
inflating the balloon. 
 
8. Inflate the distal balloon (white balloon) with twelve (12) to fifteen (15) 
  cc of air, using the small syringe. 
 
NOTE:  There is a high probability of esophageal insertion.   
THIS IS NORMAL. 
 
9.  Attempt ventilation through the BLUE TUBE. 
 
10.  Confirm esophageal placement: 

a. Observe chest rise upon ventilation. 
b.  Auscultate abdomen for epigastric sounds.   
c. If no epigastric sounds heard, continue ventilation.   
d. If Epigastric sounds are heard, you may have placed the  
Combitube in the trachea.  Proceed to step 12. 
e. Auscultate for bilateral breath sounds. 
f. Note condensation in the tube with expirations. 
g. Attach end-tidal CO2.  
h. Attach pulse-oximeter.  

 
11.  Secure the Combitube and reassess placement. 
 
12.  If tracheal intubation suspected, ventilate via the WHITE TUBE. 

 
13.  Confirm tracheal placement: 

a. Observe chest rise upon ventilation. 
b. Auscultate for bilateral breath sounds. 
c. Auscultate abdomen for epigastric sounds.   
d. Note condensation in the tube with expirations. 
e. Attach end-tidal CO2 from the LP-12 and monitor. 
f. Attach pulse-oximeter from the LP-12 and monitor. 
 

14.  Secure the Combitube and reassess placement. 
 
15. If absence of lung sounds, or bilateral lung sounds are not heard:  
 deflate both cuffs completely and pull the tube back 1 to 3 cm.   
 Re-inflate both cuffs; begin again at step 7. 

 
16. If successful tube placement cannot be confirmed, remove the tube and 
 ventilate using basic airway skills. 
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5. Pulse Oximetry          
 
A. INDICATIONS:  

 
Pulse Oximetry is a non-invasive method that measures hemoglobin saturation 
of arterial blood, thus providing an evaluation of oxygenation status.  Pulse oxi-
metry is to be used as an assessment tool to compliment sound clinical skills.  
Providers should always rely on their clinical assessment of the patient and fol-
low appropriate protocols.  Patients who would most likely benefit from pulse 
oximetry: 

Difficulty breathing/ shortness of breath 
Altered mental status 
Chest pain 
Hypoventilation or hyperventilation 
Intubated patients who are adequately perfusing 
In the opinion of the Attendant in charge, pulse oximetry is an adjunct to 
appropriate patient care. 
 

B. PROTOCOL FOR MANAGEMENT: 
 
Obtain your reading and document this reading with the time on your PPCR. 
Record any changes with the reading and time on your PPCR as noted. 
It is recommended to record the pulse oximetry with your vital signs 
  

C. IMPORTANT POINTS: 
 

Oxygen WILL NOT be with held from any patient in need on the basis of  
pulse oximetry readings. 
 
High oxygen concentration levels does not mean that the patient is stable.  
Other clinical signs and symptoms MUST be accessed in order to adequately 
treat the patient. 
 
Oxygen should be administered to maintain saturation > 95%. 

 
The heart rate reading should be compared to the patient’s palpable pulse. 

 
Pulse oximetry does not work well in states of poor perfusion, (cardiac arrest, 
shock, hypovolemia, hypothermia, and certain drugs). 

 
In the presence of carboxyhemoglobin, (house fires, carbon monoxide  
poisoning), pulse oximetry gives you a false high reading. 

 
Other clinical considerations: motion, venous pulsation, optic shunting, light 
interference, nail polish, anemia, intravascular dyes, and dyshemoglobins may 
cause inaccurate readings. 
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6.  Patient Restraint 
 
A.  INDICATIONS: 
  
  This procedure is indicated in patients when it is determined that the only way to 

 have proper patient care is through the use of restraints. 
 

a) Safe & Controlled access for medical procedures when involuntary patient-
interference or resistance is reasonably anticipated. 

b) Evaluation or treatment of combative persons when illness or trauma is sus-
pected to be the cause of the combativeness. 

c) Involuntary treatment of persons without capacity to refuse treatment. 
 
B.  PROTOCOL FOR MANAGEMENT: 
 
 a) Attempt to obtain verbal control of the situation. 

b) Determine if restraints will be needed by provider. 
c) Try to identify other causes for combativeness. 
d) Request Police response for assistance. 
e) INFORM Patient that you intend to restrain them and WHY (do not use this 

technique as a threat). 
f) The MINIMUM number of providers needed to restrain a patient is 3 with the 

RECOMMENDATION of 5 providers.  Use of 5 people is recommended to con-
trol each extremity and 1 for the patient’s head / airway. 

g) Apply restraints.  ALL restraints used by EMS will be soft restraints.  If Police 
restrain the patient with hard restraints, a police officer MUST ride in the ambu-
lance with the patient to the hospital.  Soft restraints should be applied so that 
the circulation of the extremity is not impaired.  It is recommended that providers 
use doubled 6-ply roller gauze (3 inch).  Sheets, triangular bandages and com-
mercial soft restraint are acceptable alternatives. 

h) ALL Patients will be transported in the Supine Position. 
i) Place patient onto backboard or stretcher. 
ii) Apply chest belt first.  This belt goes under the patient’s arms not over.  It 

should also be anchored above the patient shoulders and drawn as high as 
possible on the patient’s chest. (See Figure 1) 

 

Figure 1 
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Figure 2 

iii) Apply thigh belt second.  This belt should be anchored and engaged 
above the patients knee (See Figure 2). 

 
iv) Apply 4-point restraints last.  (Each arm and leg as necessary) The 2-point  
restraint above (Figure 2) may be enough restraint to control patient.  (Always 
use the minimum amount of restraint possible.) 

 
v) It is recommended to restrain the arms above the wrists and the legs above 
the ankles.  (Figure 3 & 4) 

 
vi) It is recommended that the dominant arm of the patient be restrained above 
his head. 

 
vii) Tie all restraint to “T-Posts” so that the restraint cannot slide (Figure 5). 

 
viii) Placement of hard collars are optional (Figure 3). 

Figure 3 Figure 4 
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Figure 5 – Side T-Post (Stryker) and Head T-Post (Ferno) 

ix) Once restrained ALWAYS Restrained. 
 
x) Circulatory checks distal to the restraints need to be done every  
 15 minutes. 
 
xi) If a patient begins to have a seizure CUT / RELEASE THE RESTRAINTS 

IMMEDIATELY. 
 

xii) Documentation must include the following 
(1) Evidence of patients lack of capacity. 
(2) Assistance from law enforcement if applicable. 
(3) Reasons for the restraints. 
(4) That the treatment and necessity of the restraints was in the patient’s 

best interest. 
(5) Type of restraint employed. 
(6) Limbs restrained. 
(7) Injuries that occurred during or after the restraint. 
(8) Circulation checks every 15 minutes. 



Clinical Procedures Page 18 

This page intentionally left blank 



Clinical Procedures Page 19 

7. Adult  IO 
 
A.  INDICATIONS: 

 
1. Patient is in critical need of vascular access for volume replacement or  
 medication administration and 
2. Delay in obtaining or unable to obtain vascular access via peripheral IV  
 techniques  and 
3. Decreased level of consciousness (GCS < 6 with no purposeful  
 movement) due to medical or traumatic insult or injury. 
 

B.  CONTRAINDICATIONS: 
 

Suspected narcotic overdose and/or hypoglycemia are absolute contra-
indications for the use of a sternal IO. 
1.  Weight less than manufacturer recommended weight. 
2.  Previous orthopedic surgery of the insertion site bone. 
3.       Suspected fracture or significant tissue/vascular damage at insertion 
           site. 
4.        Severe osteoporosis or other bone softening conditions. 

 
C:  PROTOCOL FOR MANAGEMENT: 
 

1.  Assemble and prepare all equipment. 
2. Prep the site with Betadine and clean with alcohol using sterile  
  procedure. 
3.  Locate landmarks for insertion site. 
4.  Insert per manufacturers recommendation. 
5.       Check for infiltration. 
6.       Secure access.   
7.       Document procedure on PPCR. 
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13.  Insure Remover Package remains with the patient (unopened) and is 
 forwarded to the ED along with removal instructions (it is recommended 
 that the removal equipment and procedure are tapes to the patients 
 cloths or central part of the patients torso). 

14.  Accurately document the procedure on the PPCR, including justification 
 for using the device. 

15.  Removal of the device is to be performed by a physician. 
 
       COMPLICATIONS 
 

1.  Soft tissue infusion from penetration of the posterior wall. 
2.  Slow infusion from clotting of the marrow. 
3.  Fat embolism. 
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8. Surgical Cricothyrotomy 
 
 
A.  INDICATIONS:  
 
 This procedure is indicated in patients for whom intubation is indicated for  
 definitive airway control, and ONLY when nasotracheal intubation cannot be 
 performed or is contraindicated.  If a patient can be effectively ventilated via 
 basic airway management skills, surgical cricothyrotomy should not be  
 performed. 

 
B.  PROTOCOL FOR MANAGEMENT: 
 1. Identify the cricothyroid membrane, which is bounded superiorly by the 
  thyroid cartilage and inferiorly by the cricoid cartilage. 
 2. Prep the area with betadine, if available.  With a scalpel, make a 1cm 
  horizontal incision over the membrane.  Use the scalpel to puncture the  
  membrane after the skin incision is made. 
 3. If landmarks are obscured by marked obesity or subcutaneous air,  
  make a 2cm horizontal incision through the skin, and dissect bluntly 
  down to identify the cricothyroid membrane.  Then make a 1cm  
  horizontal incision through the membrane when it is identified. 
 4. Enlarge the incision with the handle of the scalpel or other appropriate 
  surgical instrument. NEVER enlarge the incision with the scalpel blade. 
 5. Maintain the opening with a “Hook” or other surgical instrument. 
 6. Insert the appropriate size tracheostomy tube.*  Remove the obturator, 
  ventilate and confirm successful intubation: 
  A. Attach capnographer or end tidal CO2 monitoring device or use  
   esophageal intubation detector (EID). 
  B.  Observe chest rise and fall. 
  C. Auscultate for bilateral breath sounds. 
  D.  Look for condensation in the tube. 
  E. Auscultate abdomen for the absence of gurgling to rule out  
   esophageal intubation. 
 7. Transport the patient promptly to the nearest appropriate hospital. 
 
 

*  In the absence of a tracheostomy tube, an endotracheal tube may be used.  In-
sert the tube only until the cuff enters the trachea, and then inflate it. 
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    9. Temperature Measurement 
 
INDICATIONS:   

 
A temperature should be recorded when indicated.  Normal body temperature 
is a range and can be influenced by many factors such as time of day, level of 
activity, medications, and gender.  Normal ranges are as follows: 
 
0  – 2 years  97.5°F – 99.1° F  36.4°C – 38.0°C 
3  – 10 years  95.9°F – 99.5° F  36.1°C – 37.8°C 
11 – 65 years 96.6°F – 99.7° F  35.9°C – 37.6°C 
>65 years  96.4°F – 99.5° F  35.8°C – 37.5°C 
 

CONTRAINDICATIONS: 
 
 1. Do not use an ear thermometer if there is blood, drainage, or an  
  obstruction in the external ear canal. 

 
 2. Ear thermometers should not be used if there are symptoms of an 
                      acute or chronic inflammatory condition of the external ear canal. 

 
 3. If the patient is wearing a hearing aid, it must be removed and 20  
  minutes should elapse prior to obtaining an ear temperature reading. 
 
 4. Deformities of the face and/or ear may hinder the ability to obtain an  
  ear temperature. 
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    10. Synchronized Cardioversion 
 
INDICATIONS:   

 
Synchronized cardioversion is indicated for any type of unstable tachycardia 
with serious signs and symptoms directly related to the tachycardia. 
 

CONTRAINDICATIONS: 
 
 1. Asystole, Ventricular Fibrillation, Torsades de Pointes (TdP). 
 
PROTOCOL FOR MANAGEMENT: 
 

1. A brief trial of medications may be administered based on specific  
 arrythmias. Immediate cardioversion is generally not needed for rates 
 < 150 beats/min. 
 
2.  If the situation permits, premedicate whenever possible (e.g. diazepam, 

 lorazepam), with or without an analgesic agent (e.g., morphine). 
 
 3. Check oxygen saturation, suction device, IV line, and intubation  
  equipment prior to attempting synchronized cardioversion. 
 
 4. Be sure to attach the patient to the monitor using ECG leads. 
 
 5. If you are using paddles to cardiovert, be sure to use a conductive  
  medium (i.e. Defib-Gel, or 3M Defib-Pads) to avoid burns to the  
  patient’s skin. If you are using self-adhesive defib pads to cardiovert, be 
  sure that they are placed in the appropriate position and make good 
  contact with the patient’s skin. 
 
 6. Be sure to press the “SYNC” button, and verify by observing a marker 
  above each “R” wave. 
 
 7.  Charge the defibrillator to the appropriate energy setting, verify no one 
  is touching the patient, and deliver the shock. 
 
 8. If the shock is unsuccessful, increase the energy setting to the next  
  appropriate setting, and repeat the above procedure from step 6. 
 
 **NOTE: The synchronized mode must be reset after each shock. Most 
 defibrillators default back to unsynchronized mode to allow an  
 immediate defibrillation in the event of ventricular fibrillation. 
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 10. Synchronized Cardioversion cont’d… 
 
IMPORTANT POINTS: 
 If for any reason the defibrillator will not “SYNC”, and the patient is unstable 
 with serious signs and symptoms, DO NOT delay cardioversion. Administer an 
 unsynchronized shock at the appropriate energy setting. 
 
 Torsades de Pointes (TdP) should not be cardioverted, as the synchronizer 
 cannot always identify “R” waves, and the patient will usually have a pulse. 
  
 ***Consider Magnesium 1-2 grams IV Push for Torsades de Pointes (TdP). 
 
  If the patient is unstable, the patient should be defibrillated at the same  
 settings as pulseless V-Tach/V-Fib. 
 
ENERGY SETTINGS: 
 Below is a list of energy settings recommended by various defibrillator  
 manufacturers.  We recommend you highlight the setting for your device. 

 
Monophasic: 
 
 
 
 
 
Biphasic: 
 

  
 
 
 
 
 
 

  
 NOTE: If you are uncertain of your device’s settings, or if your device  
 is not listed here, the AHA recommends a default selection of: 
 

  
  

 
 

  
 
** 50-70 Joules (depending on device settings) may be used as the  
initial dose for PSVT/Atrial Flutter as these rhythms often respond to  

 lower energy settings. 
 

 1st 
Shock 

2nd 
Shock 

3rd 
Shock 

4th 
Shock 

All Devices: 100 J 200 J 300 J 360 J 

Physio-Control 100 J 200 J 300 J 360 J 

Zoll 100 J 120 J 150 J 200 J 

Philips 100 J 150 J 200 J 200 J 

Welch Allyn 100 J 200 J 300 J 360J 

50-70 J** 

50-70 J** 

50-70 J** 

50-70 J** 

Device  
Manufacturer: 

 1st 
Shock 

2nd 
Shock 

3rd 
Shock 

4th 
Shock 

Biphasic Defibrillator of Unknown Type 

100 J 200 J 300 J 360 J 50-70 J** 

 1st 
Shock 

2nd 
Shock 

3rd  
Shock 

4th  
Shock 
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Prehospital Patient Care 
 

IV.  Medical Patient Care 
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1.  Allergic Reaction 

Overview :  Allergic reactions are a serious and potentially life-threatening medical  
emergency.  It is the body’s adverse reaction to a foreign protein, i.e. food, medicine,  
pollen, insect sting or any ingested, inhaled or injected substance.  Patients frequently 
have local or generalized swelling and can experience difficulty breathing.  Constant 
monitoring of the patient’s airway and breathing is mandatory. 

Prehospital goal:  Maintain stable vital signs, protect the patient’s airway, treat any  
potentially reversible process.  Obtain a complete history. 

BLS ALS 

Perform Initial assessment 
General impression 
Airway 
Breathing  
Circulation 
Level of consciousness 
    

Administer oxygen per patient 
assessment. 
    

Evaluate severity of patient’s re-
action.  If patient’s reaction is 
severe refer to Medical Patient 
Protocol – Anaphylaxis  
    

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indi-
cated. 

Perform Initial assessment 
General impression 
Airway  
Breathing  
Circulation 
Level of consciousness 
    

Administer oxygen per patient  
assessment. 
    

Evaluate severity of patient’s  
reaction.  If patient’s reaction is  
severe refer to Medical Patient 
Protocol – Anaphylaxis  
    

Place patient on cardiac monitor. 
    

Establish IV of NS, titrate rate to  
maintain systolic BP at > 90 mm Hg. 
                
Administer Diphenhydramine 
(Benadryl) 50 mg IV or IM 
    

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 
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2.  Anaphylaxis 

Overview :  Anaphylaxis is a serious and potentially life-threatening medical emergency.  It 
is the body’s adverse reaction to a foreign protein, i.e. food, medicine, pollen, insect sting or 
any ingested, inhaled or injected substance.  Anaphylaxis is a severe allergic reaction and can 
characterized by wheezing,  airway compromise, or BP is < 90 mm Hg.   Constant monitor-
ing of the patient’s airway and breathing is mandatory. 

Prehospital goal:  Maintain stable vital signs, protect the patient’s airway, treat any po- 
tentially reversible process.  Obtain a complete history. 

BLS ALS 
Perform Initial assessment 

General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Administer oxygen per patient 
assessment. 
    

Evaluate severity of patient’s  
reaction. If patient’s reaction is mild 
refer to Medical Patient Protocol -  
Allergic Reaction. 
    

If patient has a prescribed  
Epinephrine Auto injector,  
administer with Medical Control  
    

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Administer oxygen per patient 
assessment. 
    

Evaluate severity of patient’s  
reaction.  If patient’s reaction is mild 
refer to Medical Patient Protocol – 
Allergic Reaction. 
    

Place patient on cardiac monitor. 
    

Establish IV of NS, titrate rate to main-
tain systolic BP at > 90 mm Hg.  
                
Administer Epinephrine (1:1000) 0.3 
mg SQ  or Epinephrine (1:10,000) 
0.3 mg IV Slowly. 
    

Administer Diphenhydramine 
(Benadryl) 50 mg IV or IM after 
Epinephrine. 
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2.  Anaphylaxis 
Page 2 

BLS ALS 

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated.  
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3. Assessment - Medical 

     INDICATIONS: Medical problems account for the bulk of cases handled by pre-hospital 
providers. Proper initial assessment (primary survey) and focused assessment (secondary  
survey) of the patient and an accurate medical history can result in significantly higher level 
of patient care and the effective treatment of  the patient’s signs and symptoms.  Proper 
medical assessment also teaches an orderly approach to patient care and assures that the 
information needed for continued patient care is as accurate as possible. 

ASSESSMENT PROTOCOL: 

Scene Size-up 
1.   Consider the safety of the EMS team and the patient. 
2.   Obtain an overview of the scene and the patient. 
3.   Determine the number of patients or additional resources needed. 
4.   Take Body substance isolation (BSI) precautions. 

Initial Assessment: (Primary Survey) This should be performed rapidly and all life-
threatening problems should be treated immediately.  If needed, oxygen should be admin-
istered immediately.  Vital signs can be taken during the survey. 

General Impression 
 Form a general impression of patient based on initial presentation, mechanism of 

injury, and/or nature of the illness. 
 Begin the assessment of the patient’s LOC by initially contacting the patient. 

Airway - Ensure that the patient has an open airway.  Assist if needed with head tilt/chin 
lift or jaw thrust, or airway adjuncts as indicated. 

Breathing - Check adequacy of respirations / ventilation; listen to breathing, Auscultate 
breath sounds with stethoscope. 

- Apply Oxygen as appropriate. 

Circulation - Check distal and central pulses; check skin temperature and color; check 
capillary refill; check for obvious hemorrhage. 

Level of Consciousness 
 Perform rapid neurological survey using AVPU mnemonic: 

A Alert 
V Alert to Verbal stimulus 
P Alert to Pain 
U Unresponsive 

Expose - Remove clothing as appropriate to examine and evaluate medical problems. 

Determine priority of the patient: 
 Perform a rapid assessment or focused assessment based on the needs 

      of the patient.        
 Evaluate the need and call for ALS as appropriate. 
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Rapid assessment - Assessment of the patient to identify life-threatening injuries or conditions. 
Usually performed on the patient who is unable to relate his/her medical condition. 

Focused Assessment - Assessment of the patient based on his/her condition.  Use the acro- 
nym OPQRST to assess the complaint further. 

O - Onset - when did the problem begin ? 
P - Provoke - what makes the problem worse ? 
Q - Quality - describe the problem ? 
R - Radiation - does the pain move anywhere ? 
S - Severity - On a scale from 0 - 10, how bad is the pain ? 
T - Time - Does the condition come and go ? How long does it last? 

Patient History - Use the acronym SAMPLE to gather information on the patient’s medical his- 
tory. 

S - Signs and symptoms 
A - Allergies 
M - Medications 
P - Pertinent past medical history 
L - Last oral intake 
E - Events leading up to the event 

Vital signs - Pulse, blood pressure,  respirations, lung sounds, skin color and texture, and oxy- 
gen saturation 

Treatment and transportation - Consider interventions and transportation of the patient. 

On-going Assessment - Reassess the patients condition regularly for changes.  Reassess the 
patients airway, breathing, circulation, and vital signs. 

- Every 5 minutes for unstable patient 
- Every 10 – 15 minutes for stable patient 

Detailed Exam - Complete exam of the patient to gather more detailed information than was 
gathered in the Initial assessment or Focused assessment.  The patient’s injury or illness will de- 
termine the need to perform this assessment.  Usually performed enroute to the hospital. 
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4.  Asthma / COPD 

Overview :  Decompensated asthma and chronic obstructive pulmonary disease (COPD) 
may range from mild respiratory distress to respiratory failure.  Bronchospasm (narrowing of 
the airway) is often worsened by environmental exposure (smoke, dust, heat, cold, etc.), infec-
tion (bronchitis, upper respiratory infection, or pneumonia) or medication non compliance. 
COPD patients often rely on their low blood oxygen to stimulate breathing; thus, supplemental 
oxygen may decrease the respiratory drive.  Never withhold oxygen to a patient in which it is 
indicated. (See procedure - Airway Management).  Asthma often presents with wheezing and, 
in some cases, may be difficult to differentiate from congestive heart failure.  NOTE:  All that 
wheezes is not asthma. 

Prehospital goal:   Maintain stable vital signs, support ventilations, obtain history, reduce 
bronchospasm, and improve oxygenation. 

BLS ALS 

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Administer oxygen per patient 
assessment. 
    

If patient has a prescribed metered 
dose inhaler;  
    

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Administer oxygen per patient 
assessment. 
    

Place patient on cardiac monitor. 
               
Administer Albuterol with 
Ipratropium.  5.0 mg Albuterol and 
0.5 mg of Ipratropium . 
    

Establish IV of NS at KVO rate or  
saline lock. 
    

Reassess patient.  Repeat Albuterol 
per patient assessment.  5.0 mg Al-
buterol.   
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4. Asthma / COPD 
Page 2 

BLS ALS 

If significant dyspnea, and patient is 
not responding to treatment, and BP 
>90 mmHg, administer magnesium 
sulfate 2 grams IV over 10 minutes 
    

If bronchospasm is severe and patient 
is not responding to treatment, con-
sider Epi (1:1,000) 0.03 cc SQ if pa-
tient is less than 50, with heart rate 
less than 120, and no history of heart 
disease. 
                
Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 

Albuterol and Ipratropium Mixing 
Instructions 
 

Using Magnesium IV: 
2.0 grams of magnesium IV push over 10 min-
utes  OR mix  in 50 cc bag of normal saline and 
infuse over 10 minutes. 

 
Using Albuterol premixed bottles (2.5 mg): 
     Mix two single dose vials of albuterol (2.5 
mg / 3.0 ml) solution with one single dose of 
premixed Ipratropium solution (0.5 mg / 2.5 ml)  
to yield 8.5 ml of mix. 
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5-1.  Non-Traumatic Chest Discomfort  

Overview :  Non-traumatic chest discomfort is a common pre-hospital patient complaint.  It 
always should be considered life-threatening until proven otherwise.  The discomfort may 
be caused by acute myocardial infarction (AMI or heart attack) or angina pectoris (pain in 
the chest) which is a sign of inadequate oxygen supply to the heart muscle.  Factors which 
increase the likelihood of heart disease include age greater than 50, history of hyperten-
sion, diabetes mellitus, hypercholesterolemia, strong family history of artery disease, to-
bacco or cocaine use. 

Prehospital goal:   Maintain stable vital signs, determine presumptive cause of chest  
discomfort, increase oxygenation of the blood, reassure and comfort the patient, and  
reverse ischemia if possible. 

BLS ALS 
Perform Initial assessment 

General impression 
Airway  
Breathing 
Circulation 
Level of consciousness 
    

Administer oxygen per patient  
assessment. 
    

Obtain patient history; Ascertain drug 
allergies, reassure the patient. 
    

If patient has no active GI bleeding, 
and has no sensitivity to aspirin,  
administer 324 mg aspirin PO.  
                
If patient has prescribed Nitroglyc-
erin; 
    

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Administer oxygen per patient 
assessment. 
    

Obtain patient history; Ascertain 
drug allergies, reassure the patient. 
    

If patient has no active GI bleeding, 
and has no sensitivity to aspirin, ad-
minister 324 mg aspirin PO. 
                
If patient is age 25 or older, or has 
abnormal vital signs, or history  
suggests angina/AMI, or cocaine 
drug use, place the patient on car-
diac monitor. 
    

Establish IV of NS at KVO rate. 
    

Perform 12 lead EKG immediately if 
available.                                
                

If EKG is consistent with acute 
myocardial infarction, notify 
appropriate receiving hospital 
immediately 
      
Continue with pathway 
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5-1.  Non-Traumatic Chest Discomfort  
Page 2 

If indicated, refer to Appropriate 
Cardiac Arrhythmia Protocol. 
            
If patient assessment suggests cardiac 
ischemia or infarction, and if BP is greater 
than 90 mm Hg Systolic and patient is not 
on any Erectile Dysfunction medication, 
administer nitroglycerin,0.4 mg SL. 
    

If discomfort persists, repeat nitroglycerin 
0.4 mg SL in five minutes (up to total of 
three SL doses ).  Do not administer if BP 
is < 90 mm Hg systolic or if right ventricu-
lar infarction is suspected. 
    

If discomfort persists, apply one (1) inch of 
Nitropaste, if patient’s BP is > 90mm Hg. * 
    

If no signs of CHF or asthma, heart rate is 
greater than 70, and systolic BP is greater 
than 120, administer Metoprolol 5mg IV 
over 2 minutes slow IV push.  Repeat for a 
total of three doses 5 minutes apart.  Hold 
if HR < 70 or systolic BP < 120 mm HG. 

            
If discomfort persists, administer 
Morphine sulfate 2.0-5.0 mg IV every five 
(5) minutes to relieve discomfort, but only 
if patient’s BP is > 90 mm Hg. * 
    

Transport promptly in position of  
comfort. Reassess vital signs as indi-
cated. 

ALS 
Acute cocaine Toxicity  
If 12 lead EKG does not indicate 
AMI & cocaine chest pain is suspected 
per HPI then administer 
Valium 2.5 to 5.0 mg slowly IV 

                 
Support respiratory efforts if 
Indicated according to protocol 
* DO NOT ADMINISTER 
METOPROLOL IF COCAINE USAGE 
IS SUSPECTED. 

A good patient assessment includes patient 
history.  During transport begin to question 
the patient, friends and family about criteria 
for Fibrinolytic therapy. 

Fibrinolytic Screen Information 
During transport begin to question the patient, 
friends, and family about criteria for Fibri-
nolytic therapy.  Assess and record complete 
Patient History: 
• Onset of symptoms? 
• Recent Surgeries (< 3 months)? 
• Recent trauma? 
• History of Intracranial Hemorrhage, AV 

Malformation or Aneurysm? 
• Seizure activity with stroke? 
• Recent acute myocardial infarction? 
• Active internal bleeding (e.g. gastrointes-

tinal bleeding or urinary bleeding within 
the last 21 days. 

• Previous strokes? 
• Any invasive procedures? 
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PEA

  
  

 
 
 

5-2 COMPREHENSIVE PULSELESS ARREST ALGORITHM 
 
 
 

 Witnessed arrest - go directly to check rhythm 
 Give 90 seconds of CPR 
 Give oxygen via BVM when available 
 Attach monitor/defibrillator when available 

 
 

 
Shockable Check Rhythm 

Shockable Rhythm? 
Not Shockable 

 
VF / VT Asystole 

 
 

Give 1 Shock 
 Biphasic: 200J 
 Monophasic 360J 

Resume CPR Immediately 
 

Give 2 minutes or 5 cycles 
of CPR 

 
 
 
When IV/IO available, give Epinephrine during 
CPR (before or after the shock) 
 Epinephrine 1mg IV/IO Repeat every 3-5 

minutes 

 
 

CONSIDER NOT 
INITIATING EFFORTS 

Check Rhythm 
Shockable Rhythm? 

 
 
 

Continue CPR While Defibrillator is charging 
Give 1 shock 
 Biphasic 200J 
 Monophasic 360J 

Resume CPR Immediately after the shock 
When IV/IO available, give  Epinephrine during 
CPR (before or after the shock) 
 Epinephrine 1mg IV/IO 

Repeat every 3-5 minutes 

 
Consider Atropine  1mg IV/IO for slow PEA rate 
Repeat every 3-5 minutes (no more than 0.04 mg/ 
kg total dose) 

 
 
 

 
Check Rhythm 

Shockable Rhythm? 

Shockable 
 

 
Go to VF/VT 

Not Shockable 

 

 
 
When IV/IO available, give 
Epinephrine during CPR (before 
or after the shock) 
*  Epinephrine 1mg IV/IO 

Repeat every 3-5 minutes 
 
*  Atropine  1mg IV/IO   Repeat 
every 3-5 minutes (no more than 
0.04 mg/kg total dose) 
 
 

Give 2 minutes or 5 cycles 
of CPR 

 
Give 2 minutes or 5 cycles 

of CPR 
 
Check Rhythm 

Shockable Rhythm? 

 
Shockable 

 
 
Not Shockable 

 
 
 If Asystole, go to Asystole 
 If electrical activity, check 

pulse.  If no pulse, go to PEA 
 If pulse present, begin post 

resusitation care. 

 
Shockable 

 
 
Check Rhythm 

Shockable Rhythm? 

 

 
Continue CPR While Defibrillator is charging 
Give 1 shock 
 Biphasic 200J 
 Monophasic 360J 

Resume CPR Immediately after the shock 
Consider antiarrhythmics; give during CPR 

(Before or after the shock) 
 Amiodarone 300 mg IV/IO once, then 

consider  additional 150mg IV/IO once or 
 Consider Magnesium, loading dose 1-2 g IV/ 

IO for torsades de pointes 

 
 
 
 
 
 

During CPR 
 
 Push hard and fast (100/min) 
 Ensure full chest recoil 

ASYSTOLE PERSISTS 
 
Consider termination of 
resuscitation efforts 

 
 

Shockable 

 

 
 

 
 
Check Rhythm 

Shockable Rhythm? 

 
 
Not Shockable 

 Minimize interruptions in chest compressions 
 Avoid hyperventilation 
 One cycle of CPR = 30 compressions then 2 breaths 
 After an advanced airway is placed, rescuers no longer deliver “cycles” of 

CPR. Give continuous chest compressions without pauses for breaths 
 Secure airway and confirm placement 
 Search for and treat possible contributing factors 
 Hypovolemia Toxins 
 Hypoxia Tamponade, cardiac 
 Hydrogen Ion (acidosis) Tension Pneumothorax 
 Hypo / Hyperthermia Thrombosis (coronary or pulmonary) 
 Hypo / Hyperkalemia Trauma 



 

 

Medical Patient Care Page 16 

This page intentionally left blank 



 

 

Medical Patient Care Page 17 

 
 
 

5 - 3   P U L S E L E S S  V F  /  V T  
 
 
 

 
 
 

 C o n fir m  P u ls e le s s n e s s  
C   C ir c u la t io n :  I f w itn e s s e d  V F /V T  g o  d ir e c tly  to  s h o c k 
C   C ir c u la t io n :  B e g in  9 0  s e c o n d s  o f C P R  
A   A ir w a y :   D O  N O T  C o m p r o m is e  C P R  to  o b ta in  a d v a n c e d  a ir w a y 
A   A ir w a y :   C o ns id e r  p lac e m e n t o f C o m b itu b e  
B   B r e a t h in g :   If a d v a n c e d  a ir w a y  s e c u r e d  D o  N o t S to p  C P R  to  g iv e  b r e a th s .  
G iv e  8 - 1 0  b r e a th s  p e r  m in u te  
C   C ir c u la t io n :   O b ta in  IV  / IO 

 
 
 

 
C h e c k  R h y th m  

S h o c k a b le  R h y t h m ?  
 

          N o t  s h o c k a b le  
 

 
 
 

 
 
 
 
 
 

 If  P a t ie n t  d e v e lo p s  P E A  o r  
A s y s t o le  r e f e r  t o  r e s p e c t iv e 
p r o t o c o l  

 If  p u ls e  p r e s e n t , b e g in  p o s t 
  r e s u s i ta tio n  c a r e .  

C o n tin u e  C P R  W h i le  D e fib r i l la to r  is  c h a r g in g 
G iv e  1  s h o c k  
 B ip h a s ic  2 0 0J  
 M o n o p h a s ic  3 6 0 J  

R e s u m e  C P R  Im m e d ia t e ly  a f t e r  t h e  s h o c k  
W h e n  IV / IO  av a i la b le , g iv e  E p in e p h r in e   d u r in g  
C P R  ( b e fo r e  o r  a f te r  th e  s h o c k )  
 E p in e p h r in e  1 m g  IV / IO 

R e p e a t  e v e r y  3 - 5  m in u t e s  

 
 

N o t  s h o c k a b le   
C h e c k  R h y th m  

S h o c k a b le  R h y t h m ?  
 
 
 
 
 
 

C o n tin u e  C P R  fo r  2  m in u te s  o r  5  c y c le s  
 
 
 
 
 

C o n tin u e  C P R  W h i le  D e fib r i l la to r  is  c h a r g in g 
G iv e  1  s h o c k  
 B ip h a s ic  2 0 0J  
 M o n o p h a s ic  3 6 0 J  

R e s u m e  C P R  Im m e d ia t e ly  a f t e r  t h e  s h o c k  
C o n s id e r  a n tia r r h y th m ic s ; g iv e  d u r in g  C P R  

( B e fo r e  o r  a fte r  th e  s h o c k ) 
 A m io d a r o n e  3 0 0  m g  IV /IO  o n c e , th e n  

 c o ns id e r  a d d itio n a l 1 5 0 m g  IV / IO  tw ic e  
 C o n s id e r  M a g n e s iu m , lo a d in g  d o s e  1 - 2  g  IV /  

IO  fo r  to r s a d es  d e  p o in tes 
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5-4 PEA 

 

 

 

 

 

 

 Confirm Pulselessness 
C  Circulation: Begin 90 seconds of CPR 
A  Airway:  DO NOT Compromise CPR to obtain advanced airway 
A  Airway:  Consider placement of Combitube 
B  Breathing:  If advanced airway secured Do Not Stop CPR to give breaths. 
Give 8-10 breaths per minute 
C  Circulation:  Obtain IV / IO 

Confirm PEA 

Give 2 minutes or 5 cycles 
of CPR 

When IV/IO available, give Epinephrine 
during CPR (before or after the shock) 
*  Epinephrine 1mg IV/IO 

Repeat every 3-5 minutes 

Give 2 minutes or 5 cycles 
of CPR 

Check Rhythm 
Shockable Rhythm? 

Shockable 
Go to VF/VT 

 Consider Atropine  1mg IV/IO for slow 
PEA rate 

 Repeat every 3-5 minutes (no more 
than 0.04 mg/kg total dose) 

Give 2 minutes or 5 cycles 
of CPR 

        Consider causes 
 Consider rapid transport to 

the hospital 

Search for and treat possible contributing factors 

 

 Hypovolemia Toxins 
 Hypoxia Tamponade, cardiac 
 Hydrogen Ion (acidosis) Tension Pneumothorax 
 Hypo / Hyperthermia Thrombosis (coronary or pulmonary) 
 Hypo / Hyperkalemia Trauma 
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5-5  ASYSTOLE 

 

 

When IV/IO available, give 
Epinephrine during CPR 
 
• Epinephrine 1mg IV/IO 
       Repeat every 3-5 minutes 
• Atropine 1mg IV/IO 
       Repeat every 3-5 minutes 
       (no more than 0.04 mg/kg 
        total dose) 

 

 

 Confirm Pulselessness 
C  Circulation: Begin 90 seconds of CPR 
A  Airway:  DO NOT Compromise CPR to obtain advanced airway 
A  Airway:  Consider placement of Combitube 
B  Breathing:  If advanced airway secured Do Not Stop CPR to give breaths. 
Give 8-10 breaths per minute 
C  Circulation:  Obtain IV / IO 

Give 2 minutes or 5 cycles 
of CPR 

Check Rhythm 
Shockable Rhythm? 

Shockable 
Go to VF/VT 

Search for and treat possible contributing factors 

 

 Hypovolemia Toxins 
 Hypoxia Tamponade, cardiac 
 Hydrogen Ion (acidosis) Tension Pneumothorax 
 Hypo / Hyperthermia Thrombosis (coronary or pulmonary) 
 Hypo / Hyperkalemia Trauma 

CO NSIDER NOT 
INITIATING ANY 

FURTHER EFFORTS 

ASYSTOLE PERSISTS 

 Consider term ination of 
resuscitation efforts 
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5-6  BRADYCARDIA 

Heart Rate <60 BPM and inadequate for 
clinical condition 

 Maintain patent airway; assist breathing as needed 
 Give oxygen 
 Monitor ECG (Identify rhythm), Blood pressure, oximetry 
 Establish IV access 

Signs or symptoms of poor perfusion caused by the bradycardia? 
(e.g., acute mental status, ongoing chest pain, hypotension or other signs of shock) 

Adequate 
Perfusion 

                                                   Prepare for transcutaneous pacing; use 
without delay for high degree AV block (type II sec-
ond-degree block or third degree AV block) 

 Consider Atropine 0.5mg IV while awaiting  pacer. 
May repeat to a total dose of 3mg.  If ineffective 
begin pacing 

 Consider dopamine 5 to 20 (µg/kg per minute 
 Consider epinephrine 2 - 10 (g/kg per minute 

 

Observe Monitor  

 Prepare for transvenous pacing 
 Treat contributing causes 
 Consider expert consultation 

** Serious Signs / Symptoms 
• Chest Pain 
• Altered mental status 
• Shortness of breath 
• Diaphoresis 
• Other S/S associated with shock 

 
 

 Search for and treat possible contributing factors 
 Hypovolemia Toxins 
 Hypoxia Tamponade, cardiac 
 Hydrogen Ion (acidosis) Tension Pneumothorax 
 Hypo / Hyperthermia Thrombosis (coronary or pulmonary) 
 Hypo / Hyperkalemia Trauma 

 If pulseless arrest develops, go to Pulseless Arrest Algorithm 

Poor Perfusion 
(Serious signs/ 
symptoms **) 
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5-7  TACHYCARDIA
With Pulses

Maintain patent airway; assist breathing as needed
Give oxygen
Monitor ECG (Identify rhythm), Blood pressure, oximetry
Identify and treat reversible causes

Is patient stable?
Unstable or Serious Signs / Symptoms include;
Chest Pain
Altered mental status
Shortness of breath
Diaphoresis
Other S/S associated with shock
Note: rate related symptoms are uncommon if heart rate

         is <150/min

Establish IV access
Obtain 12 lead ECG
Is QRS narrow (<0.12 sec)?

Perform immediate 
synchronized 
cardioversion

Establish IV Access and 
consider sedation DO 
NOT delay 
cardioversion
If pulseless arrest 
develops  see pulseless 
arrest algorithm

NARROW QRS
Is rhythm regular?

Attenpt vagal 
manuevers
Give adenosine 
6mg rapid IV push.  
If no conversion, 
give 12mg rapid IV 
push; may repeat 
12 mg dose once

Probable Atrial fibrillation or possible 
atrial flutter or MAT (multifocal atrial 

tachycardia)

contact medical control for orders 
to give metoprolol.  Patient must 
have SBP >120mm hg, no signs of 
CHF, and no hx asthma
If approved, give metoprolol 2.5 mg 
over 5 min
repeat with 2.5mg - 5.0 mg over 5 
minutes if needed
stop administration if pt develops 
hypotension, symptomatic 
bradycardia, or adverse reaction
rapid transport

Wide QRS
Is rhythm regular?

Does rhythm 
convert?

If rhythm converts, 
probable reentry SVT.

Observe for 
recurrence
treat recurrence with 
adenosine 

If rhythm does not convert, 
possible A-flutter, Junctional 
tach or ectopic atrial tach:

Control rate
treat underlying causes
Contact Medical Control 
for orders. (possible B-
Blockers)
If approved, give 
metoprolol 2.5 mg over 5 
min

If ventricular tachycardia 
or uncertain rhythm

Amiodarone 150mg 
IV over 10 minutes 
(Maintenance 1mg/
minute)
Prepare for elective 
synchronized 
cardioversion

If atrial fibrillation with 
aberrancy

See Irregular narrow complex 
Tachycardia

If pre-excited atrial 
fibrillation (AF + WPW)
Avoid nodal blocking 
agents (ie adenosine, 
digoxin, metoprolol)
Consider amiodarone 
150mg IV over 10 minutes

If torsades de pointes, 
give magnesium 1-2 
gram over 5-60 min.

During Evaluation
Secure and verify airway and vascular access
Prepare for cardioversion

Search for and treat possible contributing factors
Hypovolemia Toxins
Hypoxia Tamponade, cardiac
Hydrogen Ion (acidosis) Tension Pneumothorax
Hypo / Hyperthermia Thrombosis (coronary or pulmonary)
Hypo / Hyperkalemia Trauma

Stable Unstable

Wide (>0.12 sec)

Regular Irregular

Converts Does not convert

Regular Irregular
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5-8 Electrical C ardioversion 

Tachycardia 
Patient w ith serious signs 
and sym ptom s related to 

tachycardia 

If ventricular rate is >150bpm , prepare 
for IMMED IATE cardioversion.  May  

give brief trial  of m edications based on 
specific arrhythm ias.  Im m ediate 

cardioversion is generally not needed 
for rate <150 bpm . 

Prem edicate whenever 
possible 

If IV is established 
Valium 2.5m g - 5m g 

IV/IO or Versed 3-5m g 
IV/IO 

Have available 
           O xygen saturation 
             monitor  
           suction device 
           IV Line 
         Intubation equipm ent 

Refer to  
Clinical Procedures 

Synchronized  
Cardioversion 
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5-9   PO ST R ESU SC ITA TIO N SU PPO R T 

   R O SC - R eturn of Spontaneous Circulation 

AIRW AY & BREATHING 
 

A  Airw ay:  M aintain and protect Airway 
B  Breathing:   D O NO T HYPERVENTILATE or 
HYPO VEN TILATE.  M aintain respiratory rate of 8-10 per m inute. 
M aintain capnom etry at 35-40m m if possible. 
B  Breathing:  If patient has Spontaneous respiration give 100% 
Oxygen  

CIRCU LATIO N 
 

Treat hypotension 
 Consider fluid bolus for hypovolem ia 
 Dopam in e 5 - 20 ⎧µg/kg/m in IV/IO if hypervolem ic or 

Euvolem ic 
O btain 12 lead EC G 
 If ST Elevation noted transport to appropriate C ath lab 

capable hospital 

O ther treatm ents 

If suspected arrest due to 
cardiac etiology (.i.e chest 

pain before arrest) and 
patient is unresponsive  

Begin H ypotherm ia therapy 
 Apply ice packs to 

Axillary, chest and groin 
 Adm inister cool IV fluids 
 Docum ent tem perature 

Treat Shivers with 
Versed 3-5m g IV/ 

IO and 
Vecuronium 
10m g IV/IO 

C onsider transport to 
ED capable of 

H ypotherm ia *** 

If suspected arrest 
due to sepsis (i.e. 

patient with history of 
fever or illness prior 

to arrest) consider 
transport to ED 

capable of EG DT 
(Early G old Directed 

Therapy) **  

**  EG D      T (Early G old 
D irected Therapy) is 
perform ed at the 
follow ing hospitals: 

VCU M C 
CJW - Both C am puses 

***  H ypotherm ia 
treatm ent is 

perform ed at the 
following ED’s: 

VC UM C 

Is patient 
seizing? 

Adm inister Valium 
2-5m g IV/IO 

Check glucose 

If hypoglycem ic 
 
 Adm inister 

D 50W titrated to 
keep blood 
sugar between 
70-100 m g/dl 

If hyperglycem ic 
 

 N otify ED on 
arrival 
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6.  Cerebrovascular Accident 

Overview :  A patient experiencing a cerebrovascular accident ( CVA or stroke ) may have 
a variety of presentations.  Most commonly, the patient will experience a new onset of uni-
lateral weakness (hemiparesis), paralysis (hemiplegia), difficulty speaking (aphasia), or a 
combination of these. 

Prehospital goal:   Maintain stable vital signs, increase oxygen delivery, protect the patient’s air-
way, Early recognition of stroke symptoms, identify the onset of symptoms, provide psychological 
support, and transport promptly (Priority mode if possible).   Transport to the closest stroke capable 
hospital and notify the hospital early. 

BLS ALS 
Perform Initial assessment 

General impression 
Airway  
Breathing 
Circulation 
Level of consciousness 
    

Suction oropharynx as necessary. 
    

Assess for signs of trauma:  
Protect C-spine if indicated.  
                
Administer oxygen per patient  
assessment. 
    

Perform and document neurological 
examination. 
    

Evaluate patient using stroke  screen 
tool i.e. Cincinnati Stroke Scale. 
    

If patient’s level of consciousness 
changes, refer to appropriate  
protocol. 
    

Transport promptly with head elevated 
slightly (20 - 30 degrees ).  Keep the 
head in the midline position and avoid 
excessive compression around the 
neck by cervical collars or devices to 
secure an advanced airway. 
    

Perform Initial assessment 
General impression 
Airway  
Breathing  
Circulation 
Level of consciousness 
    

Suction oropharynx as necessary. 
    

Assess for signs of trauma: 
Protect C-spine if indicated.  
                
Administer oxygen per patient 
assessment. 
    

Perform and document neurological 
examination. 
    

Evaluate patient using stroke screen tool 
i.e. Cincinnati Stroke Scale. 
    

If patient’s level of consciousness 
changes, refer to appropriate protocol. 
    

Transport promptly with head elevated 
slightly (20 - 30 degrees ).  Keep the 
head in the midline position and avoid 
excessive compression around the neck 
by cervical collars or devices to secure 
an advanced airway. 
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6.  Cerebrovascular Accident 
( CVA / Stroke / “Brain Attack” ) 

Page 2 

BLS ALS 
Check finger stick glucose.  If glucose 
level is low, refer to Medical Patient 
Care Protocol – Hypoglycemia.  
    

Reassess vital signs as indcated. 

Cincinnati Stroke Scale 
 

Facial Droop: (have the patient show teeth or smile) 
 Normal - both sides move equally. 
 Abnormal - one side of face does not move as 

well as the other side. 
 

Arm Drift : (patient closes eyes and holds both arms 
straight out for 10 seconds) 

 Normal - both arms move the same or both 
arms do not move at all. 

 Abnormal - one arm does not move or one 
arm drifts down compared with the other. 

 

Abnormal Speech: (have the patient say “you can’t 
teach an old dog new tricks”) 

 Normal - patient uses correct words with no 
slurring. 

 Abnormal - patient slurs words, uses the 
wrong words, or is unable to speak. 

 

Interpretation: if any 1 of the 3 signs is abnormal, 
the probability of a stroke is 72% 
 

(Kothari R, et al. Acad Emerg Med. 1997; 4:986-990) 

Fibrinolytic screen information 
 

During transport begin to question the patient, friends, 
and family about criteria for Fibrinolytic therapy.  Assess 
and record complete Patient History. 
 

 Onset of symptoms? 
 Recent Surgeries (within last 3 months)? 
 Recent serious trauma? 
 History of Intracranial hemorrhage, AV 

Malformation, or Aneurysm? 
 Seizure activity with stroke? 
 Recent acute myocardial infarction? 
 Active internal bleeding ( e.g., gastrointestinal 

bleeding or urinary bleeding within last 21days)? 
 Previous strokes? 
 Any invasive procedures? 

Place patient on cardiac monitor. 
    

Establish IV of NS at KVO rate or 
saline lock for access. 
    

Check finger stick glucose.  If glu-
cose level is low, refer to Medical 
Patient Care Protocol – 
Hypoglycemia.  
    

Consider  transport to closest 
Stroke Center. 
 
 

Glasgow Coma Scale 
 

Eye Opening 
 Spontaneous 4 
 In response to speech 3 
 In response to pain 2 
 None 1 

 

Best Verbal Response 
 Oriented conversation 5 
 Confused conversation 4 
 Inappropriate words 3 
 Incomprehensible sounds 2 
 None 1 

 

Best motor response 
 Obeys 6 
 Localizes 5 
 Withdraws 4 
 Abnormal flexion 3 
 Abnormal extension 2 
 None 1 

 

Note: The Glascow Coma Scale (GCS) is 
used to assess neurologic function of the pa- 
tient.  The GCS is not intended as a stroke 
screening tool. 
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7.   Congestive Heart Failure 
(Pulmonary Edema) 

Overview :  Congestive heart failure (CHF) may result from a dysfunction of the myocar-
dial contractility, or volume overload.  It is often associated with myocardial ischemia (lack 
of oxygen) and/or severe hypertension.  The onset may be gradual or acute.  CHF often 
presents with wheezing and, in some cases, may be difficult to tell from asthma.  Constant 
monitoring of the patient’s airway and breathing is mandatory. 

Prehospital goal:    Maintain stable vital signs, increase the patient’s oxygenation, treat for 
potential ischemia, and begin diuresis.  Obtain history.  Monitor airway and breathing. 

BLS ALS 

Perform Initial assessment 
General impression 
Airway 
Breathing  
Circulation 
Level of consciousness 
    

Administer oxygen per patient  
assessment. 
    

Reassess patient’s ventilation  
efforts. 
    

Transport patient in position of  
comfort (often in sitting position).  
Allow patient to dangle legs off 
stretcher if safe to do so. 
    

Reassess vital signs as indicated.  

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Administer oxygen per patient 
assessment. 
    

Reassess patient’s ventilation efforts. 
    

Place patient on cardiac monitor. 
    

Ascertain any drug allergies. 
    

Utilize CPAP/BiPAP if available. 
    -OR- 
Apply one (1) inch of Nitropaste and 
administer 0.4 mg of Nitroglycerin SL 
if patient’s BP is > 90 mm Hg *. 
    

Establish IV of NS at KVO rate; 
Note: maintain at KVO rate only. 
    

Monitor the patient’s ventilatory 
efforts and vitals closely. 
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7.   Congestive Heart Failure 
(Pulmonary Edema) 

Page 2 

BLS ALS 

Administer 0.5 - 1.0 mg/kg of Lasix 
slow IVP if systolic BP is > 90 mm 
Hg.*  ** *** 
    

Consider Morphine Sulfate 2.0-5.0 
mg IVP every five (5) minutes if  
systolic BP >90 mm Hg .* 
    

Monitor the patient’s ventilatory 
efforts and vitals closely. 
    

Transport patient in position of com-
fort (often in sitting position). Allow 
patient to dangle legs off stretcher if 
safe to do so. 
    

Reassess vital signs as indicated. 

*  If the patient’s systolic BP is less than 90 mm Hg. Refer to Hypotensive Cardiac Patient. 

**   Higher doses of furosemide ( 1.0 mg / kg ) may be required for patients in severe distress, 
or patients currently taking prescribed diuretics. 

*** If the patient is taking Lasix daily, double the patient’s daily dose as initial IV dose.  

     

     

     

50 kg 75 kg 100 kg 125 kg 
 

0.5 mg/kg 25 mg 40 mg 50 mg 60 mg 
 

1.0 mg/kg 50 mg 75 mg 100 mg      125 mg 
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8.  Difficult Airway 

Overview :  The purpose of these guidelines is to facilitate the management of the difficult 
airway and to reduce the likelihood of adverse outcomes.  The principal adverse out comes 
associated with the difficult airway include, but are not limited to, death, brain injury, myo-
cardial injury, and airway trauma. 

Prehospital goal:   Maintain stable vital signs, increase oxygen delivery, protect the  
patient’s airway, support ventilations, and obtain history.  Monitor airway and breathing. 

BLS ALS 
Perform Initial assessment 

General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Administer oxygen per patient 
assessment. 
    

Assess patient ability to control 
airway and adequacy of 
ventilations.  Support as necessary. 
    

Assess for signs of trauma: 
Protect C-spine if indicated. 
                
Use head-tilt chin-lift or jaw thrust 
as appropriate to open airway.   
Use oral or nasal airway adjuncts 
to support as appropriate. 
    

Support ventilations with two man 
bag-valve-mask ventilations as 
necessary. 
    

If unable to maintain airway, at-
tempt to use an esophageal-
tracheal Combitube to secure air-
way.  
     

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Administer oxygen per patient 
assessment. 
    

Assess patient ability to control 
airway and adequacy of ventilations. 
Do not hypo or hyperventilate. 
    

Assess for signs of trauma: 
Protect C-spine if indicated. 
                
Use head-tilt chin-lift or jaw thrust as 
appropriate to open airway.  Use oral 
or nasal airway adjuncts to support 
as appropriate. 
    

Support ventilations with two man 
bag-valve-mask ventilations as nec-
essary. 
    

If unable to maintain airway, consider 
oral or nasal Intubation. 
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8. Difficult Airway 
Page 2 

BLS ALS 

Transport promptly. 
     
Monitor the patient’s airway,  
ventilatory efforts and vitals  
closely. 

If unable to successfully intubate, 
attempt to use an esophageal-tracheal 
Combitube to secure airway.         
     
If still unable to maintain airway,  
consider Medication Facilitated  
Intubation.* Use Combitube as a  
rescue device. 
    

If still unable to maintain airway, 
consider Surgical Airway*. 
    

Transport promptly. 
     
Monitor the patient’s airway,  
ventilatory efforts and vitals closely. 

*  Medication Facilitated Intubation and Surgical 
Airways are skills that are only approved when: 

  Proper medications and equipment are available for  
      the procedures. 

  The ALS Provider has been trained in those procedures. 

  The providers OMD has approved the performance of 
the procedures for the provider. 
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9.  Difficulty Breathing 

Overview :  Difficulty breathing is one of the most common medical complaints in EMS. 
Causes range from asthma  to cardiac dysfunction.  Prompt recognition and appropriate 
treatment is paramount. 

Prehospital goal:   Maintain stable vital signs, support ventilations, obtain history, and  
improve oxygenation. 

BLS ALS 

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Administer oxygen per patient 
assessment. 
    

Refer to appropriate protocol  
based on the suspected cause. 
    

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 

Perform Initial assessment 
General impression 
Airway 
Breathing  
Circulation 
Level of consciousness 
    

Administer oxygen per patient as-
sessment. 
    

Place patient on cardiac monitor. 
    

Refer to appropriate protocol based on 
the suspected cause. 
    

Establish IV of NS at KVO rate or  
saline lock. 
    

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 
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10.  Dystonic / Extrapyramidal Reactions 

Overview :  Dystonic or Extrapyramidal reactions are characterized by an unusual posture, 
change in muscle tone, drooling and/or uncontrolled movements.  It is occasionally seen  
following administration of certain antipsychotic medications (I.E. Phenergan, Compazine, 
Reglan). Diphenhydramine, when administered, usually causes marked improvement, if not 
total resolution of the symptoms. 

Prehospital goal:   Maintain stable vital signs, protect the patient’s airway and monitor the 
patient's level of consciousness and cardio-respiratory activity. 

BLS ALS 

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

If the patient is unconscious or 
having seizures, Refer to the  
appropriate protocol. 
    

Administer oxygen per patient 
assessment. 
    

Suction oropharynx as necessary. 
    

Check finger stick glucose. 
    

If glucose is < 60 mg/dl refer to 
Medical Patient Protocol –  
Hypoglycemia. 
    

If glucose is > 300 mg/dl refer to 
Medical Patient Protocol –  
Hyperglycemia. 
    

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 

Perform Initial assessment 
General impression 
Airway  
Breathing  
Circulation 
Level of consciousness 
    

If the patient is unconscious or hav-
ing seizures, Refer to the  
appropriate protocol. 
    

Administer oxygen per patient as-
sessment. 
    

Suction oropharynx as necessary. 
    

Place patient on cardiac monitor. 
    

Establish IV of NS, titrate rate to 
maintain systolic BP at > 90 mm Hg. 
    

Evaluate the severity of the pa-
tient’s reaction. 
    

If the patient’s reaction is severe, ad-
minister Diphenhydramine (Benadryl) 
50 mg IV or IM. 
    



 

 

Medical Patient Care Page 40 

10.  Dystonic / Extrapyramidal Reactions 
page 2 

BLS ALS 

If suspected overdose, 
refer to Medical Patient Protocol  –  
Poisoning / Overdose 
    

Check finger stick glucose. 
    

If glucose is < 60 mg/dl refer to 
Medical Patient Protocol  –  
Hypoglycemia 
    

If glucose is > 300 mg/dl refer to 
Medical Patient Protocol –  
Hyperglycemia 
    

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 
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11.  Eclampsia 

Overview :  Eclampsia is the gravest form of toxemia in pregnancy.  It is characterized by 
grand mal seizures, hypertension, and coma.  Eclampsia is a threat to both the mother’s 
and the baby’s life. 

Prehospital goal:   Obtain complete history.  Transport pregnant patient on the left side to improve 
perfusion.  Provide oxygen for the patient.  Keep the preeclamptic patient calm.  Dim the lights in the 
ambulance.  Transport the patient promptly to the hospital without lights and siren. 

BLS 
 
Perform Initial assesment 

General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Administer oxygen per patient  
assessment; Obtain medical history.  
                
Suction the oropharynx as  
necessary. 
    

Transport the patient in the left  
lateral recumbent position promptly.  
                
Reassess vital signs as indicated. 
Note the characteristics of seizure 
activity. 
    

Check finger stick glucose. 
    

Preeclamptic Patients 
(Characterized by hypertension, 
headaches, and visual distur-
bances): Keep the patient calm, dim 
the lights in the ambulance, transport 
promptly in the left lateral recumbent 
position. 

ALS 
 
Perform Initial assessment 

General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Administer oxygen per patient  
assessment; Obtain medical history.  
                
Suction the oropharynx as 
necessary. 
    

Transport the patient in the left  
lateral recumbent position promptly.  
                
Place patient on cardiac monitor. 
    

Check finger stick glucose. 
    

Initiate IV of NS at KVO rate. 
    

Ascertain any drug allergies. 
    

Preeclamptic Patients 
(Characterized by hypertension,  
headaches, and visual disturbances): 
Keep the patient calm, dim the lights 
in the ambulance, transport promptly 
in the left lateral recumbent position. 
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11.  Eclampsia 
Page 2 

BLS ALS 
Eclamptic Patients 
(Characterized by seizures, 
hypertension and coma): 
    

Note the characteristic of seizure 
activity. 
    

Monitor ventilatory effort closely: 
assist as necessary. 
    

Notify hospital early of eclamptic 
patient. 
    

Transport the patient in the left 
lateral recumbent position  
promptly. 
    

Reassess vital signs as indicated. 

Eclamptic Patients 
(Characterized by seizures, 
hypertension and coma): 
    

Note the characteristic of seizure  
activity. 
    

Administer Magnesium sulfate 4 
grams IV over 5 - 10 min.  If after 2 
grams seizures persist,  administer 
Valium 2.5 - 5.0 mg IV every 5  
minutes as indicated for continued  
seizures. 
 
If IV can not be established, administer Mag-
nesium IM. 
For IM administration, divide dose into 1.0 
gram injections and inject into separate loca-
tions. 
    

If seizure persists: 
Administer Valium 2.5 - 5.0 mg IV 
every 5 minutes as indicated for  
continued seizures. 
    

Monitor ventilatory effort closely: 
assist as necessary. 
    

Notify hospital early of eclamptic pa-
tient. 
    

Transport the patient in the left 
lateral recumbent position promptly. 
    

Reassess vital signs as indicated. 
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12. Gastrointestinal Hemorrhage 
(GI Bleed) 

Overview :  A patient may experience either an upper gastrointestinal hemorrhage 
(vomiting blood or “coffee grounds”) or a lower GI bleed (blood from the rectum).  There is 
a risk of airway compromise (aspiration) with the upper GI bleed; otherwise, GI bleeds are 
managed identically in the pre-hospital setting. 

      Prehospital goal:   Maintain stable vital signs and protect the patient from aspiration. 

BLS 
 
Perform Initial assessment 

General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Administer oxygen per patient 
assessment. 
    

If shock is present.  Refer to 
Medical Patient Care Protocol –
Hypovolemic Shock - Medical 
(Non Cardiac). 
        
Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 

ALS 
 

 

Perform Initial assessment 
General impression  

      Airway 
Breathing 
Circulation 
Level of consciousness 
    

Administer oxygen per patient 
assessment. 
    

If shock is present.  Refer to 
Medical Patient Care Protocol – 
Hypovolemic Shock - Medical 
(Non Cardiac). 
                     
Place patient on cardiac monitor. 
    

Establish 1 or 2 large-bore IVs of 
NS at appropriate rate to keep sys-
tolic BP greater than 90 mm Hg. 
    

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 
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13.  Hyperglycemia 

Overview :  Hyperglycemia is the condition where blood glucose levels rise excessively. 
Hyperglycemia is usually the result of an inadequate supply of insulin to meet the bodies 
needs.  The body will spill the excess sugar into the urine causing an osmotic diuresis.  As 
the body uses other sources of fuel for metabolism, ketone and acid production occurs.  
This results in an acidotic state. 

Prehospital goal:   Maintain stable vital signs, protect the patient’s airway and C-spine, 
and assess for possible causes.  Get as complete a history as possible.  Treat dehydration 
of patient with IV fluids and transport to medical facility. 

BLS ALS 

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Assess for signs of trauma: 
Protect C-spine if indicated.  
                
Administer oxygen per patient 
assessment. 
    

Suction oropharynx as necessary. 
    

Obtain a complete history of the  
incident if possible.  Consider  
possible causes of  
Unconsciousness.* 
    

Check finger stick glucose. 
    

If glucose is < 60 mg/dl refer to 
Medical Patient Protocol –  
Hypoglycemia. 
    

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Assess for signs of trauma: 
Protect C-spine if indicated.  
                
Administer oxygen per patient 
assessment. 
    

Suction oropharynx as necessary. 
    

Obtain a complete history of the  
incident if possible.  Consider  
possible causes of  
Unconsciousness.* 
    

Place the patient on cardiac monitor. 
    

Check finger stick glucose. 
    

If glucose is < 60 mg/dl refer to 
Medical Patient Protocol –  
 Hypoglycemia. 
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13. Hyperglycemia 
Page 2 

BLS ALS 

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 

Establish IV of NS at KVO rate. 
    

If glucose level is high (>300 mg/dL) 
and the patient is showing signs 
and symptoms of dehydration, open 
IV to run 500 ml of normal saline.  
Use caution with patients in renal 
failure. 
Watch for signs of fluid overload. 
    

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 

Glucometer reminders 
 

 

Use antiseptic techniques to 
draw blood from a finger.   
Always use fresh blood for 
measuring glucose levels. 

Allow alcohol to dry completely 
before drawing blood. 

After lancing finger, use only 
moderate pressure to squeeze 
blood out.  Excessive pressure 
may cause rupture of cells, 
skewing results. 

*  Possible Causes of Unconsciousness 

A     Acidosis , alcohol 
E      Epilepsy  
I       Infection  
O     Overdose 
U      Uremia ( Kidney failure ) 
/ 
T Trauma, tumor 
I Insulin 
P Psychosis 
S Stroke 
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14.  Hypoglycemia 

Overview :  The body requires a constant supply of glucose to maintain normal function. 
Known hypoglycemic patients need glucose levels restored as soon as possible to reduce 
brain and other organ damage.  Hypoglycemia is a life-threatening problem. 

Prehospital goal:   Maintain stable vital signs, protect the patient’s airway and C-spine, 
and assess for possible causes.  Get as complete a history as possible.  Restore glucose 
levels as soon as possible. Treat dehydration with IV fluids and transport to medical facility. 

BLS ALS 

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Assess for signs of trauma:  
Protect C-spine if indicated.  
                
Administer oxygen per patient 
assessment. 
    

Suction oropharynx as necessary. 
    

Obtain a complete history of the 
incident if possible.  Consider 
possible causes of 
unconsciousness.* 
    

Check finger stick glucose. 
    

If glucose is < 60 mg/dl and patient 
is able to maintain airway,  
administer oral glucose. 
    

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Assess for signs of trauma: 
Protect C-spine if indicated.  
                
Administer oxygen per patient 
assessment. 
    

Suction oropharynx as necessary. 
    

Obtain a complete history of the  
incident if possible.  Consider  
possible causes of unconscious-
ness.* 
    

Check finger stick glucose. 
    

If glucose is < 60 mg/dl and patient  
is able to maintain airway,  
administer oral glucose. 
    

Establish IV of NS at KVO rate. 
    

Place the patient on cardiac monitor. 
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Allow alcohol to dry completely 
before drawing blood. 
After lancing finger, use only 
moderate pressure to squeeze   
blood out.  Excessive pressure  
may cause rupture of cells,  
skewing results. 

Glucometer reminders 
 

 

Use antiseptic techniques to draw 
blood from a finger.  Always use 
fresh blood for measuring glucose 
levels. 

14. Hypoglycemia  

Page 2 

ALS 

If glucose is < 60 mg/dl administer 
25 g of D50 IVP.  If > 60 mg/dl, 
consider other causes.* 
    

If IV is not available and glucose is 
< 60 mg / dl, administer 1 mg 
Glucagon IM or SQ.  Administer 
D50, oral glucose, or sugar of some 
form as soon as possible. 
    

If glucose is > 300 mg/dl refer to 
Medical Patient Protocol –  
Hyperglycemia 
    

Transport promptly in position of 
comfort. 
    

Reassess finger stick glucose. 
    

Reassess vital signs as indicated. 

*  Possible Causes of Unconsciousness 

A     Acidosis , alcohol 
E      Epilepsy  
I       Infection  
O     Overdose 
U      Uremia ( Kidney failure ) 
/ 
T Trauma, tumor 
I Insulin 
P Psychosis 
S Stroke 

Glucagon Reminders 

 Glucagon causes a breakdown of stored 
glycogen to glucose.  Glucagon may not work  
if glycogen stores are depleted.  i.e. patients 
with liver dysfunction, alcoholism, or   
malnutrition. 

 Effects of Glucagon may take up to 30 
minutes. 

 Glucagon must be reconstituted prior to ad-
ministration. 

 D50 and oral glucose are the preferred treat-
ments for Hypoglycemia. 



 

 

Medical Patient Care Page 49 

15.   Hypotensive (Symptomatic) Cardiac Patient 

Overview :  Variable hemodynamic states can accompany the acute myocardial infarction 
(MI) depending on the nervous systems response or contractile damage to the heart as a 
pump.  Hypovolemic states can have several origins including heart rate, damage to the 
pump, and/or hypovolemic states.  Careful evaluation of the patient for the origin or other 
possible causes of hemodynamic alterations (i.e.  pulmonary embolism, septic shock, car-
diac tamponade, neurogenic shock and aortic aneurysm) needs to be done prior to treat-
ment. 

Prehospital goal:   Maintain a patent airway and increase oxygen delivery to the brain. 
Maintain perfusion to the organs of the body including the heart and the brain. 

BLS ALS 
Perform Initial assessment 

General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Administer oxygen per patient 
assessment. 
    

Reassess patient’s ventilation 
efforts and support if indicated.     
    

Transport promptly in supine  
position with feet elevated 10 - 12 
inches. 
    

Reassess vital signs as indicated. 
Monitor respiratory effort and lung 
sounds closely for pulmonary 
edema. 

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circultion 
Level of consciousness 
    

Administer oxygen per patient  
assessment. 
    

Reassess patient’s ventilation efforts 
and support as indicated. 
    

Place patient on cardiac monitor. 
    

Establish an IV of NS. 
    

Determine the origin of the hypotension: 
    

Bradycardia: The heart rate is 
too slow – refer to Medical  
Patient Protocol –  Bradycardia 

Or 

Tachycardia: The heart rate is too 
fast – refer to Medical Patient  
Protocol –  Tachycardia 
Or 
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15. Hypotensive (Symptomatic) Cardiac Patient  
Page 2 

ALS 
Pump Problem: There is a problem with 
the Pumping action of the heart. 
(i.e. Congestive heart failure, Chest pain or 
other signs of an AMI ) 
    

Give 250 cc bolus of NS 
Note: Fluid is administered to the hy-
potensive cardiac patient in an 
attempt to increase preload.  The goal is 
to maintain BP at > 90 mm Hg*. 
    

Reassess patient’s condition including  
respiratory status. 
    

Consider administration of Dopamine at 
5 – 20 µg/kg/min IV (Medical Control for  
Intermediates). 
    

Reassess vital signs as indicated. 

Or 
Volume Problem: There is an overall re-
duction of the volume in the circulatory sys-
tem or general reduction of vascular resis-
tance. (i.e. History of vomiting, diarrhea, or 
excessive urination or indication of hypo-
volemia from patient assessment). 
    

Give 500 cc bolus of NS 
Note: Fluid is administered to this patient to 
begin to correct the volume problem. 
The goal is to maintain BP at > 90 mm 
Hg*. 
    

Reassess vital signs as indicated.    
If BP remains <90 mm Hg Give 500 cc bo-
lus of NS. 
    

Reassess vital signs as indicated and con-
tact Medical Control for further orders. 

* Relative Hypotension: Relative Hy- 
potension may be indicated by patients 
with a drop of systolic BP of 30 m Hg  
from the patient’s normal systolic or  
other indicators of Hypoperfusion (i.e. 
cold clammy skin, altered level of con- 
sciousness) 

Dopamine Administration 
 

Mix 400 mg in 250 ml of NS to yield a 
concentration of 1600 µg/ml. 
Start infusion at  5 µg/kg/min using 
microdrip set (60 drop set). 
Titrate the infusion to maintain blood 
pressure above 90 mm Hg systolic. 
Max 20 µg/kg/min. 

 50 60 70 80 90 100 125 

 9 11 13 15 17 19 23 

 19 23 26 30 34 38 47 

 28 34 39 45 51 56 70 

 38 45 53 60 68 75 94 

Weight in kg 

5 µg 

10 µg 

15 µg 
20 µg 
Microdrops per minute (60 drop set) 

Using concentration of 1600 µg/ml 

 µ
g/

kg
/m

in
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16.  Hypovolemic Shock - Medical (Non Cardiac)  

Overview :  Shock results from inadequate perfusion because of a lack of blood volume 
and/or pressure.  It can result from injuries, illness, infection and allergic reactions.  
Shock is progressive and, if untreated, can result in death. 

Prehospital goal:  Maintain a patent airway and increase oxygen delivery to the brain,  
increase blood pressure to 90 mm Hg or greater, and treat for any potentially reversible 
cause. 

BLS ALS 
Perform Initial assessment 

General impression 
Airway  
Breathing  
Circulation 
Level of consciousness 
    

Assess for signs of 
trauma: Protect C-spine if 
indicated.  
                
Administer oxygen per patient 
assessment. 
    

Reassess patient’s ventilation 
efforts. 
    

Cover the patient and insulate 
from the ground to maintain body 
temperature. 
    

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 
Monitor respiratory effort and lung 
sounds closely for pulmonary 
edema. 

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Assess for signs of trauma: 
Protect C-spine if indicated.    
    

Administer oxygen per patient 
assessment. 
    

Reassess patient’s ventilation efforts 
and support as indicated. 
    

Cover the patient and insulate from 
the ground to maintain body  
temperature. 
    

Place patient on cardiac monitor. 
    

Establish two IV’s of NS; give 250 - 
500 cc bolus; titrate rate to maintain 
systolic BP at > 90 mm Hg. 
    

Transport promptly in position of com-
fort. Repeat bolus as needed.  Moni-
tor respiratory effort and lung sounds 
closely for pulmonary edema.  
     
Reassess vital signs as indicated.  
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16.  Hypovolemic Shock - Medical (Non Cardiac) 
Page 2 

BLS ALS 

 
Consider Dopamine if hypovolemia is 
corrected and patient is still hypoten-
sive. 
 
Dopamine infusion 5-10 micrograms/
kg/min  IV (see hypotensive cardiac 
patient—pump problem page 50) 
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17.  Labor and Delivery 

Overview :  Normal labor and delivery should pose no problems for the prehospital pro-
vider.  However, any medical or trauma situation can complicate pregnancy, labor and 
delivery. Prompt transport to an appropriate medical facility is essential in these cases.  
Always record blood pressure and presence of edema in every pregnant patient, no mat-
ter what the medical complaint. 

Prehospital goal:   Obtain complete history.  Determine stage of labor and determine if 
there is time to transport.  If so, transport pregnant patient on left side to improve perfu-
sion.  If not, assist delivery.  Assess for meconium staining and suction as needed.  Pro-
tect newborn form heat loss, assess for and treat complications to the mother and child.  
Provide oxygen for mother and infant, and treat mother for shock and/or hemorrhaging if 
indicated.  Record time of delivery. 

BLS 
 
Perform Initial assessment  
 General impression  
 Airway 

Breathing 
Circulation 
Level of consciousness 
    

Administer oxygen per patient 
assessment; Obtain medical  
history. 
    

Determine stage of labor and 
plan transport to the hospital  
accordingly. 
    

If trauma or medical problem,  
begin transport promptly in  
appropriate position. 
    

Reassess vital signs. 
    

If crowning has started, plan 
to deliver at scene. 
    

Deliver infant: record time, suc-
tion airway, clamp and cut the 
umbilical cord, dry infant and 
keep warm; assess vital signs. 

ALS 
 
Perform Initial assessment 

General impression  
 Airway 

Breathing 
Circulation 
Level of consciousness 
    

Administer oxygen per patient  
assessment; Obtain medical history. 
    

Determine stage of labor and plan 
transport to the hospital accordingly. 
    

If trauma or medical problem, begin 
transport promptly in appropriate  
position. 
    

Place patient on cardiac monitor. 
    

Reassess vital signs. 
    

Consider IV of NS at KVO rate. 
    

Reassess vital signs. 
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17. Labor and Delivery  
Page 2 

BLS ALS 

Refer to Pediatric Patient Care 
Protocol – Newborn Resuscita-
tion. 
                     
Reassess mother’s vital signs. 
    

Transport mother and infant 
promptly in position of comfort.    
    

Reassess both patients’ vital 
signs as indicated. 

If crowning has started, plan to 
deliver at scene. 
    

Deliver infant: record time, suction 
airway, clamp and cut the umbilical 
cord, dry infant and keep warm;  
assess vital signs. 
    

Refer to Pediatric Patient Care  
Protocol – Newborn  
Resuscitation. 
                     
Reassess mother’s vital signs. 
    

Transport mother and infant 
promptly in position of comfort.  
                
Reassess both patients’ vital signs 
as indicated. 

Dry, Warm, Position, Suction, Stimulate 

Oxygen 
Establish Effective Ventilation 

                   *  Bag-Valve Mask 
                   *  Endotracheal intubation 

Chest 
Compressions 

Medications 

Sign 0 1 2 
Pulse Absent Slow (less than 100) Greater than 100 

Respirations Absent Slow, irregular Good, crying 

Muscle tone Limp Some flexion Active motion 

Reflex irritability No response Grimace Cough or sneeze 

Color Blue or pale Pink body with blue extremities Completely pink 

APGAR Score 
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18.  Non-Traumatic Abdominal Pain 

      Overview :  Patients may experience abdominal pain from a wide variety of illnesses.  

Prehospital goal:   Maintain stable vital signs, transport the patient comfortably and rule 
out a potential life-threatening disorders. 

BLS ALS 

Perform Initial assessment 
General impression 
Airway  
Breathing  
Circulation 
Level of consciousness 
    

Administer oxygen per patient  
assessment. 
    

Assess abdomen for pulsating 
masses. 
    

If shock is present, without  
pulsating masses - Refer to 
Medical Patient Care Protocol– 
Hypovolemic Shock -  
Medical (Non Cardiac). 
    

Transport promptly in position 
of comfort. 
    

Reassess vital signs as indicated. 

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Administer oxygen per patient 
assessment. 
    

Assess abdomen for pulsating 
masses. 
    

If shock is present, without pulsating 
masses - Refer to Medical Patient 
Care Protocol – Hypovolemic 
Shock - Medical (Non Cardiac). 
    

If patient is in shock or age is 
greater than 45, place the patient 
on cardiac monitor. 
    

Establish IV of NS at KVO rate. 
    

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 
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19.  Non-Traumatic Ophthalmological Emergencies 

Overview :  A patient may have several symptoms that may suggest serious  
ophthalmologic problems.  Severe eye pain (without a history of injury) may be the result  
of acute glaucoma; this is often accompanied by a headache, abdominal pain, nausea,  
and vomiting.  Other causes of acute eye pain include infection, occult injury  
(e.g. abrasions or foreign bodies), and excessive ultraviolet light exposure (e.g. from  
welding).  Sudden painless loss of vision may be the result of an acute occlusion of an  
artery or vein that supplies the retina.  This is a true ophthalmologic emergency that  
requires attention by a physician.  These patients should be transported to the  
emergency department without delay.  Other abnormalities, such as blurred vision,  
diplopia, or blood in part of the eye, may be the result of primary eye disease, or the  
manifestation of other medical problems. 

Prehospital goal:   Obtain history, record vital signs, and transport to a hospital without 
delay. 

BLS ALS 

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Apply dressing as indicated to 
protect eye(s). 
    

Transport patient promptly unless 
contraindicated; elevate patient's 
head. 
    

Reassess vital signs as indicated. 

Perform Initial assessment 
General impression 
Airway  
Breathing  
Circulation 
Level of consciousness 
    

Apply dressing as indicated to 
protect eye(s). 
    

Transport patient promptly unless 
contraindicated; elevate patient's 
head. Treat pain per pain manage-
ment protocol. 
    

Reassess vital signs as indicated. 
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20.  Pain Management - Medical Patient 

Overview :  Pain management is an important part of the initial treatment for many pa-
tients.  Many patients can benefit from early pain management, especially during extended 
ambulance transport time. Pain management should also be considered for patients who can 
not be moved without significant pain.  Medical indications for pain management include kid-
ney stones and sickle cell crisis with prior history of same. 

Prehospital goal:  Obtain complete history.  Maintain stable vital signs.  Monitor the pa-
tient closely. Provide better comfort level through pain management.  Pain management  is 
contraindicated in patients with compromise of airway, breathing, circulation or level of 
consciousness.  More specific contraindication include: hypotension, open chest or ab-
dominal injury, any signs of acute abdomen, active bleeding from internal organs 
(esophageal varies, vaginal or rectal hemorrhage, epistaxis, vomiting blood), multi- sys-
tem trauma, signs of shock, headache. 

BLS ALS 

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Obtain complete history of incident 
and previous medical history. 
    

Administer oxygen per patient 
assessment. 
    

Make patient as comfortable as 
possible. 
    

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Obtain complete history of incident 
and previous medical history. 
    

Administer oxygen per patient 
assessment. 
    

Place patient on cardiac monitor. 
    

Establish IV of NS at KVO rate or 
saline lock. 
    

Ascertain any drug allergies. 
    
Administer Morphine sulfate 2.0 mg 
to 5.0 mg IV or 5.0 mg to 10.0 mg 
IM.  Dosage may be repeated every 
ten (10) to twenty (20) minutes as 
needed. Call on-line Medical Control 
for all patients requiring > 10.0 mg 
total.  
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20.  Pain Management - Medical Patient 
Page 2 

BLS ALS 

Reassess patient’s ventilation efforts 
and support as indicated. 
    

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 
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21.  Poisoning / Overdose 

Overview :  The poisoned patient may present in different ways, but the most common-
manifestation of severe poisonings are coma, seizures and cardiac dysrhythmias.  Treat-
ment for poisonings is generally supportive.  Induction of emesis in the adult patient is not 
indicated in the pre-hospital management of poisoning.  Some agents have specific anti-
dotes.  Therefore, it is important to identify any agent the patient may have taken.  Drugs 
which cause poison related deaths are anti-depressants, street drugs, acetaminophen and 
aspirin.  Poison Control may be contacted for information on poisoning (1-800-222-1222).  
Note: Contact Medical Control, not Virginia Poison Center, for patient care orders. 

Prehospital goal:   Maintain stable vital signs, protect the patient’s airway and monitor the  
patient's level of consciousness and cardio-respiratory activity.  Bring any substance  
ingested by the patient, or any empty containers, to the receiving medical facility. 

BLS ALS 
Perform Initial assessment 

General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

If the patient is unconscious or 
having seizures, Refer to the 
appropriate protocol. 
    

Administer oxygen per patient 
assessment. 
    

Suction oropharynx as necessary. 
    

Consider administration of  
activated charcoal.  Contact  
Medical Control for direction and 
orders. 
    

Check finger stick glucose. 
    

If glucose is < 60 mg/dl refer to 
Medical Patient Protocol – 
Hypoglycemia 
    

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

If the patient is unconscious or 
having seizures, Refer to the  
appropriate protocol. 
    

Administer oxygen per patient  
assessment. 
    

Suction oropharynx as necessary. 
    

Place patient on cardiac monitor. 
    

Consider administration of activated 
charcoal. 
    

Check finger stick glucose. 
    

If glucose is < 60 mg/dl refer to 
Medical Patient Protocol –  
Hypoglycemia 
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21.  Poisoning / Overdose 
page 2 

BLS ALS 

If glucose is > 300 mg/dl refer to 
Medical Patient Protocol –  
Hyperglycemia 
    

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 

If glucose is > 300 mg/dl refer to 
Medical Patient Protocol –  
Hyperglycemia 
    

Establish IV of NS, titrate rate to 
maintain systolic BP at > 90 mm Hg. 
    

If suspected narcotic overdose,  
Administer 2.0 mg of Naloxone slow 
IVP to maintain good respiratory  
effort.**  
    

If no response to initial dose of 
Naloxone, a second dose of  2.0 mg 
of Naloxone slow IVP may be admin-
istered to maintain good respiratory 
effort.** 
    

If suspected tricyclic OD and pt. has 
seizure or wide complex arrhythmia 
administer sodium bicarb one mEq/kg 
IV. 
    

Reassess vital signs as indicated. 

**NOTE: If patient is a suspected 
opioid addict, the administration of 
Naloxone should be titrated to in-
crease respirations to normal levels 
without fully awakening patient to pre-
vent hostile and confrontational  
episodes. 
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22.  Seizures 

Overview :  There are different presentations for seizure disorders.  Most commonly,  
seizures are Generalized, Tonic-Clonic, or Grand-Mal.  This may involve violent shaking of  
the upper and lower extremities, urinary incontinence, and often an injury such as tongue- 
biting. Other seizures may be localized to a single muscle group, or may not involve visible  
seizure activity at all, i.e. petit mal. 

Prehospital goal:   Maintain stable vital signs, protect the patient’s airway and C-spine,  
minimize trauma, and provide an accurate description of seizure activity for the emergency  
physician. 

BLS ALS 

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Administer oxygen per patient 
assessment. 
    

Assess for signs of trauma: 
Protect C-spine if indicated.    
    

Suction oropharynx as necessary. 
    

Note the characteristics of seizure 
activity. 
    

Check finger stick glucose.  If  
glucose level is low, refer to  
Medical Patient Protocol –  
Hypoglycemia 
    

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated.  

Perform Initial assessment 
General impression 
Airway  
Breathing  
Circulation 
Level of consciousness 
    

Administer oxygen per patient  
assessment. 
    

Assess for signs of trauma: Pro-
tect C-spine if indicated.  
                
Suction oropharynx as necessary. 
    

Note the characteristics of seizure  
activity. 
    

Place patient on cardiac monitor. 
    

Establish IV of NS at KVO rate or sa-
line lock. 
    

Check finger stick glucose.  If glucose 
level is low, refer to Medical Patient 
Protocol – Hypoglycemia 
    

Ascertain any drug allergies. 
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22. Seizures 
Page 2 

BLS ALS 

Administer Valium 2.5 - 5.0 mg IV 
every 5 minutes as indicated for  
continued seizures. 
    

Monitor ventilatory effort closely.  
Manage airway and ventilation as  
necessary. 
    

Transport promptly in position of  
comfort. 
    

Reassess vital signs as indicated. 
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23.  Sickle Cell Anemia Crisis 

Overview :  A patient with sickle cell anemia crisis may complain of pain in the arms, legs,  
chest, abdomen, etc.  It is important to rule out any other, potentially serious causes for the  
pain.  Sickle cell anemia pain is of itself rarely an emergency. 

Prehospital goal:   Maintain stable vital signs and keep the patient comfortable during 
transport. 

BLS ALS 

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Administer oxygen per patient 
assessment. 
    

Place patient in position of comfort. 
    

Consider cause of patient’s pain. 
    

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Administer oxygen per patient 
assessment. 
    

Place patient in position of comfort. 
    

Consider cause of patient’s pain.  
Refer to Medical Patient Protocol on 
Pain Management. Medical Patient 
Care Protocol – Pain  
Management. 
    

Establish IV of NS with 18 gauge or 
larger.  Run IV at a rate of 300 ml/ 
hour (50 gtts/min with 10 gtt set). 
    

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 



 

 

Medical Patient Care Page 66 

This page intentionally left blank 



 

 

Medical Patient Care Page 67 

24.  Syncope / Fainting 

Overview :  Simple syncope, or fainting, may be the result of a wide variety of medical 
problems.  The major cause is lack of oxygenated blood to the brain.  It is quickly remedied 
when the patient collapses, improving circulation to the brain.  Note: This protocol is for  
patients who have had a syncopal episode and regained consciousness.  If the patient has 
an altered level of consciousness and/or other unstable signs, refer to the appropriate  
protocol. 

Prehospital goal:   Maintain stable vital signs, protect the patient’s airway and C-spine, 
increase oxygen delivery to the brain,  obtain an accurate history, and provide  
psychological support to the patient. 

BLS ALS  

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Assess for signs of trauma and re-
fer to appropriate protocol if indi-
cated. 
    

Maintain patient in a supine 
position. 
    

Administer oxygen per patient 
assessment. 
    

If patient has altered level of 
consciousness, refer to the 
appropriate protocol. 
    

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Assess for signs of trauma and refer 
to appropriate protocol if indicated. 
    

Maintain patient in a supine position. 
    

Administer oxygen per patient 
assessment. 
    

If patient has altered level of 
consciousness, refer to the 
appropriate protocol. 
    

If patient is over age 25, or has 
abnormal vital signs, place the 
patient on cardiac monitor. 
    

Establish IV of NS at KVO rate. 
    

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 
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25.  Unconscious Patient / Altered LOC
(Unknown Etiology) 

Overview :  The unconscious patient is one of the most difficult patient-management problems in 
prehospital care.  Causes range from benign problems to potentially life-threatening cardiopulmonary or 
central nervous system disorders.  Frequently, a diabetic patient may present with an altered level of 
consciousness (LOC).  This may be due to hypoglycemia (diminished level of sugar in the blood) or  
hyperglycemia (abnormal increase in the sugar level).  However, the patient often is unable to give any 
history and the physical assessment may be inconclusive.  If CVA is suspected, caution should be taken 
with administration of Dextrose 50%.  Administration of dextrose to a patient with a CVA can increase 
cerebral edema. Blood glucose monitoring should be performed to confirm hypoglycemia. 

Prehospital goal:   Maintain stable vital signs, protect the patient’s airway and C-spine, and  
assess for possible causes.  Get as complete a history as possible.  Treat any potentially reversible 
cause such as narcotic overdose or hypoglycemia. 

BLS ALS 

Perform Initial assessment 
General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 
    

Assess for signs of trauma: 
Protect C-spine if indicated.   
    

Administer oxygen per patient 
assessment. 
    

Suction oropharynx as necessary. 
    

Obtain a complete history of the 
incident if possible.  Consider 
possible causes of unconscious-
ness*. 
    

Check finger stick glucose. 
    

Perform Initial assessment 
General impression 
Airway  
Breathing  
Circulation 
Level of consciousness 
    

Assess for signs of trauma: 
Protect C-spine if indicated.  
                
Administer oxygen per patient  
assessment. 
    

Suction oropharynx as necessary. 
    

Obtain a complete history of the in-
cident if possible.  Consider possi-
ble causes of unconsciousness*. 
    

Place the patient on cardiac monitor. 
    

Check finger stick glucose. 
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25.  Unconscious Patient / Altered LOC
(Unknown Etiology) 

Page 2 

BLS ALS 

Refer to appropriate protocol, if 
etiology is known (I.E. 
Arrhythmia, Head injury, 
Poisoning/Overdose ETC.) 
    

If glucose is < 60 mg/dl refer to 
Medical Patient Protocol –  
Hypoglycemia. 
    

If glucose is > 300 mg/dl refer to 
Medical Patient Protocol –  
Hyperglycemia 
    

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 

Establish IV of NS at KVO rate. 
    

Refer to appropriate protocol, if 
etiology is known (I.E. Arrhythmia, 
Head injury, Poisoning/Overdose 
ETC.) 
    

If glucose is < 60 mg/dl refer to 
Medical Patient Protocol –  
Hypoglycemia. 
    

If glucose is > 300 mg/dl refer to 
Medical Patient Protocol –  
Hyperglycemia. 
    

Transport promptly in position of 
comfort. 
    

Reassess vital signs as indicated. 

Glucometer reminders 

Use antiseptic techniques to 
draw blood from a finger.  Al- 
ways use fresh blood for 
measuring glucose levels. 
 

 

Allow alcohol to dry completely 
before drawing blood. 
 

 

After lancing finger, use only 
moderate pressure to squeeze 
blood out.  Excessive pressure 
may cause rupture of cells, 
skewing results. 

*  Possible Causes of Unconsciousness 
 

A Acidosis , alcohol 
E Epilepsy  
I Infection  
O Overdose 
U Uremia ( Kidney failure ) 
/ 
T Trauma, tumor 
I Insulin 
P Psychosis 
S Stroke 
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1.  Patient Assessment -Trauma 

 
 Indications:  Trauma is a significant health care problem and is the leading cause of death in 
 Americans between the ages of 1 and 44.  Two Key questions are:  What happened?  How was 
 the patient injured?  Trauma Assessment is indicated for any person whose mechanism of injury 
 involved environmental factors (burns, drownings, toxic inhalation) or motion, the transfer of a 
 significant amount of energy to that patient (motor vehicle collisions, projectile penetrations, 
 rapid deceleration). 
 
 ASSESSMENT PROTOCOL: 
 
  Scene Size-up 
   1. Consider the safety of the EMS team and the patient. 
   2. Obtain an overview of the scene and the patient. 
   3. Determine the number of patients or additional resources needed. 
   4. Take body substance isolation (BSI) precautions. 
 

Initial Assessment: (Primary Survey) This should be performed rapidly and all life-threatening 
problems should be treated immediately.  If needed, oxygen should be administered immedi-
ately.  Vital signs can be taken during the survey. 

 
General Impression 
− Form a general impression of patient based on initial presentation, mechanism of in-

jury, and/or nature of the illness. 
− Begin the assessment of the patient’s LOC by initially contacting the patient. 
 
Airway / C-spine - Take control of the C-Spine or direct another provider to control the 
C-spine with manual in line immobilization.  Ensure that the patient has an open airway.  
Assist if needed with jaw thrust, or airway adjuncts as indicated. 
 
Breathing - Check adequacy of respirations / ventilation; listen to breathing. Auscultate 
breath sounds with stethoscope. 

- Apply Oxygen as appropriate. 
- Immediately manage any injury that compromises breathing.   
 (For example– tension pneumothorax) 

 
Circulation - Check distal and central pulses; check skin temperature and color;  check 
and control major external bleeding.  Begin volume replacement (usually during transport 
to hospital).  Use two large bore IV’s with appropriate fluids. 
 
Disability / Level of Consciousness 
− Perform rapid neurological survey using AVPU mnemonic: 
  A Alert 
  V Responsive to Verbal stimulus 
  P Responsive to Pain 
  U Unresponsive 

- Check for signs or symptoms of damage to central nervous system. 
- Use of Glasgow Coma Scale, Check pupils for response. 
 

Expose - Remove clothing as appropriate to examine and evaluate medical problems. 
 
Determine priority of the patient: 

− Perform a rapid assessment or focused assessment based on the needs of 
the patient. 

− Evaluate the need and call for ALS as appropriate. 
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Rapid assessment - Assessment of the patient to identify life-threatening injuries or conditions.   
 

Head — Inspect mouth, nose and facial bones.  Inspect and palpate scalp and ears.  
Check eyes/pupils. 
 
Neck — Check position of Trachea.  Inspect jugular veins.  Palpate C Spine. 
 
Chest — Inspect, palpate, and auscultate for breath sounds. 
 
Abdomen/Pelvis — Inspect and palpate abdomen.  Assess for pelvic injuries.  Consider 
use of PASG/MAST as indicated. 
 
Lower Extremities — Inspect and palpate legs and feet.  Check motor, sensory and dis-
tal circulation. 
 
Upper Extremities — Inspect and palpate arms and hands.  Check motor, sensory and 
distal circulation. 
 
Back and Buttocks — Inspect and Palpate. 

 
Focused Assessment - Assessment of the patient based on his/her condition.   
  
Patient History - Use the acronym SAMPLE to gather information on the patient’s medical 
history. 

 
   S - Signs and symptoms 
   A - Allergies 
   M - Medications 
   P - Pertinent past medical history 
   L - Last oral intake 
   E - Events leading up to the event 
 

Vital signs - Pulse, blood pressure,  respirations, lung sounds, skin color and texture, and 
oxygen saturation. 
 
Treatment and transportation - Consider interventions and transportation of the patient. 
 
On-going Assessment - Reassess the patients condition regularly for changes.  Reassess the 
patients airway, breathing, circulation, and vital signs. 
  - Every 5 minutes for unstable patient. 
  - Every 10 – 15 minutes for stable patient. 
 
Detailed Exam - Complete exam of the patient to gather more detailed information than was 
gathered in the Initial assessment or Focused assessment.  The patient’s injury or illness will 
determine the need to perform this assessment.  Usually performed enroute to the hospital. 
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2. The Trauma Patient 
Initial Management 

 
 Overview:  Often, the multiple injured trauma patient can overwhelm responding pre-hospital 
providers.  Several key concepts in the management of the trauma patient will allow for the expedited, 
appropriate care: 
 
 1. Always perform a scene survey when approaching the patient.  Look for hazards (signs  
  of violence, additional patients, etc.) 
 
 2. Begin every patient assessment with the ABCD’s of the Initial Assessment. 
 
 3. Assume spinal cord injury in all multiply injured patients and patients with significant  
  mechanism of injury.  Protect the spinal cord (manual immobilization, collar and back 
  board)  throughout the primary and secondary survey and during transport. 
 
 4. Administer 100% oxygen either by non-rebreather mask or advanced airway to all multi- 
  ple or significantly injured patients. 
 
 5. The trauma patient should be transported without delay.  On scene time should be  
  limited  to 10 minutes after the patient is extricated. 
 
 6. Establish 2 large bore IV’s enroute to receiving facility.  DO NOT delay transport while  
  attempting IV access. 
 
 7. Continually reassess patients’ status. 
 
 8. Transport to the most appropriate receiving facility. 
 
 Prehospital Goals:  Establish and maintain patent airway, assist breathing, control  
 hemorrhage, determine critical injuries and patient stability, determine “load and go.” 
 
BLS and ALS 
 
Initial Assessment: 
 
 Assess Airway; Maintain C Spine Control. 
 If problem, refer to Airway Management Protocol. 
   ▼ 
 Assess Breathing. 
 If problem, refer  to Airway Management Protocol. 
   ▼ 
 Assess Circulation. 
 If problem, refer  to Shock Protocol. 
   ▼ 
 Assess Disability 
 If problem, refer  to appropriate protocol. 
   ▼ 
 If patient meets “Load and Go” criteria, 
 Begin transport to appropriate facility. 
   ▼ 
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Rapid or Focused Assessment: 
 
 Assess and refer to appropriate protocol 
  *Head Injury 
  *Spinal Injury 
  *Amputated Part 
  *Evisceration 
  *Impaled Object 
  *Fracture 
  *Penetrating Thoracic Trauma 
  *Ophthalmologic injuries 
 
Load and Go Criteria 
 
 I. Primary Situations 
  A. Respiratory Difficulty 
  B. Altered Level of Conscious 
  C. Shock or Uncontrolled Hemorrhage 
  D. Penetrating Injuries of the Thorax or Abdomen 
 
 II. Secondary Situations 
  A. Bilateral Femur Fractures 
  B. Indication of Blood in the Abdomen 
  C. Unstable Pelvis 
  D. Development of any Primary Load and Go Situations 
 
Prehospital Guidelines for Transport Directly  
To a Level 1 Trauma Center 
 
 In the following cases, prehospital care providers in urban or suburban areas should consider 
transport directly to a Level 1 Trauma Center (or in rural areas, air medical evacuation should be seri-
ously considered). 
 
 I. Neurosurgical Cases 
  A. Patients with severe multi-system trauma in association with a head injury. 
  B. Head-injured patients who do not follow commands (Glasgow Motor  
   Response of <6– not to be mistaken for Glasgow Coma Scale). 
  C. Patients with penetrating head injury. 
  D. Patients with obvious spinal cord injury. 
 
 II. Orthopedic Cases 
  A. Patients with multiple long-bone fractures with associated significant  
   mechanism of injury. 
  B. Patients who present with an unstable pelvis. 
  C. Amputations with the potential for replantation. 
 
 III. Other Trauma Cases 
  A. Patients with significant burns as defined by ABA guidelines. (see Appendix A) 
  B. Patients with obvious need for significant medical resources. 
  C. Patients with severe multi-system trauma. 
 
 Note: In cases of uncorrected airway compromise, uncontrolled bleeding, or if CPR is in 
progress, patients should be transported to the closest emergency department. 
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3.  Amputated Part 

 
 Overview:  Amputation may be life threatening if there is massive hemorrhage.  Usu-
ally, bleeding is self limited because of spasm of the severed arteries.  Use direct pressure with 
saline pads if needed.  Use a tourniquet only as a last resort since it may reduce the viability 
of the stump and lessen the chance of re-implantation.  Encourage the patient, but do not give 
false hope.   
 
 Prehospital Goal:  Control Bleeding, gently care for the amputated part and transport 
as quickly as possible.  Notify the receiving facility early so that a surgical team can be assem-
bled.  Continue to monitor for signs of shock.  This protocol assumes that the provider has 
already performed the assessment procedures outlined in the Trauma Patient—Initial 
Management Protocol. 

BLS 
 
Control Hemorrhage. 
  
Administer Oxygen per patient 
assessment. 
  
Retrieve Amputated part and place in 
a plastic bag.  Place the bag in a 
container of ice and water if time 
permits.  Do not attempt to clean the 
part.  Do not place the part on dry ice.  
Retrieve any parts possible without 
delaying transport.  Take both the 
parts and the patient to the same 
hospital. 
  
Transport promptly in position of 
comfort depending on Mechanism of 
Injury. 
  
Reassess vital signs as indicated. 
  
Notify receiving facility of amputation. 

ALS 
 
Control Hemorrhage. 
  
Administer Oxygen per patient 
assessment. 
  
Retrieve Amputated part and place in 
a plastic bag.  Place the bag in a 
container of ice and water if time 
permits.  Do not attempt to clean the 
part.  Do not place the part on dry 
ice.  Retrieve any parts possible 
without delaying transport.  Take both 
the parts and the patient to the same 
hospital. 
  
Transport promptly in position of 
comfort depending on Mechanism of 
Injury. 
  
Establish large bore IV’s of normal 
saline or LR in non-amputated part .  
Titrate to maintain systolic blood 
pressure 90 – 100 mmHg. 
  
Reassess vital signs as indicated. 
  
Notify receiving facility of amputation. 
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4.  Burns 

 
 Overview:  Burns can be caused by direct thermal injury, exposure to caustic chemi-
cals, and contact with electrical sources.  Factors to be considered when treating burn pa-
tients include the nature of the burn, whether the patient was in an enclosed space,  the 
source of the burn, the patient’s history,  the duration of the contact and the temperature of 
the thermal agent.  Critical Burns include those that involve the respiratory tract, second de-
gree burns over 20% of the body, third degree burns over 5% of the body and any burns that 
are circumferential, or involving the hands, face, feet, or genitalia.  Any of these patients or 
any burned patients over 50 or under 10 should be evaluated at the regional burn center.   
 
 Prehospital Goal:  Always protect providers from exposures from hazardous materi-
als.  Extrication and removal should be done by trained personnel.  Move the patient to a 
safe environment, administer 100% oxygen, protect the airway and assist ventilations if indi-
cated.  Treat for shock.  Rapid transport to an appropriate receiving facility is indicated for 
any patient presenting with altered LOC, difficulty breathing, or cardiovascular compromise.  
This protocol assumes that the provider has already performed the assessment pro-
cedures outlined in the Trauma Patient—Initial Management Protocol.  

BLS 
 
Stop the burning process. 
  
Administer 100% Oxygen per patient 
assessment.  Use humidified oxygen 
if available. 
  
Copious normal saline/sterile water 
irrigation for caustic substances.  
Cover thermal burns with dry sterile 
dressing.  An acceptable alternative is 
“Water Jel” dressings for any percent 
BSA and/or any age. 
  
Determine extent of burn. 
  
If shock is present.  Refer to 
Medical Patient Care Protocol –   
Hypovolemic Shock - Medical (Non 
Cardiac). 
  
Transport promptly in position of 
comfort.   
  

ALS 
 
Stop the burning process. 
  
Administer 100% Oxygen per patient 
assessment.  Use humidified oxygen 
if available. 
  
Copious normal saline/sterile water 
irrigation for caustic substances.  
Cover thermal burns with dry sterile 
dressing.  An acceptable alternative is 
“Water Jel” dressings for any percent 
BSA and/or any age. 
  
Determine extent of burn. 
  
Place patient on cardiac monitor. 
  
Establish IV of Lactated Ringers (If 
LR is not available use NS).  If 
greater than 15% burn, run IV at a 
rate of 300 cc’s per hour. 
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Appendix A 
 

American Burn Association 
Referral Criteria 

 
 The American Burn Association (ABA) has identified the following injuries as those 
usually requiring a referral to a burn center.  Patients with these burns should be treated in 
a specialized burn facility after initial assessment and treatment at an emergency depart-
ment. 
 
 A. Partial thickness burns greater than 10% total body surface area (TBSA) 
 B. Burns that involve the face, hands, feet, genitalia, perineum, and major joints 
 C. Third degree burns in any age group 
 D. Electrical burns including lightning injury 
 E. Chemical burns 
 F. Inhalation injury 
 G. Burn Injury in patients with preexisting medical disorders that could  
  complicate management, prolong recovery, or affect mortality 
 H. Any patients with burns and concomitant trauma in which the burn injury  
  poses the greatest risk of morbidity or mortality.  In such cases, if the trauma  
  poses the greater immediate risk, the patient may be initially stabilized in  
  trauma center before being transferred to the burn center 
 I. Burned children in hospitals without qualified personnel or equipment for the 
  care of children 
 J. Burn injury in patients who will require special social, emotional, and/or long 
  term rehabilitative intervention 

 
4.  Burns 

Page 2 

BLS 
 
Reassess vitals signs as indicated. 

ALS 
 
If shock is present.  Refer to 
Medical Patient Care Protocol – 
Hypovolemic Shock - Medical (Non 
Cardiac). 
  
Consider Pain Management: Refer to 
Trauma/Environmental Patient Care 
Protocol –  Trauma Patient Pain 
Management. 
  
Transport promptly in position of 
comfort.   
  
Reassess vitals signs as indicated. 
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5.  Evisceration 

 
 Overview: Evisceration can be accompanied by hemorrhage and the patient may 
present in profound shock.  A significant amount of body heat can be lost from the abdomen.  
Use saline gauze with a sterile moistened abdominal dressing to cover and take steps to 
prevent hypothermia.  It is imperative that the patient be transported without delay.   
 
 Prehospital Goal:  Minimize blood loss if possible and cover the wound.  Establish 
IV's enroute and transport to an appropriate receiving hospital.  Continue to monitor for 
signs of shock.  This protocol assumes that the provider has already performed the as-
sessment procedures outlined in the Trauma Patient—Initial Management Protocol. 

BLS 
 
Administer oxygen per patient 
assessment. 
  
Cover eviscerated organs with sterile 
gauze soaked in saline.  Do not 
attempt to replace the organs. 
  
Assess patent for possible impaled 
objects.  Do not remove the impaled 
objects. 
  
Transport promptly in the position of 
comfort depending on Mechanism of 
Injury. 
  
Reassess vital signs as indicated. 

ALS 
 
Administer oxygen per patient 
assessment. 
  
Cover eviscerated organs with sterile 
gauze soaked in saline.  Do not 
attempt to replace the organs. 
  
Establish large bore IV’s of normal 
saline or LR .  Titrate to maintain 
systolic blood pressure 90 – 100 
mmHg. 
  
Assess patent for possible impaled 
objects.  Do not remove the impaled 
objects. 
  
Transport promptly in the position of 
comfort depending on Mechanism of 
Injury. 
  
Consider placing patient on cardiac 
monitor if time permits. 
  
Reassess vital signs as indicated. 
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6. Head Injury 

 
 Overview:  Nearly half of all victims of serious trauma have injury to the head.  Head 
injury should be suspected with any loss of consciousness, however brief, or when the mecha-
nism suggests injury (such as a starred windshield).  If the patient is hypotensive, look for an-
other injury.  Any patient with significant head injury also has a C-spine injury until proven  
otherwise.  The most important single sign in the evaluation of the head injured patient is a 
changing level of consciousness. 
 
 Prehospital Goal:  Immobilize the head and the entire spine.  Continually reassess for 
changes in the level of consciousness.  Transport as quickly as possible.  Consider other 
causes of changing level of consciousness (refer to Unconscious Patient Protocol).  This pro-
tocol assumes that the provider has already performed the assessment procedures  out-
lined in the Trauma Patient—Initial Management Protocol. 

BLS 
 
Maintain C Spine Immobilization / 
Establish Airway. 
  
Administer High Flow Oxygen per 
Patient  Assessment. 
  
Maintain Ventilations 

- Ventilate @ 8 – 12 BPM if 
patient is not adequately 
ventilating. 

  
Determine Glascow Coma Scale. 
  
Transport Immobilized to Appropriate 
Facility. 
      
Reassess vital signs as indicated. 
 

ALS 
 
Maintain C Spine Immobilization / 
Establish Airway. 
  
Administer High Flow Oxygen per 
Patient  Assessment. 
  
Maintain Ventilations 

- Ventilate @ 8 – 12 BPM if patient 
is not adequately ventilating. 

  
Determine Glascow Coma Scale. 
  
Establish large bore IV’s of normal 
saline or LR .  Titrate to maintain 
systolic blood pressure 90 – 100 
mmHg. 
  
If signs of increased ICP and not 
hypotensive, then: 
 - Elevate the head/torso slightly 
(20 - 30 degrees ).  Keep the head in 
the midline position and avoid 
excessive compression around the 
neck by cervical collars or devices to 
secure an advanced airway.  
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ALS 
 
Maintain paCO2 35 - 40 mmHg if 
monitoring is available. 
  
Transport  Immobilized to Appropriate 
Facility.  
  
Reassess Vital signs as indicated. 
                  
If time, place patient on Cardiac 
Monitor. 

 
 

6. Head Injury 
Page 2 



Trauma and Environmental Page 17 

 
7.  Impaled Objects 

 
 Overview:  Impaled objects often are distracting to pre-hospital providers.  Discipline 
is needed to follow the ABC’s of a primary survey.  Since impaled objects can tamponade 
bleeding sites, removing the objects anywhere but in surgery can cause a rapid, fatal hemor-
rhage.  Movement of the impaled object will cause intense pain and potential hemorrhage.  
Care must be taken to immobilize the object to prevent movement, while still maintaining the 
goal of rapid transport of the patient.  Contact Medical Control early if the patient cannot be 
transported with the impaled object in place. 
 
 Prehospital Goal:  Rapid assessment of the patient, immobilization and transport.  
Start IV's on scene if transport is delayed by other factors.  Notify the receiving facility early 
so that a surgical team can be assembled.  Remove the impaled object only if it interferes 
with the patient’s airway or the ability to perform CPR.  Continue to monitor for signs of 
shock.  This protocol assumes that the provider has already performed the assess-
ment procedures outlined in the Trauma Patient—Initial Management Protocol. 

BLS 
 
Control Hemorrhage. 
  
Administer oxygen per patient 
assessment. 
  
Stabilize the object.  Do not remove 
the object unless the object 
interferes with the airway, interferes 
with CPR.  If transport is impossible 
with the impaled object, notify 
Medical Control early. 
  
Apply bulky dressing around the 
object.  Secure the dressing in place. 
  
Transport promptly in the position of 
comfort.  Minimize movement of the 
impaled object. 
  
Reassess vital signs as indicated. 

ALS 
 
Control Hemorrhage. 
  
Administer oxygen per patient 
assessment. 
  
Stabilize the object.  Do not remove 
the object unless the object interferes 
with the airway, interferes with CPR.  
If transport is impossible with the 
impaled object, notify Medical Control 
early. 
  
Apply bulky dressing around the 
object.  Secure the dressing in place. 
  
Establish large bore IV’s of normal 
saline or LR .  Titrate to maintain 
systolic blood pressure 90 – 100 
mmHg. 
  
Transport promptly in the position of 
comfort.  Minimize movement of the 
impaled object. 
  
Reassess vital signs as indicated. 
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8.  Inhalation Injuries 

 
 Overview:  The majority of fire related deaths are the result of smoke inhalation and/
or carbon monoxide poisoning.  Suspect inhalation injury and respiratory damage in any vic-
tim of a thermal burn, and particularly if the patient has facial burns, singed nasal hair, car-
bonaceous sputum or was in an enclosed space.  Be aware that many chemicals are pre-
sent during ordinary combustion including Hydrogen Sulfide, Hydrogen Cyanide and Carbon 
Monoxide (CO).  CO is a tasteless, odorless, colorless, and non irritating gas.  Almost any 
flame or combustion device can produce the gas.  CO poisoning is a common problem and 
produces a broad spectrum of signs and symptoms, often imitating the flu.  Think about CO 
poisoning when multiple patients present with the same signs and symptoms at a residence.   
 
 Prehospital Goal:  Always protect providers from exposures from hazardous materi-
als.  Extrication and removal should be done by trained personnel.  Move the patient to a 
safe environment, administer 100% oxygen, protect the airway and assist ventilations if indi-
cated.  Treat for shock.  Rapid transport to an appropriate receiving facility is indicated for 
any patient presenting with Altered LOC, difficulty breathing, or cardiovascular compromise.  
This protocol assumes that the provider has already performed the assessment pro-
cedures outlined in the Trauma Patient—Initial Management Protocol. 

BLS 
 
Administer 100% Oxygen per patient 
assessment.  Use humidified oxygen 
if available. 
  
Transport promptly in position of 
comfort.   
  
Reassess vitals signs as indicated. 

ALS 
 
Administer 100% Oxygen per patient 
assessment.  Use humidified oxygen 
if available. 
  
Place patient on cardiac monitor. 
  
Establish Saline Lock or IV of LR or 
NS at TKO rate. 
  
Transport promptly in position of 
comfort. 
  
Reassess vitals signs as indicated. 
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9.  Hyperthermia / Heat Stroke 

 
 Overview:  Hyperthermia should be considered in any patient presenting with an al-
tered level of consciousness in a warm, humid environment.  This is especially true in the 
pediatric and the geriatric populations. 
 
 Prehospital Goal:  Prevent further heat gain by transferring the patient to a cool en-
vironment and removing clothing.  Rapid cooling can be accomplished by applying water to, 
and circulating water across, the patients’ body, and by applying cold packs to the axillae 
(armpits), neck and groin.   This protocol assumes that the provider has already per-
formed the assessment procedures outlined in the Trauma Patient—Initial Manage-
ment Protocol. 

BLS 
 
Administer Oxygen per patient 
assessment. 
  
Refer to Unconscious Patient or 
Seizures Protocol if indicated. 
  
Begin cooling as indicated by patient 
assessment. 
  
If patient is not nauseated, then begin 
hydration with water or electrolyte 
solution (such as 50 % diluted 
Gatorade) if available. 
  
Transport promptly in the position of 
comfort. 
  
Reassess vital signs as indicated. 

ALS 
 
Administer Oxygen per patient 
assessment. 
  
Refer to Unconscious Patient or 
Seizures Protocol if indicated. 
  
Begin cooling as indicated by patient 
assessment. 
  
Place patient on the cardiac monitor. 
  
Establish large bore IV of LR or NS 
and run at 200 cc’s per hour.  If 
patient is hypotensive, titrate to 
maintain systolic blood pressure 90 – 
100 mmHg. 
  
Transport promptly in the position of 
comfort. 
  
Reassess vital signs as indicated. 
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10.  Hypothermia 

 
 Overview:  Hypothermia should be considered in any patient presenting with an al-
tered level of consciousness in a cool and/or wet environment, especially in the pediatric 
and geriatric populations.  Vasoconstriction and bradycardia may make palpating a pulse 
very difficult.  Before initiating chest compressions, the complete absence of a pulse 
should be confirmed for 60 seconds.   
 
 Prehospital Goal:  Prevent further heat loss by removing wet clothing and placing 
the patient in a warm environment.  Begin re-warming the patient with multiple layers of dry 
blankets and warm humidified air.  The patient should be handled gently at all times.  
This protocol assumes that the provider has already performed the assessment pro-
cedures outlined in the Trauma Patient—Initial Management Protocol. 

BLS 
 
Administer 100% Oxygen per patient 
assessment. 
  
Begin re-warming if indicated and 
prevent further heat loss. 
  
Transport promptly in position of 
comfort.  Avoid rough handling of 
patient. 
  
Reassess vitals signs as indicated. 

ALS 
 
Administer 100% Oxygen per patient 
assessment. 
  
Place patient on cardiac monitor.  If 
patient is in VF or pulseless VT, 
follow hypothermic ACLS Protocol. 
  
Establish Saline Lock or IV of LR or 
NS at TKO rate.  
  
Begin re-warming if indicated and 
prevent further heat loss. 
  
Transport promptly in position of 
comfort.  Avoid rough handling of 
patient. 
  
Reassess vitals signs as indicated. 
. 
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11.  Snakebites 

 
 Overview :  Life-threatening snake bites are unusual, if not rare.  Only if the patient 
shows clear signs of envenomation in the field is there a serious risk of life or limb.  
Copperheads, water moccasins and eastern diamondback rattlesnakes pose the most serious 
threat to humans in Central Virginia.  Note: There is no need to apply ice, a tourniquet, or to 
incise and suction a snakebite. 
 
 Prehospital goal:  Transport the patient promptly and calmly to the nearest appropriate 
medical facility. Obtain history including type of snake if possible. 

BLS 
 
Perform Initial assessment 

General impression 
Airway 
Breathing 
Circulation* 
Level of consciousness 

  
Administer oxygen per patient 
assessment; Obtain medical history. 
  
Place patient in position of comfort; 
remove restrictive clothing. 
  
Immobilize bitten area in a slightly 
dependent position. 
  
Transport patient promptly in the 
position of comfort. 
  
Reassess vital signs as indicated. 

ALS 
 
Perform Initial assessment 

General impression 
Airway 
Breathing 
Circulation* 
Level of consciousness 

  
Administer oxygen per patient 
assessment; Obtain medical history. 
  
Place patient in position of comfort; 
remove restrictive clothing. 
  
Immobilize bitten area in a slightly 
dependent position. 
  
Place patient on cardiac monitor. 
  
Establish IV of NS at KVO rate in 
non-affected arm. 
  
Transport patient promptly in the 
position of comfort. 
  
Reassess vital signs as indicated. 

*  If BP is less than 90 mm Hg., Refer to Medical Patient Care Protocol - Anaphylaxis / 
Allergic Reaction. 
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12. Spinal Injury 

 
 Overview:  Suspect spinal injury in vehicular trauma, diving accidents, jumps or falls 
from any height, significant injury above the clavicles, crush injuries, lightning or electrical inju-
ries, gunshot wounds to the head, neck, chest, back, or abdomen, multi-trauma victims, pa-
tients who are unconscious after trauma, and any time the mechanism of injury suggests the 
possibility of a spinal cord injury.  A normal neurological exam—or a patient who is ambulatory 
at the scene— does not rule out the possibility of a spinal cord injury.  The neurological exam 
should be carried out before and after immobilization and must include assessment of motor, 
sensory and distal circulation. 
 
 Prehospital Goal:  Take spinal precautions on all trauma patients.  Assess and docu-
ment neurological findings.  This protocol assumes that the provider has already per-
formed the assessment procedures outlined in the Trauma Patient—Initial Management 
Protocol. 

BLS 
 
Maintain C-Spine immobilization / 
establish airway. 
  
Administer high flow oxygen per 
patient  assessment. 
  
Determine Glascow Coma Score 
  
Transport immobilized to appropriate 
facility. 
      
Reassess vital signs as indicated. 
 

ALS 
 
Maintain C-Spine immobilization / 
establish airway. 
  
Administer high flow oxygen per 
patient  assessment. 
  
Determine Glascow Coma Score. 
  
Establish large bore IV’s of normal 
saline or LR .  Titrate to maintain 
systolic blood pressure 90 – 100 
mmHg. 
  
Transport immobilized to appropriate 
facility. 
  
Reassess vital signs as indicated. 
       
If time, place patient on Cardiac 
Monitor. 
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13.  Thoracic and Abdominal Trauma 

 
 Overview:  Blunt and penetrating thoracic and abdominal trauma can be rapidly fatal.  
Rapid initial assessment and early transport with IV’s started enroute to the appropriate re-
ceiving facility has been demonstrated to increase the patient’s chances of survival.  Provid-
ers should not be fooled by gunshot  or stab wounds that may appear to be insignificant.   
 
 Prehospital Goal:  Control hemorrhage.  Identify mechanism of injury.  Consider 
“load and go” with any interventions (except for airway) being done enroute to a trauma  
center. Continue to monitor for signs of shock.  This protocol assumes that the provider 
has already performed the assessment procedures outlined in the Trauma Patient—
Initial Management Protocol. 

BLS 
 
Check for bilateral breath sounds. 
  
Administer 100% oxygen per patient 
assessment, assist ventilations with 
BVM as needed while maintaining C- 
Spine precautions. 
  
Identify mechanism of injury. 
  
Stabilize chest injuries. 
  
Transport immobilized to the trauma 
center or closest appropriate facility. 
  
Reassess vital signs as indicated. 

ALS 
 
Check for bilateral breath sounds. 
  
Administer 100% oxygen per patient 
assessment, assist ventilations with 
BVM as needed while maintaining C- 
Spine precautions. 
  
Identify mechanism of injury. 
  
Reassess breath sounds.  Stabilize 
any chest injuries. 
  
If tension pneumothorax, perform 
needle chest decompression per 
protocol. 
  
Transport immobilized to the trauma 
center or closest appropriate facility. 
  
Establish large bore IV’s of normal 
saline or LR .  Titrate to maintain 
systolic blood pressure 90 – 100 
mmHg. 
  
Place patient on cardiac monitor. 
  
Reassess vital signs as indicated. 
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14.  Trauma Patient Pain Management 

 
 Overview :  Pain management is an important part of the initial treatment for many 
patients.  Many patients can benefit from early pain management, especially during extended 
ambulance transport time.   Pain management should also be considered for patients who can 
not be moved without significant pain.  Trauma indications for pain management include iso-
lated orthopedic injury and burns not involving airway compromise. 
 
 Prehospital goal:  Obtain complete history.  Maintain stable vital signs.  Monitor the 
patient closely.   Provide better comfort level through pain management.  Pain management  
is contraindicated in patients with compromise of airway, breathing, circulation or level 
of consciousness.  More specific contraindication include: hypotension, open chest or 
abdominal injury, any signs of acute abdomen, active bleeding from internal organs 
(esophageal varices, vaginal or rectal hemorrhage, epistaxis, vomiting blood), multi-
system trauma, signs of shock, headache. 

BLS 
 
Perform Initial assessment 

General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 

  
Obtain complete history of incident 
and previous medical history. 
  
Administer oxygen per patient 
assessment. 
  
Make patient as comfortable as 
possible. 
  
Transport promptly in position of 
comfort. 
  
Reassess vital signs as indicated. 

ALS 
 
Perform Initial assessment 

General impression 
Airway 
Breathing 
Circulation 
Level of consciousness 

  
Obtain complete history of incident 
and previous medical history. 
  
Administer oxygen per patient 
assessment. 
  
Place patient on cardiac monitor. 
  
Establish IV of NS at KVO rate or 
saline lock. 
  
Ascertain any drug allergies. 
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14.  Trauma Patient Pain Management 

Page 2 

BLS 
 
 

ALS 
 
Administer Morphine sulfate 2.0 - 5.0 
mg IV every 5 - 10 minutes, or 5.0 - 
10.0 mg IM.  Dosage may be 
repeated after 10-20 minutes as 
needed. Call on-line Medical Control 
for all patients requiring > 10 mg 
total.  Titrate to pain level and 
maintain adequate BP. 
  
Reassess patient’s ventilation efforts 
and support as indicated. 
  
Transport promptly in position of 
comfort. 
  
Reassess vital signs as indicated. 
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1.  Behavioral Emergencies 

 
A. INDICATIONS:   There are organic, situational and psychiatric causes of behavioral 

emergencies. 
 

1. Organic causes include toxic and deficiency states, infections, neurological dis-
eases, cardiovascular, endocrine and metabolic disorders. 

 
2. Situational causes result from an emotional reaction to a stressful event. 

 
3. Psychiatric disturbances are those which arise within the patient, such as psycho-

sis, affective and anxiety, disorders. 
 

4. Persons experiencing behavioral emergencies may be experiencing pain every 
bit as real to them as a severe traumatic injury. 

 
B. PROTOCOL FOR MANAGEMENT: 
 

1 . Obtaining the following information can help determine the cause of the patient's 
behavior: 

 
a. Precipitating factors. 

 
b. Existing life situation. 

 
c. Recent and past medical/psychiatric history. 

 
d. Mental status -- oriented or disoriented, organized or disorganized think-

ing. 
 

e. Affect or facial/emotional expression -- inappropriate or flat? 
 

f. Behavior -- general speech, motor activity or posture. 
 

2. The pre-hospital provider should: 
 

a. Be alert to, and maintain, scene and rescuer safety. 
 

b. Give first priority to life-threatening illness or injuries. 
 

c.       Identify self properly.  Be prepared to spend time with patient. 
 

d. Have a plan of action that will make the patient feel as if he/she is being 
helped, and which will help the patient make positive decisions. 

 
e. Maintain a calm, reassuring and professional attitude and manner.  Be 

aware of posture, body language and position. 
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2.  SEXUAL ASSAULT 
 

A. Indications:  
 

1. Reported or suspected sexual assault in persons of any age or sex. 
 

2. Unexplained trauma or bleeding about the vagina, rectum or buttocks. 
 

B. Precautions / Contraindications:   
 

1. Do not ask questions about the patient‘s sexual history or practices, or 
questions that might make the patient feel guilty.  Do not ask patient for a 
detailed account of the assault. 

 
2. Do not examine the patient‘s genitalia unless there is severe injury, and 

then do so only with the patient‘s permission. 
 
3. Clean wounds only to determine severity. 
 

B. Protocol for management:   
 

1. Provide psychological support and a safe environment for the patient.  
Limit the number of persons who interact with the patient. 

 
2. Assess for other illnesses or injuries.   
 
3. Allow patient to determine gender of care-providers if possible. 
 
4.        Preserve all evidence: 
 

a. Handle the patient’s clothing as little as possible; use paper bags 
for all clothing and blood-stained articles.  If the patient’s clothing is 
removed after leaving the scene, bag and label each item sepa-
rately. 

 
b. Discourage the patient from changing clothes or bathing. 
 
c. Maintain the crime scene and chain of evidence by having authori-

ties sign for articles turned over to them. 
 

5. Carefully chart all notations, observations and treatments; this information 
is very important in potential court proceedings. 

 
6. Maintain and insure patient confidentiality. 
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3.  Suicidal Patient 

 
Overview:   The safety and security of the patient and EMS personnel is paramount. If the pa-
tient is armed, consider the patient homicidal as well as suicidal.  Medical treatment is a priority 
if injury or ingestion of a substance has occurred.  However, persons who make verbal threats 
of suicide also should be treated at an appropriate medical facility.  Be prepared to spend time 
with the patient.  Every suicide act, gesture, or verbal threat must be taken seriously.  DO NOT 
LEAVE THE PATIENT ALONE. 
 
Prehospital Goal:   Have police secure the scene to protect the patient and EMS personnel 
from harm.  Evaluate potential for suicide by assessing the risk factors. Provide calming envi-
ronment for the patient.  Provide emotional support and understanding of the problem.  Medi-
cally intervene if warranted.  Transport the patient promptly to an appropriate medical facility. 
 
Risk Factors:   Age: 15-24 years; over 40.  Sex: Male.  Divorced or, widowed.  Recent loss or 
surgery.  Previous attempts.  Living alone.  History of depression and/or suicidal thoughts.  
Presence of suicide plan and how well organized.  How lethal and available is the method. 

Verbal Threat 
 
BLS AND ALS 
 
 SCENE SAFETY: POLICE  

SHOULD BE ON SCENE 
 
 PROTECT PATIENT  
 

DEVELOP RAPPORT 
 

CREATE CALMING 
 
 ASSESS RISK FACTORS 
  
 TRANSPORT PROMPTLY TO 
 APPROPRIATE MEDICAL FACILITY 

Physical Attempt: Injury/Ingestion 
 
BLS AND ALS 
 
 SCENE SAFETY: POLICE 

SHOULD BE ON SCENE 
 
 AIRWAY  
 

BREATHING 
 

CIRCULATION 
 
 IF MEDICATION IS INGESTED 
 SEE POISONING PROTOCOL 
   
 IF TRAUMA IS INVOLVED 

SEE TRAUMA PROTOCOL 
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4. Violent and/or Agitated Patient 

 
     Overview:  Occasionally, EMS providers are faced with patients who are violent and/or  
agitated.  These patients can pose a danger to themselves and EMS providers. The etiology of 
the behavior may be organic or functional and efforts should be made to correct reversible 
causes.  Medical causes include, but are not limited to, hypoxia, stroke, brain trauma,  
hypoglycemia, alcohol/drug intoxication.  However, the safety of the patient and the EMS  
providers are the primary concern.    
 
     Prehospital Goals:  Maintain a safe environment for the patient and providers.  Verbal  
de-escalation should be tried initially.  Continued agitation/violence may require physical and/or 
chemical restraints.  Law enforcement should assist when available.  Vitals should be  
performed frequently on patients that are physically and/or chemically restrained. 
 
                    BLS                                                                ALS 
 
Maintain safe position and distance.                        Maintain safe position and 

      distance. 
                                                                                                      
Attempt verbal intervention.                                     Attempt verbal intervention. 
                                                                                                      
Call for police and/or behavioral health.                  Call for police and/or behavioral health  
behavioral health provider.         provider 

        
                                                                               Attempt to identify and treat 
Attempt to identify and treat reversible                    reversible causes. 
causes.                                                                                
                                                                               Attempt to acquire medical 
Physical restraints.                                                  history, allergies, vital signs.         
                                                                                           
Attempt vital signs, and transport,                           Physical restraints and/or 
reassess patient enroute.                                        chemical restraints. 
                                                                                                         
                                                                                Frequently reassess patient 

    during transport.  
 

 

OPTIONS PHYSICAL RESTRAINTS CHEMICAL RESTRAINTS 

OPTION 1:  PATIENTS  
WITHOUT IV ACCESS 

FOUR POINT SOFT  
RESTRAINTS 

VALIUM 5 MG IM 
If fails to de-escalate patient, then: 

GEODON 10 MG IM 

OPTION 2:  PATIENTS 
WITH IV ACCESS 

FOUR POINT SOFT  
RESTRAINTS 

VALIUM 5 MG IV 
If fails to de-escalate patient, then: 

GEODON 10 MG IM 

OPTION 3:  (alternative) 
ONLY FOR EXTREME  
AGITATION AND 
COMBATIVENESS 

 
FOUR POINT SOFT  

RESTRAINTS 

GEODON 20 MG IM 
AND 

VALIUM 5 MG IM 

MEDICATION DOSAGES BELOW: 
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Violent and/or Agitated Patient 

Page 2 
 
Protocols for Management: 
 

1. Assess risk factors for violence at the scene and ensure for the safety of the EMS  
providers. 

 
Risk factors: 

A. Alcohol and/or drug intoxication or withdrawal. 
B. Crowd incidents especially where violence has occurred. 
C. Psychosis, especially manic and/or paranoia. 
D. Delirium, anxiety, phobias, disorientation. 

 
2. Treat life-threatening injuries. 
 
3. Maintain a safe position and distance from the patient.  Do not invade the patient’s 
    “space”. 
 
4. Attempt verbal intervention to calm and reassure the patient and offer help. 
 
5. Be honest and concise. 
 
6. Be alert to warning signs of impending outbursts of violence: 

A. Tense posture. 
B. Loud, threatening speech by the patient. 
C. Increasing or hyper motor/muscular activity. 
D. Aggressive “body language”. 
E. The provider’s own feelings. 

 
7. Use physical and /or chemical restraints as a last resort when talking has failed. 
 
8. Call for police and/or behavioral professionals when dealing with continued hostility. Do 
    not allow yourself to get in a position where you cannot escape if the situation becomes 
    dangerous or out of control. 
 
9. Establish on-line Medical Control to advise of patients condition and to notify the need for 
    police on your arrival. 
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WARNINGS: 
 

1. DO NOT transport the patient restrained in a prone position. 
 
2. Patients who are restrained, chemically or physically should not be left unattended.  
    Use proper techniques for physical restraints. 
 
3. Frequent neurovascular assessments of the restrained extremities to assure adequate 
    circulation should be performed and documented. 
 
4. DO NOT “hog tie” or sandwich patient between backboards or mattresses. 
 
5. Once chemical restraints are used it’s recommended to place physical restraints on the 
    patient for every ones safety. 
 
6. Document thoroughly your reasons for using this protocol on your PPCR. 
 
7. Highly recommended:  ONCE RESTRAINED, REMAINS RESTRAINED!!!  
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1. PEDIATRIC PROTOCOLS 

 
 The Pediatric Emergency Training Subcommittee of the Old Dominion Medical Control 
Committee is a  panel, made up of physicians, nurses, and prehospital providers representing 
the four EMS councils in the Old Dominion EMS Alliance (ODEMSA).  This subcommittee is 
responsible for the development of  these protocols for the ODEMSA region (Planning Districts 
13. 14, 15, and 19). 
 
 The following protocols are designed to establish a standard of prehospital care for chil-
dren that will apply to patients treated anywhere within the ODEMSA region. 
 
 These protocols were developed to address particular needs: 
 

• Issues unique to pediatric patients (child abuse, newborn resuscitation) 
 
• Issues not unique to pediatrics, but where pediatric priorities or injury patterns differ 

from adults (bradycardia, Trauma) 
 
• Issues where pediatric priorities are the same as adults, but doses or procedures  
     differ (FBAO). 
 
• Ease of provider use (Anaphylaxis, Toxic Ingestion) 

 
 This pediatric protocols section also contains: 
 

• Pediatric Assessment Guidelines 

• Pediatric Protocols Index 

• Pediatric Equipment Index 

• Pediatric Drug Dosage 

 
 NOTE: The Pediatric Patient Care Protocols are intended for patients who are 16 years 
old or less.  Note also that in the Pediatric Patient Care Protocols, Medical Control means the 
receiving hospital.  Please contact Medical Control early. 
 
 The use of the Broselow Tape for drug dosages is strongly encouraged in all 
cases. 
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2. PATIENT ASSESSMENT  - PEDIATRIC 

 
 Overview :  Proper initial assessment (primary survey) and focused assessment 
(secondary  survey) of the patient and an accurate medical history can result in significantly higher 
levels of patient care and the effective treatment of  the patient’s signs and symptoms.  Although 
the Initial Assessment and  Focused/Rapid Assessment techniques for adults and children are the 
same, injury patterns in children differ from those of adults.    NOTE: All patients with multi-
system trauma should be transported to a Trauma Center ( ref Trauma Protocol Page 5). 
 
 Prehospital Goals:   Perform the Initial Assessment rapidly.  Anticipate injuries unique to 
the pediatric patient.  Provide an adequate airway.  Recognize and treat shock and respiratory fail-
ure.  Prevent heat loss.  Reassess the patient for ABCD’s after each intervention.  NOTE: Any in-
stability of the ABCD’s requires immediate transport, or “load and go” after appropriate sta-
bilization of the patient.  Rapid Trauma Assessments are done after the Initial Assessment, 
if indicated.  Focus Assessment should be done enroute to the medical facility, if possible.  
 
Initial Assessment:(Primary Survey)  

 
General Impression 
− Form a general impression of patient based on initial presentation, 

mechanism of injury, and/or nature of the illness. 
− The PEPP Pediatric Assessment Triangle (PAT) is a useful tool 

when assessing for general impression in a pediatric patient. 
 

Level of Consciousness 
− Begin the assessment of the patient’s LOC by initially contacting 

the patient or observing the patient’s interactions with others. 
 

Airway / C-spine 
− Take or direct manual in-line immobilization of the head. 
− Open and assess the airway. 
− Suction as indicated.   
− Insert airway adjunct if indicated. 
 
Breathing 
− Assess respiratory effort and rate, chest rise, skin color. 
− Initiate 100 percent oxygen therapy with non-rebreather mask as indicated. 
− If respirations are ineffective, support ventilations with BVM. 
− Monitor patient with pulse oximetry. 
 
Circulation 
− Check proximal/distal pulses simultaneously. 
− Assess peripheral perfusion (skin color, temperature, cap refill, level of consciousness). 
− Assess and control major bleeding. 
− Establish vascular access via intravenous or intraosseous routes, as indicated. 
− Administer fluid bolus (usually during transport) 20 cc/kg of normal saline (NS) as indi-

cated. 
− Attach cardiac monitor as indicated. 

Ap
pe

ar
an

ce
 

W
ork of B

reathing 

Circulation to Skin 
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Disability - Check pupils, perform rapid neurological survey using AVPU mnemonic: 
A Alert 
V Response to Verbal stimulus 
P Response to Pain 
U Unresponsive 
 

Expose - Remove clothing, but keep child covered to prevent heat loss. 
 
Determine priority of the patient: 
− Perform a rapid assessment or focused assessment based on the needs of the 

patient. 
 

Rapid assessment - Assessment of the patient to identify life-threatening injuries or 
conditions.  Usually performed on the patient who is unable to relate his/her medical 
condition.  History is usually obtained from the care-giver, parents, or bystanders, de-
pending on the age of the child.  Adolescence is usually best age group for this ap-
proach. 
 
Focused Assessment - Assessment of the patient based on his/her condition.  Use the 
acronym OPQRST to assess the complaint further. 

   O - Onset - when did the problem begin ? 
   P - Provoke - what makes the problem worse ? 
   Q - Quality - describe the problem ? 
   R - Radiation - does the pain move anywhere ? 
   S - Severity - On a scale from 0 - 10, how bad is the pain ? 
   T - Time - Does the condition come and go ? How long does it last? 
 

Patient History - Use the acronym SAMPLE to gather information on the patient’s 
medical history. 

   S - Signs and symptoms. 
   A - Allergies. 
   M - Medications. 
   P - Pertinent past medical history. 
   L - Last oral intake. 
   E - Events leading up to the event. 
 

Vital signs - Pulse, blood pressure,  respirations, lung sounds, skin color and texture, and 
oxygen saturation. 
 
Treatment and transportation - Consider interventions and transportation of the pa-
tient. 
 
On-going Assessment - Reassess the patient’s condition regularly for changes.  Reas-
sess the patient’s airway, breathing, circulation, and vital signs. 
  - Every 5 minutes for unstable patient 
  - Every 10 – 15 minutes for stable patient 
 
Detailed Exam - Complete exam of the patient to gather more detailed information than 
was gathered in the Initial assessment or Focused assessment.  The patient’s injury or 
illness will determine the need to perform this assessment.  Usually performed enroute 
to the hospital. 
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3. RESPIRATORY DISTRESS / FAILURE 

 
 Overview :  Respiratory distress is characterized by a clinically recognizable increase in 
work of breathing.  Respiratory failure is characterized clinically by ineffective respiration (too 
fast OR too slow) with a decreased level of consciousness.  These conditions may result from 
obstruction of the upper or lower airways.  Examples of upper and lower airway obstruction in-
clude foreign body, epiglottitis, croup, bronchiolitis, asthma, pneumonia, near-drowning, 
smoke-inhalation or blunt/penetrating trauma to the upper airway.  The physical exam must 
initially focus on:  1. Airway patency;  2. Gas exchange;  3. Oxygenation;  4. Work of breathing, 
to differentiate among the possible causes.  Determination of the etiology of respiratory failure 
is unnecessary in the field except in the case of complete airway obstruction due to possible 
foreign body aspiration.  NOTE: Avoid the use of all airway adjuncts in patients with 
stridor.  Make no attempt to visualize the airway because complete obstruction may 
occur. 
 
 Prehospital Goals:   Maintain patent airway.  Provide 100 percent oxygen.  Assist 
ventilations as needed.  Obtain history and perform assessment to differentiate among the 
various possible causes of distress.  If child is conscious, keep parent near child for comfort. 

ALS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Administer oxygen 100 percent via 
NRB mask. 
  
If respirations are ineffective, begin 
BVM ventilations. 
  
If stridor or drooling; refer to 
appropriate pediatric protocols: 
5K. Epiglottitis 
5M. FBOA-conscious 
5N. FBOA-unconscious 
  
If wheezing, refer to 
5E. Asthma / Wheezing 
  
If Chest Trauma, refer to 
6G. Chest Trauma 
  

BLS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Administer oxygen 100 percent via 
NRB mask. 
  
If respirations are ineffective, begin 
BVM ventilations. 
  
If stridor or drooling; refer to 
appropriate pediatric protocols: 
5K. Epiglottitis 
5M. FBOA-conscious 
5N. FBOA-unconscious 
  
If wheezing, refer to 
5E. Asthma / Wheezing 
  
If Chest Trauma, refer to 
6G. Chest Trauma 
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ALS 
 
Reassess patient. 
  
If respirations remain ineffective 
and BVM ventilations are 
unsuccessful, attempt oral 
intubation (two (2) attempts). 
  
Reassess breath sounds. 
  
After ET tube placement is 
confirmed, consider inserting NG/
OG tube. 
  
Place patient on cardiac monitor. 
  
If all attempts to adequately 
ventilate have failed, secure airway 
with needle cricothyrotomy* 
  
Transport promptly in position of 
comfort. 
  
Reassess ABCs frequently. 
  
Contact Medical Control at any time 
if assistance is needed. 

BLS 
 
Reassess patient. 
  
Continue BVM Ventilations with 100 
percent oxygen as indicated. 
  
Transport promptly in position of 
comfort. 
  
Reassess ABCs frequently. 
  
Contact Medical Control at any time 
if assistance is needed. 

 
3. RESPIRATORY DISTRESS / FAILURE 

Page 2 

* It is strongly recommended that on-line medi-
cal control be established before performing this 
skill.  If unreasonable delay is associated with 
the contact the ALS provider may perform this 
life-saving procedure without on-line approval 
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4. SHOCK 

 
 Overview :  Shock (hypoperfusion) is defined as inadequate delivery of blood and oxy-
gen to the tissues resulting in inadequate perfusion.  Shock is recognized by tachycardia and 
pale skin (early signs), cool extremities, delayed capillary refill, diminished or absent peripheral 
pulses, abnormal mental status, and reduced urine output.  Bradycardia and hypotension occur 
late and are signs of imminent cardiac arrest.  In order of frequency, shock in children is most 
commonly due to hypovolemia, sepsis, anaphylaxis and cardiogenic shock. 
 
 Prehospital Goals:   Increase oxygenation and perfusion of the brain and to vital or-
gans.  Stabilize vital signs.  Prevent heat and fluid loss.  Obtain vascular access without delay-
ing transport. 

BLS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Administer oxygen 100 percent via 
NRB mask. 
  
Control hemorrhage; reassess for 
signs of shock.  Consider other 
possible causes of shock. 
  
Transport promptly.  Consider 
Trendelenberg Position. 
  
Reassess respiratory effort and 
breath sounds. 
  
Reassess vital signs as indicated. 
  

ALS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Administer oxygen 100 percent via 
NRB mask. 
  
Control hemorrhage; reassess for 
signs of shock.  Consider other 
possible causes of shock. 
  
Establish vascular access IV or IO. 
  
Administer fluid bolus of 20 cc/kg of 
NS as rapidly as possible.  
  
Transport promptly.   
  
Reassess respiratory effort and 
breath sounds. 
   

Lowest Acceptable 
Systolic Blood Pressure 

 >60 = Birth to 1 month. 
 >70 = 1 month to 1 year. 
 70+[2 x Age (years)] = > 1 year 
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4.  SHOCK  

Page 2 

BLS 
 
Maintain warmth and prevent heat 
loss. 
  
Reassess ABCs frequently. 
  
Contact Medical Control at any time 
if assistance is needed. 

ALS 
 
Repeat bolus if breath sounds are 
clear but perfusion is inadequate;   
(Max number of 3 boluses / 60 cc/kg) 
Contact medical control if breath 
sounds are abnormal or patient is 
not responding to bolus therapy . 
  
Maintain warmth and prevent heat 
loss. 
  
Place patient on cardiac monitor. 
  
Reassess ABCs frequently. 
  
Contact Medical Control at any time 
if assistance is needed. 
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5A.  ALTERED LEVEL OF CONSCIOUSNESS (ALOC) / COMA 

 
 Overview:  There are many causes of unconsciousness.  Although identifying the etiol-
ogy is helpful in managing these patients, initially treatment includes maintaining the airway 
and providing for adequate oxygenation and ventilation.  The most common causes of uncon-
sciousness in children are poisoning, trauma (particularly head trauma), seizures, meningitis 
and sepsis. 
 
 Prehospital Goals: Maintain a patent airway, oxygenate and support respiratory effort.  
Place non-intubated patients on the left side (in the absence of suspected spinal injury) to help 
drain secretions and/or vomitus.  Note evidence on scene for poisoning, trauma (especially 
head trauma), and abuse/neglect.  Assess anterior fontanelle in infants less than 19 months. 

BLS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine if indicated. 
  
Suction oropharynx as necessary.  
Place patient in lateral recumbent 
position unless trauma is 
suspected. 
  
Administer oxygen 100 percent via 
NRB mask or BVM as indicated. 
  
Obtain a complete history of the 
incident if possible.  Consider 
possible causes of 
unconsciousness*. 
  
Check finger stick glucose.  If 
glucose is < 60 mg/dl and patient is 
able to maintain airway, administer 
oral glucose. 
  

ALS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine if indicated. 
  
Suction oropharynx as necessary.  
Place patient in lateral recumbent 
position unless trauma is 
suspected. 
  
Administer oxygen 100 percent via 
NRB mask or BVM as indicated. 
  
Obtain a complete history of the 
incident if possible.  Consider 
possible causes of 
unconsciousness*. 
  
Check finger stick glucose.  If 
glucose is < 60 mg/dl and patient is 
able to maintain airway, administer 
oral glucose. 
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BLS 
 
Maintain warmth and prevent heat 
loss. 
  
Reassess ABC‘s frequently. 
  
Transport promptly in position of 
comfort. 
  
Contact Medical Control at any time 
if assistance is needed. 

ALS 
 
Establish IV or IO of NS at KVO rate 
  
Refer to appropriate protocol, if 
etiology is known (I.E. Arrhythmia, 
Head injury, Poisoning/Overdose 
ETC.) 
  
If glucose is < 60 mg/dl refer to 
Pediatric Patient Protocol – 5B. 
Hypoglycemia 
  
If glucose is > 300 mg/dl refer to 
Pediatric Patient Protocol – 5C. 
Hyperglycemia 
  
Place the patient on cardiac monitor 
  
Maintain warmth and prevent heat 
loss. 
  
Reassess ABC‘s frequently. 
  
Transport promptly in position of 
comfort. 
  
Contact Medical Control at any time 
if assistance is needed. 
 
If unconscious, consider Narcan, 0.1 
mg/kg up to 2 mg IV. 

*  Possible Causes of Unconsciousness 
 

A  Acidosis , alcohol 
E  Epilepsy 
I  Infection 
O  Overdose 
U  Uremia ( Kidney failure ) 
/ 
T           Trauma, tumor 
I  Insulin 
P  Psychosis 
S  Stroke 

Glucometer reminders 
 
Use aseptic techniques to draw 
blood from a finger.  Always use 
fresh blood for measuring 
glucose levels  
 
Allow alcohol to dry completely 
before drawing blood 
 
After lancing finger, use only 
moderate pressure to squeeze 
blood out.  Excessive pressure 
may cause rupture of cells, alter-
ing results 

 
5A.  ALTERED LEVEL OF CONSCIOUSNESS (ALOC) / COMA 

Page 2 
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5B.  HYPOGLYCEMIA  

 
 Overview :  The body requires a constant supply of glucose to maintain normal 
function.  Known hypoglycemic patients need glucose levels restored as soon as possible to 
reduce brain and other organ damage.  Hypoglycemia is a life-threatening problem. 
 
 Prehospital Goals:    Maintain stable vital signs, protect the patient’s airway and C-
spine, and assess for possible causes.  Get as complete a history as possible.  Restore 
glucose levels as soon as possible. 

BLS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine if indicated. 
  
Suction oropharynx as necessary.  
Place patient lying on their side unless 
trauma is suspected. 
  
Administer oxygen 100 percent via 
NRB mask or BVM as indicated. 
  
Obtain a complete history of the 
incident if possible.  Consider possible 
causes of unconsciousness.* 
  
Check finger stick glucose.  If glucose 
is < 60 mg/dl and patient is able to 
maintain airway, administer oral 
glucose. 
  
Transport promptly in position of 
comfort. 
  
Reassess vital signs as indicated. 
  

ALS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine if indicated. 
  
Suction oropharynx as necessary.  
Place patient lying on their side 
unless trauma is suspected. 
  
Administer oxygen 100 percent via 
NRB mask or BVM as indicated. 
  
Obtain a complete history of the 
incident if possible.  Consider 
possible causes of 
unconsciousness.* 
  
Check finger stick glucose.  If 
glucose is < 60 mg/dl and patient is 
able to maintain airway, administer 
oral glucose. 
  
Establish IV of NS at KVO rate. 
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BLS 
 
Contact Medical Control at any time if 
assistance is needed. 

 
5B.  HYPOGLYCEMIA  

Page 2 

ALS 
 
If glucose is < 60 mg/dl administer: 
 If age is < 30 days, use D10  
 (2 cc/kg) via IV or IO .  
  If age is < 8 years, use D25  
 (2cc/kg) via IV or IO.   
 If age is > 8 years, use D50, 1 ml/
 kg up to maximum of 1 amp. 
  
If glucose is > 60 mg/dl, consider other 
causes.* 
  
If IV or IO is not available and glucose is  
< 60 mg / dl, administer Glucagon 0.1 
mg/kg IM or SQ.  Administer D25 or 
D10, oral glucose, or sugar of some 
form as soon as possible. 
  
If glucose is > 300 mg/dl refer to 
Pediatric Patient Protocol – 5C. 
Hyperglycemia. 
  
Place the patient on cardiac monitor 
  
Maintain warmth and prevent heat loss. 
  
Transport promptly in position of 
comfort and reassess ABC‘s frequently. 
  

Contact Medical 
Control at any 
time if assistance 
is needed. 

Age  
Pre-term 

 
Term 

3  
months 

6 
months 

1 
year 

3 
year 

6 
year 

8 
year 

Weight (kg)  3.0 6.0 8.0 10.0 14.0 20.0 25.0 

Glucagon 0.1 
mg / kg IV 

 0.3 
mg 

0.6 
mg 

0.8 
mg 

1.0 
mg 

1.0 
mg 

1.0 
mg 

1.0 
mg 

Dextrose 25%  
.5 gm / kg IV 

  3.0 
gm 

4.0 
gm 

5.0 
gm 

7.0 * 
gm 

10.0 * 
gm 

12.5 * 
gm 

Dextrose 25% 
2.0 ml / kg  IV 

  12.0 
ml 

16.0 
ml 

20.0 
ml 

28.0 * 
ml 

40.0 * 
ml 

50.0 * 
ml 

Dextrose 10% 
2.0 ml / kg IV 

3.0 
 ml 

6.0 
ml 

      * Will need a second drug box or make D25 from 
D50.  Mix 1:1 with normal saline. 

Glucometer reminders 
 
Use aseptic techniques to draw blood 
from a finger.  Always use fresh blood 
for measuring glucose levels.  
 
Allow alcohol to dry completely before 
drawing blood. 
 
After lancing finger, use only moderate 
pressure to squeeze blood out.  
Excessive pressure may cause rupture 
of cells, altering results. 

Note: to mix D10 
Use D50 –  draw up 10 ml of D50 in 50 ml syringe. 
  mix with 40 ml of normal saline. 
  yields 50 ml of 10% Dextrose and 
  normal saline. 
   or 
Use D25 – Mix 1:1 with normal saline. 
  yields 12.5% Dextrose and normal  
  saline. 
Note: this is acceptable for short term use. 
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5C.  HYPERGLYCEMIA  

 
 Overview :  Hyperglycemia is the condition where blood glucose levels rise excessively.  
Hyperglycemia is usually the result of an inadequate supply of insulin to meet the bodies 
needs.  The body will spill the excess sugar into the urine causing an osmotic diuresis and po-
tentially hypovolemia.  As the body uses other sources of fuel for metabolism, ketone and acid 
production occurs.  This results in an acidotic state. 
 
 Prehospital Goals:    Maintain stable vital signs, protect the patient’s airway and C-
spine, and assess for possible causes.  Obtain as complete a history as possible.  Treat 
dehydration of patient with IV fluids and transport to medical facility. 

BLS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine if indicated. 
  
Suction oropharynx as necessary.  
Place patient lying on their side 
unless trauma is suspected. 
  
Administer oxygen 100 percent via 
NRB mask or BVM as indicated. 
  
Obtain a complete history of the 
incident if possible.  Consider 
possible causes of 
unconsciousness.* 
  
Check finger stick glucose.  If 
glucose is < 60 mg/dl refer to 
Pediatric Patient Protocol – 5B. 
Hypoglycemia. 
  

ALS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine if indicated. 
  
Suction oropharynx as necessary.  
Place patient lying on their side 
unless trauma is suspected. 
  
Administer oxygen 100 percent via 
NRB mask or BVM as indicated. 
  
Obtain a complete history of the 
incident if possible.  Consider 
possible causes of 
unconsciousness.* 
  
Check finger stick glucose.  If 
glucose is < 60 mg/dl refer to 
Pediatric Patient Protocol – 5B. 
Hypoglycemia. 
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5C.  HYPERGLYCEMIA  
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BLS 
 
Transport promptly in position of 
comfort. 
  
Reassess vital signs as indicated. 
  
Contact Medical Control at any time 
if assistance is needed. 

ALS 
 
Place the patient on cardiac 
monitor. 
  
Establish IV or IO of NS at KVO 
rate. 
  
If glucose level is high (>300 mg/dL) 
and/or the patient is showing signs 
of dehydration, administer fluid 
bolus of 20 ml/kg of NS.   
Contact Medical Control for 
patient in/or suspected renal 
failure. 
Watch for signs of fluid overload. 
  
Reassess vital signs, mental status, 
and lung sounds. 
  
Repeat fluid bolus of 20 ml/kg of 
NS.   
  
Maintain warmth and prevent heat 
loss. 
  
Reassess ABCs frequently. 
  
Transport promptly in position of 
comfort. 
  
Contact Medical Control at any time 
if assistance is needed. 

*  Possible Causes of Unconsciousness 
 

A  Acidosis , alcohol 
E  Epilepsy 
I  Infection 
O  Overdose 
U  Uremia ( Kidney failure ) 
/ 
T  Trauma, tumor 
I  Insulin 
P  Psychosis 
S  Stroke 

Glucometer reminders 
 
Use aseptic techniques to draw 
blood from a finger.  Always use 
fresh blood for measuring glucose 
levels . 
 
Allow alcohol to dry completely 
before drawing blood. 
 
After lancing finger, use only 
moderate pressure to squeeze blood 
out.  Excessive pressure may cause 
rupture of cells, altering results. 
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5D.  ANAPHYLAXIS 

 
 Overview:  Anaphylaxis in children commonly results from insect stings and, less fre-
quently, from food or medications.  Signs of shock as well as upper and lower airway obstruc-
tion are frequently present. If the reaction involves the respiratory system, signs similar to se-
vere asthma may be present (cyanosis, wheezing, respiratory arrest).  All providers may assist 
a patient with the patient’s own allergy medication, i.e. Benadryl or bee sting kit. 
 
 Prehospital Goals: Establish and maintain an airway with 100 percent oxygen, treat for 
shock and keep patient warm.  Identify cause if possible. 

BLS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine if indicated. 
  
Administer oxygen 100 percent via 
NRB mask or BVM as indicated. 
  
Evaluate severity of patient’s 
reaction. 
  
If patient has a prescribed 
epinephrine autoinjector,  
administer per  
Clinical Procedure –  
Patient-assisted medication - 
Epinephrine Autoinjector. 
  
Maintain warmth and prevent heat 
loss. 
  
Contact medical control. 
  
Reassess ABCs frequently. 
  

ALS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine if indicated. 
  
Administer oxygen 100 percent via 
NRB mask or BVM as indicated. 
  
Evaluate severity of patient’s 
reaction. 
  
If patient’s reaction is severe 
( patient is wheezing, stridor, has 
airway compromise, or poor 
perfusion)  Administer Epinephrine 
(1:1000) 0.01 mg/kg SQ . 
  
Establish IV or IO of NS, titrate rate 
to maintain Lowest Acceptable 
Systolic Blood Pressure* 
  
Place patient on cardiac monitor. 
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5D.  ANAPHYLAXIS 
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BLS 
 
Transport promptly. 
  
Contact Medical Control at any time 
if assistance is needed. 

ALS 
 
If patient perfusion remains poor, 
Administer fluid bolus of 20 cc/kg of 
NS as rapidly as possible. 
  
Administer Diphenhydramine 
(Benadryl) 1  mg/kg (max 50 mg)  
IV, IO or IM as indicated. 
  
Maintain warmth and prevent heat 
loss. 
  
Reassess ABC s frequently. 
  
Transport promptly. 
  
Contact Medical Control at any time 
if assistance is needed. 

Age  
Term 

6 
months 

1 
year 

3 
year 

6 
year 

8 
year 

10 
year 

12 
year 

14 
year 

Weight (kg) 3.0 8.0 10.0 14.0 20.0 25.0 34.0 40.0 50.0 

Epinephrine 1:1000 
(1 mg / ml ) SQ 

0.01 mg / kg 

0.03 
mg 

0.08 
mg 

0.1 
mg 

0.14 
mg 

0.2 
mg 

0.25 
mg 

0.3 
mg 

0.3 
mg 

0.3 
mg 

Epinephrine 1:1000 
(1 mg / ml ) SQ 

0.01 ml / kg 

0.03 
ml 

0.08 
ml 

0.1 
ml 

0.14 
ml 

0.2 
ml 

0.25 
ml 

0.3 
ml 

0.3 
ml 

0.3 
ml 

Diphenhydramine 
1 mg / kg IV 

3.0 
mg 

8.0 
mg 

10.0 
mg 

14.0 
mg 

20.0 
mg 

25.0 
mg 

34.0 
mg 

40.0 
mg 

50.0 
mg 

 

*Lowest Acceptable 
Systolic Blood Pressure 

 >60 = Birth to 1 month. 
 >70 = 1 month to 1 year. 
 70+[2 x Age (years)] = > 1 year 
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5E.  ASTHMA / WHEEZING / BRONCHIOLITIS (RSV) 

 
 Overview:  Wheezing may be caused by asthma, bronchiolitis (RSV), pneumonia, or a 
foreign body in the airway.  Absence of wheezing or breath sounds may indicate severe bron-
chospasm with very little air movement through small airways.  Increasing or decreasing respi-
ratory rates may indicate respiratory failure.  Combativeness and decreasing level of con-
sciousness are signs of decompensation. 
 
 Prehospital Goals: Place patient in position of comfort with parent nearby, if possible.  
Administer 100 percent oxygen.  Assist ventilations as indicated.  Provide medications as or-
dered.  Transport promptly. 

BLS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Administer oxygen 100 percent via 
NRB mask or BVM as indicated. 
  
If patient has a prescribed metered 
dose inhaler; refer to 
Clinical Procedure –  
Patient-assisted medication - 
Metered dose inhaler. 
  
Maintain warmth and prevent heat 
loss. 
  
Reassess ABCs frequently. 
  
Transport promptly. 
  
Contact Medical Control at any time 
if assistance is needed. 

ALS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Administer oxygen 100 percent via 
NRB mask or BVM as indicated. 
  
Administer Albuterol* 5.0 mg mixed 
with 500µg Ipratropium (1 pre-mixed 
bottle) if greater than 8 years of age.  
Administer Albuterol* 2.5 mg mixed 
with 250µg Ipratropium (1/2  pre-
mixed bottle) if less than 8 years of 
age.  
  
Establish IV or IO of NS at KVO rate 
or saline lock. 
  
Place patient on cardiac monitor. 
  
Reassess patient and repeat 
Albuterol* as needed.  
  
Transport promptly. 
  
Reassess patient and repeat   
Albuterol* per patient assessment. 
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5E.  ASTHMA / WHEEZING / BRONCHIOLITIS (RSV) 
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 ALS 
 
Maintain warmth and prevent heat 
loss. 
  
Reassess ABCs frequently. 
  
Contact Medical Control at any time 
if assistance is needed. 
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5F.  BLS UNIVERSAL CARDIAC ARREST 

 
 

 Overview:  The most common cause of pulselessness in children is untreated respira-
tory failure.  Children in full arrest usually present with asystole or profound agonal bradycardia 
without a pulse, not ventricular fibrillation or PEA. 
 
 Prehospital Goals: Determine pulselessness.  Maintain the airway with 100 percent 
oxygen and bag valve mask.  Begin chest compressions, maintain warmth, correct treatable 
causes, and transport promptly 

BLS 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

If Biphasic AED is available, 
use pediatric defibrillation 
pads.  

< 8 years old or < 25 kg * 
continue CPR and transport. 

Administer oxygen 100 percent 
via BVM. 

Reassess ABC‘s frequently. 

Contact Medical Control at any 
time if assistance is needed. 

YES NO 

Determine Pulselessness and 
begin CPR. 

Attach Biphasic AED and 
analyze rhythm. 

Continued on next page 

* Note:  If Pediatric cables/pads are present 
for AED, then AED may be used for pediatric 
patients under 8 years old and under 25 kg. 
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Is Patient in a  
shockable rhythm? 
(AED will advise if a 
Shock is Indicated) 

Perform CPR while 
AED is charging 

 
Press to Shock 

Re-Assess the patient 
Perform CPR if needed. 

After 2 Min. of CPR 
Re-Analyze the patient 

with Biphasic AED 

Re-Assess the patient 
Perform CPR with good BVM ventilations 

and 100% oxygen or BLS as Needed 
Transport Promptly 

NO YES 

After 2 Min. of CPR 
Re-Analyze the patient 

with Biphasic AED 

Perform 2 Min. of CPR  

Continue above treatment until: 
3 sets of 3 “Stacked Shocks (9 total) 
or 3 Non-shockable assessments with  
Biphasic AED 

Maintain warmth and prevent heat loss. 
Reassess ABC‘s frequently. 

Contact Medical Control at any time if assis-
tance is needed. 
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5G.  ASYSTOLE / PULSELESS ELECTRICAL ACTIVITY (PEA) 

 
 Overview:  The most common cause of pulselessness in children is untreated respira-
tory failure.  Children in full arrest usually present with asystole or profound agonal bradycardia 
without a pulse, not ventricular fibrillation or PEA. 
 
 Prehospital Goals: Determine pulselessness.  Maintain the airway with 100 percent 
oxygen and bag valve mask.  Begin chest compressions, maintain warmth, correct treatable 
causes, and transport promptly 

BLS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Determine Pulselessness and begin 
CPR. 
  
Refer to Pediatric Patient Protocol 
– 5F.  BLS UNIVERSAL CARDIAC 
ARREST. 

ALS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Determine pulselessness and begin 
CPR. 
  
Place patient on cardiac monitor. 
  
If VF or Pulseless VT refer to 
Pediatric Patient Protocol – 5I.  
Ventricular Fibrillation / Pulseless 
Ventricular Tachycardia. 
If asystole, confirm in two leads. 
  
Secure airway and ventilate via BVM 
with 100% oxygen.   If BVM 
ventilations are unsuccessful, 
attempt oral intubation (two (2) 
attempts). 
  
After ET tube placement is 
confirmed, insert NG/OG tube. 
  
Establish IV or IO of NS at KVO rate. 
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ALS 
 
Administer Epinephrine 
(first available route)  
     IV / IO:  0.01 mg/kg 
 (1:10,000; 0.1 ml/kg) 
     ET:  0.1 mg/kg 
 (1:1000; 0.1 ml/kg) 
  
Consider possible causes* 
  
Repeat Epinephrine every 3-5 min. 
Via available route 
     IV / IO:  0.01 mg/kg 
 (1:10,000; 0.1 ml/kg) 
     ET:  0.1 mg/kg 
 (1:1000; 0.1 ml/kg) 
  
Consider using Atropine if primary 
cause of bradycardia is cardiac in 
origin.  Dosing 0.02 mg/kg., min=0.1 
mg IV, ET, IO, max=0.5 mg IV, ET, 
IO. 
 
Check finger stick glucose.  
If glucose is < 60 mg/dl administer 
D25 (2cc/kg) via IV or IO 
Use D10 (2 cc/kg) via IV or IO if age 
is < 30 days.   
  
If hypovolemia is suspected, 
Administer fluid bolus of 20 cc/kg of 
NS as rapidly as possible. 
  
Continue CPR with good BVM 
ventilations and 100% oxygen. 
  
Maintain warmth and prevent heat 
loss. 
  
Reassess ABCs frequently. 

*Consider possible causes 
(parentheses = possible therapies and treatments) 

Hypoxia (ventilation and oxygenate) 
Hypovolemia (volume infusion) 
Hypothermia (See Hypothermia) 
Metabolic Disorders 
Drug overdoses / Poisons / Toxins 
Cardiac Tamponade (pericardiocentesis) 
Tension pneumothorax (needle decompression) 
Hyperkalemia 

Acidosis 
 Pulmonary embolism  

Note: for Drug Dosage Charts on 
Epinephrine refer to  
5J.  EPINEPHRINE DOSAGES FOR 
CARDIAC EVENTS - PEDIATRICS 
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5H.  BRADYCARDIA 

 
 Overview:  Bradycardia in children should be considered to represent hypoxia until 
proven otherwise.  Respiratory failure is the most common cause.  Other less common causes 
include medications, head trauma, hypothermia, hypertension, and underlying cardiac disease.  
Pediatric bradycardia due to hypoxia responds better to Epinephrine than to Atropine.  Con-
versely, bradycardia due to cardiac problems receives Atropine as in adults. 
 
 Prehospital Goals: Assure a patent airway and administer 100 percent oxygen with 
positive pressure ventilation, while monitoring and supporting respirations and assessing heart 
rate.  Maintain temperature, especially for infants under six months of age.  Check blood glu-
cose and administer glucose as indicated. 

BLS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Administer oxygen 100 percent via 
NRB mask. 
  
If respirations are ineffective, begin 
BVM ventilations. 
  
If severe cardiovascular 
compromise (i.e. poor perfusion, 
hypotension, or respiratory 
difficulty), perform chest 
compressions if unresponsive and 
despite oxygen and ventilation. 
Heart rate <60/min. 
  
Maintain warmth and prevent heat 
loss. 
  
Reassess ABCs frequently. 
  

ALS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Administer oxygen 100 percent via 
NRB mask. 
  
If respirations are ineffective, begin 
BVM ventilations. 
  
If severe cardiovascular compromise 
(i.e. poor perfusion, hypotension, or 
respiratory difficulty, perform chest 
compressions if unresponsive and 
despite oxygen and ventilation. 
Heart rate <60/min 
  
Establish IV or IO of NS at KVO rate. 
  
If respirations remain ineffective and 
BVM ventilations are unsuccessful, 
attempt oral intubation (two 
attempts). 
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ALS 
 
Reassess breath sounds. 
  
After ET tube placement is 
confirmed, insert NG/OG tube. 
  
Administer Epinephrine 
(first available route)  
     IV / IO : 0.01 mg/kg 
       (1:10,000; 0.1 ml/kg) 
     ET : 0.1 mg/kg 
       (1:1000; 0.1 ml/kg) 
  
Consider using Atropine, if primary 
cause of bradycardia is cardiac in 
origin.   
Dosing:  0.02 mg/kg, 
minimum = 0.1 mg IV, ET, IO, 
maximum = 0.5 mg IV, ET, IO. 
  
Repeat Epinephrine every 3-5 min. 
at same dose. 
  
Maintain warmth and prevent heat 
loss. 
  
Reassess ABCs frequently. 
  
Transport promptly. 
  
Contact Medical Control at any time 
if assistance is needed. 

Note: for Drug Dosage Charts on 
Epinephrine refer to  
5J.  EPINEPHRINE DOSAGES FOR 
CARDIAC EVENTS - PEDIATRICS 

BLS 
 
Transport promptly. 
  
Contact Medical Control at any time 
if assistance is needed. 
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5I.  VENTRICULAR FIBRILLATION / VENTRICULAR TACHYCARDIA 

 
 Overview:  The most common cause of pulselessness in children is untreated respira-
tory failure.  Children in full arrest usually present with asystole or profound agonal bradycardia 
without a pulse, not ventricular fibrillation or PEA. 
 
 Prehospital Goals: Determine pulselessness.  Maintain the airway with 100 percent 
oxygen and bag valve mask.  Begin chest compressions, maintain warmth, correct treatable 
causes, and transport promptly 

BLS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Determine pulselessness and begin 
CPR. 
  
Refer to Pediatric Patient Protocol 
– 5F.  BLS UNIVERSAL CARDIAC 
ARREST. 

ALS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Determine Pulselessness and begin 
CPR. 
  
Place patient on cardiac monitor. 
  
Secure airway and ventilate via BVM 
with 100% oxygen. 
  
Defibrillate at 2 J/kg, and resume 
CPR. 
  
Establish IV or IO of NS at KVO rate. 
  
Administer Epinephrine 
(first available route)  
     IV / IO : 0.01 mg/kg 
 (1:10,000; 0.1 ml/kg) 
     ET : 0.1 mg/kg 
 (1:1000; 0.1 ml/kg) 
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ALS 
 
Defibrillate within 30–60 sec. At 4 J/kg. 
  
Administer Amiodarone 5 mg/kg IV or  
IO. 
  
Defibrillate within 30–60 sec. At 4 J/kg. 
  
Repeat Epinephrine every 3-5 min. 
via available route 
     IV / IO : 0.01 mg/kg 
 (1:10,000; 0.1 ml/kg) 
     ET : 0.1 mg/kg 
 (1:1000; 0.1 ml/kg) 
Continue with pattern of: 
 Shock – CPR – Drug – Shock ** 
  
Check finger stick glucose.  
If glucose is < 60 mg/dl administer 
glucose according to dosage box.* 
  
If hypovolemia is suspected, Administer 
fluid bolus of 20 cc/kg of NS as rapidly 
as possible. 
  
Continue CPR with good BVM 
ventilations and 100% oxygen. 
  
Maintain warmth and prevent heat loss. 
  
Reassess ABCs frequently. 
  
Transport promptly. 
  
Contact Medical Control at any time if 
assistance is needed. 

Note: for Drug Dosage Charts on 
Epinephrine refer to  
5J.  EPINEPHRINE DOSAGES FOR 
CARDIAC EVENTS - PEDIATRICS 

Consider Magnesium sulfate 25-50 
mg/Kg IV in torsades de pointes or 
suspected hypomagnesemic state. 
( max of 2 G) 

*If glucose is < 60 mg/dl 
administer: 
 If age is < 30 days, use D10  
 (2 cc/kg) via IV or IO .  
  If age is < 8 years, use D25  
 (2cc/kg) via IV or IO.   
 If age is > 8 years, use D50, 
 1 ml/ kg up to maximum of 
 1 amp. 

**Note: Drugs are to be given while 
CPR is in progress. 
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Bradycardia 
Asystole / PEA 
VENTRICULAR FIBRILLATION / VENTRICULAR TACHYCARDIA 
 

 
5J.  EPINEPHRINE DOSAGES FOR CARDIAC EVENTS - PEDIATRICS 

 

Age  
Term 

6 
months 

1 
year 

3 
year 

6 
year 

8 
year 

10 
year 

12 
year 

14 
year 

Weight (kg) 3.0 8.0 10.0 14.0 20.0 25.0 34.0 40.0 50.0 

          

Epinephrine 1:10,000 
(1 mg / 10 ml ) 
0.01 mg / kg 

0.03 
mg 

0.08 
mg 

0.1 
mg 

0.14 
mg 

0.2 
mg 

0.25 
mg 

0.34 
mg 

0.4 
mg 

0.5 
mg 

Epinephrine 1:10,000 
(1 mg / 10 ml ) 

0.1 mL / kg 

0.3 
mL 

0.8 
mL 

1.0 
mL 

1.4 
mL 

2.0 
mL 

2.5 
mL 

3.4 
mL 

4.0 
mL 

5.0 
mL 

          

Epinephrine 1:1000 
(1 mg / ml ) 
0.1 mg / kg 

0.3 
mg 

0.8 
mg 

1.0 
mg 

1.4 
mg 

2.0 
mg 

2.5 
mg 

3.4 
mg 

4.0 
mg 

5.0 
mg 

Epinephrine 1:1000 
(1 mg / ml ) 
0.1 ml / kg 

0.3 
mL 

0.8 
mL 

1.0 
mL 

1.4 
mL 

2.0 
mL 

2.5 
mL 

3.4 
mL 

4.0 
mL 

5.0 
mL 

IV / IO 

ET 
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5K.  EPIGLOTTITIS 

 
 Overview:  This is a rare disease.  It usually occurs in children 2 to 6 years old, but can 
occur at any age.  Children with epiglottitis appear to be very ill with high fever, drooling, inabil-
ity to swallow or talk, stridor or hoarseness.  They frequently act subdued or quiet to minimize 
their own airway exertion.  This pathology may occur suddenly. 
 
 Prehospital Goals: Transport patient rapidly with minimal intervention that would agi-
tate the child and make the condition worse.  Do not separate the child from the parent (s).  Do 
Not Examine the Mouth or Throat.  If conscious, allow patient to assume position of comfort 
for transport. 

ALS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Do Not Touch or Examine Airway. 
  
Administer oxygen 100 percent via 
NRB mask.  Use humidified oxygen 
if possible.  If parents are present 
allow them to administer to keep the 
child calm. 
  
If respirations are ineffective, begin 
BVM ventilations. 
  
Place patient on cardiac monitor. 
  
Reassess patient. 
  
If respirations remain ineffective and 
BVM ventilations are unsuccessful, 
attempt oral intubation (two (2) 
attempts).  A smaller size than 
normal E.T. tube may be needed.  
  
 

BLS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Do Not Touch or Examine Airway. 
  
Allow the patient to assume position 
of comfort. 
Administer oxygen 100 percent via 
NRB mask.  Use humidified oxygen 
if possible.  If parents are present 
allow them to administer to keep the 
child calm. 
  
If respirations are ineffective, begin 
BVM ventilations. 
  
Reassess patient. 
  
Contact Medical Control. 
  
Transport promptly in sitting position 
slightly forward to allow drainage. 
  
Reassess ABCs frequently. 
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ALS 
 
If all attempts to adequately ventilate 
have failed, secure airway with 
needle cricothyrotomy. 
  
Transport promptly in sitting position 
slightly forward to allow drainage. 
  
Maintain warmth and prevent heat 
loss. 
  
Reassess ABCs frequently. 
  
Contact Medical Control at any time if 
assistance is needed. 

 
5K.  EPIGLOTTITIS 

Page 2 
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5L.  FEVER 

 
 Overview:  Fever (temperature greater than 100.4 degrees F[38 degrees C]), is the 
body’s attempt to fight illness or infection.  In most children, fever does not require treatment 
unless the fever produces discomfort due to high respiratory or heart rate, or dehydration.  
Rapidly rising fever can produce seizures.  Cooling in the prehospital setting with water, alco-
hol, or ice Is Not advised.  Note: Fevers with rashes and fevers in infants 2 months old or 
younger should be considered very serious.  Providers should consider using standard 
precautions including masks. 
 
 Prehospital Goals: ABC assessment and intervention as necessary.  Obtain history, 
take temperature if this is the chief complaint, and transport patient without excessive bundling 
or blankets. 

BLS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Administer oxygen 100 percent via 
NRB mask. 
  
If Seizing refer to  
Pediatric Patient Protocol – 5Q. 
Seizures. 
  
Obtain history and document rectal 
or axillary temperature. 
  
If temperature is greater than 41 
degrees C. rectal* (106 degrees F.) 
refer to 
Pediatric Patient Protocol – 6E. 
Hyperthermia. 
  
If respirations are ineffective, begin 
BVM ventilations. 
  
Contact medical control. 
  

ALS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Administer oxygen 100 percent via 
NRB mask. 
  
If Seizing refer to  
Pediatric Patient Protocol – 5Q. 
Seizures. 
  
Place patient on cardiac monitor. 
  
Obtain history and document rectal 
or axillary temperature. 
  
If temperature is greater than 41.1 
degrees C. (106 degrees F.) refer to 
Pediatric Patient Protocol – 6E. 
Hyperthermia. 
  
If respirations are ineffective, begin 
BVM ventilations. 
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BLS 
 
Remove heavy clothing; avoid over-
exposure. 
  
Reassess ABCs frequently. 
  
Transport promptly in the position of 
comfort. 

ALS 
 
If respirations remain ineffective and 
BVM ventilations are unsuccessful, 
attempt in-line oral intubation (two 
attempts). 
  
Assess for hypovolemia, if present: 
Establish vascular access IV or IO. 
Administer fluid bolus of 20 cc/kg of 
NS. 
  
Transport promptly in position of 
comfort. 
  
Reassess breath sounds. 
  
Repeat bolus if breath sounds are 
clear but perfusion is inadequate;   
(Max number of 3 boluses / 60 cc/
kg). 
Contact medical control if breath 
sounds are abnormal or patient is 
not responding to bolus therapy . 
  
Remove heavy clothing; avoid over-
exposure. 
  
Reassess ABCs frequently. 
  
Transport promptly in the position of 
comfort. 
  
Contact Medical Control at any time 
if assistance is needed. 

* Temperature Comparison Table  

 
   Rectal 

 
   106 
 

 
   Oral 
 

 
   105 
 

 
   Axillary 

 
   104 
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5M.  FOREIGN BODY AIRWAY OBSTRUCTION 

 
 Overview:  Stridor means upper airway obstruction until proven otherwise.  Upper air-
way obstruction in children can be caused by a foreign body, such as a small toy or food, or by 
an infection that causes swelling of the airway, such as croup or epiglottitis.  The child, previ-
ously healthy, who chokes while eating or playing needs relief of foreign body airway obstruc-
tion.  Differentiation between foreign body and infectious causes is essential.  Oxygenation and 
ventilation are the most important goals not removal of the foreign body. 
 
 Prehospital Goals: Determine whether the cause of obstruction is foreign body or in-
fectious process.  Immediately transport any child ill with fever, barking cough and progressive 
airway obstruction to the nearest appropriate emergency facility.  Do Not Examine the Mouth. 

BLS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Determine airway obstruction. 
  
If history suggests epiglottitis or 
croup refer to  
Pediatric Patient Protocol – 5K. 
Epiglottitis. 
  
If history suggests foreign body 
airway obstruction: 
 
If patient is breathing (even labored) 
and can cough or talk, Do nothing; 
transport without delay. 
 
If patient is not breathing or unable 
to talk; begin procedures for 
removal 
  
If less than 12 months, deliver up to 
five (5) back blows and up to five 
(5) chest thrusts. 
  

ALS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Determine airway obstruction. 
  
If history suggests epiglottitis or 
croup refer to  
Pediatric Patient Protocol – 5K. 
Epiglottitis. 
  
If history suggests foreign body 
airway obstruction: 
 
If patient is breathing (even labored) 
and can cough or talk, Do nothing; 
transport without delay. 
 
If patient is not breathing or unable 
to talk; begin procedures for 
removal 
  
If less than 12 months, deliver up to 
five (5) back blows and up to five 
(5) chest thrusts. 
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BLS 
 
If older than 12 months, perform 
abdominal thrusts. 
  
Repeat maneuvers until foreign 
body is expelled or patient becomes 
unconscious. 
  
If patient becomes unconscious, 
perform tongue-jaw lift and visualize 
the oropharynx. 
  
If foreign body is seen, remove it. 
  
Re-attempt to ventilate. 
  
Repeat appropriate procedure until 
successful. 
  
Administer oxygen 100 percent via 
NRB mask. 
  
If respirations are ineffective, begin 
BVM ventilations. 
  
Contact medical control. 
  
Reassess ABC‘s frequently. 
  
Maintain warmth and prevent heat 
loss. 
  
Transport promptly in the position of 
comfort. 

ALS 
 
If older than 12 months, perform 
abdominal thrusts until foreign body 
is expelled or patient becomes 
unconscious. 
  
If patient becomes unconscious, 
perform tongue-jaw lift and visualize 
the oropharynx. 
  
If foreign body is seen, remove it. 
  
Re-attempt to ventilate, if 
unsuccessful, 
  
Perform laryngoscopy and attempt 
removal of object with Magil forceps 
if object can be visualized. 
  
If all attempts to secure an airway, 
including orotracheal intubation have 
failed, secure airway with needle 
cricothyrotomy* 
  
Administer oxygen 100 percent via 
NRB mask. 
  
If respirations are ineffective, begin 
BVM ventilations. 
  
Reassess ABC‘s frequently. 
  
Maintain warmth and prevent heat 
loss. 
  
Transport promptly in the position of 
comfort. 
  
Contact Medical Control at any time 
if assistance is needed. 

* It is strongly recommended that on-line medi-
cal control be established before performing this 
skill.  If unreasonable delay is associated with 
the contact the ALS provider may perform this 
life-saving procedure without on-line approval 
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Approximate Time 

or HR > 60 
HR < 60 

HR > 100 
and Pink 

YES 

NO 

 
5N.  NEWBORN RESUSCITATION 

 
 Overview:  The majority of newborns will require only warmth, stimulation and occasionally, 
some oxygen after birth.  That treatment is recommended before attempting the more aggressive inter-
ventions of ventilation and chest compression.  Remember that a newborn’s cardiac output is rate de-
pendent.  Bradycardia usually is the result of hypoxia.  When the hypoxia is corrected, the heart rate 
may spontaneously correct itself.  The newborn is defined as within one month after delivery. 
 
 Prehospital Goals: keep infants warm and dry.  Maintain vital signs and color during transport. 

• Clear of meconium?* 
• Breathing or crying? 
• Good muscle tone? 
• Color pink? 
• Term gestation? 

Routine Care 
• Provide warmth 
• Clear airway 
• Dry 

• Provide warmth 
• Position, clear airway** 
• (as necessary) 
• Dry, stimulate, reposition 
• Give O2 (as necessary) 

Evaluate respirations, 
heart rate, and color 

Breathing 
Supportive Care *** 

Apnea or HR < 100 

Provide positive-
pressure ventilations** HR > 100 

and Pink 

Ventilating 
Ongoing Care *** 

• Provide positive-pressure ventilation** 
• Administer chest compressions 

HR < 60 

• Administer epinephrine 
    0.1 mg/kg 
(1:10,000) IV or IO 
    0.1 mg/kg 
(1:10,000) ET 

**Endotracheal intubation may 
be considered at several steps 

***Assess Glucose level. 
If < 40 mg/dl administer D10 
2 cc/kg (0.5 g/kg)  Reassess 
and repeat as necessary. 

*In the presence of thick me-
conium and a child who is limp, 
aggressive suctioning is re-
quired.  Provide supportive care 
with only some meconium or an 
active infant. 

30 Sec. 

30 Sec. 

30 Sec. 
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5O.  POISONING 

 
 Overview:  Ingestion and overdose are among the most common pediatric “accidents”.  
The substance usually is a medication prescribed for family members or for the child.  Other 
commonly ingested poisons include cleaning chemicals, plants and anything that fits in a 
child’s mouth.  Primary manifestations may be a depressed mental status and/or respiratory 
and cardiovascular compromise.  Note: Never give fluids by mouth to a patient who is un-
responsive, has no gag reflex, is seizing or who has altered mental status.  Note: 
Contact Medical Control for patient care orders.  Contact Poison Control (804 828-9123 
or 800 222-1222) for advice. Do not confuse Poison Control with Medical Control. 
 
 Prehospital Goals: Do Not Become a Victim.  Remove the patient from the toxic envi-
ronment, including clothing if contaminated.  ABCD evaluation and intervention.  Save all evi-
dence including substance bottles and emesis and bring to the hospital.  Use care in handling 
all poisons.   
 

BLS 
 
Remove patient from toxic 
environment. 
  
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine if indicated. 
  
Administer oxygen 100 percent via 
NRB mask or BVM as indicated. 
  
If respirations are ineffective, begin 
BVM ventilations. 
  
Obtain history; recover remainder of 
ingested substance. 
  
Contact Medical Control. 
  

ALS 
 
Remove patient from toxic 
environment. 
  
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine if indicated. 
  
Administer oxygen 100 percent via 
NRB mask or BVM as indicated. 
  
If respirations are ineffective, begin 
BVM ventilations. 
  
Place patient on cardiac monitor. 
  
Reassess patient. 
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BLS 
 
Transport promptly in position of 
comfort. 
  
Reassess ABC‘s frequently. 

ALS 
 
If respirations remain ineffective and 
BVM ventilations are unsuccessful, 
attempt in-line oral intubation (two 
attempts). 
  
Reassess breath sounds. 
  
Contact Medical Control. 
  
Obtain history; recover remainder of 
ingested substance. 
  
If patient is unresponsive and toxin 
is not known, refer to Pediatric 
Patient Protocol – 5A. Altered 
Level of Consciousness (ALOC) / 
Coma. Consider Narcan 0.1 mg/kg 
up to 2 mg IV. (Refer also back to 
5A). 
  
Transport promptly in position of 
comfort. 
  
Reassess ABCs frequently. 
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5P.  SEIZURES 

 
 Overview:  Always consider hypoxia, trauma or hypoglycemia as treatable causes of 
seizures.  Other causes may include fever, seizure disorder, electrolyte imbalance, ingested 
poisoning and metabolic disorders.  Actively seizing patients do not move air well.  Tachycardia 
is an early indicator of hypoxemia.  Bradycardia is an ominous finding usually indicative of se-
vere hypoxia.  Febrile seizures usually are self-limiting but may occasionally be prolonged and 
can also result in a compromised airway. 
 
 Prehospital Goals:  Maintain patent airway, oxygenate and support respiratory effort.  
Prevent secondary injury to the patient.  Establish vascular access and administer medications.  
If necessary, Diazepam per rectum (prior to attempting other access) is preferable in children. 

BLS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine if indicated. 
  
Administer oxygen 100 percent via 
NRB mask. 
  
If respirations are ineffective, begin 
BVM ventilations. 
  
Obtain history and assess for cause 
of seizure, refer to appropriate 
protocol if indicated (i.e. 
hypoglycemia, fever, head trauma)  
  
Contact Medical Control. 
  
Maintain warmth and prevent heat 
loss. 
  
Transport promptly in position of 
comfort. 
  

ALS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine if indicated. 
  
Administer oxygen 100 percent via 
NRB mask. 
  
If respirations are ineffective, begin 
BVM ventilations. 
  
Obtain history and assess for cause 
of seizure, refer to appropriate 
protocol if indicated (i.e. 
hypoglycemia, fever, head trauma) 
  
Establish vascular access IV or IO. 
  
Administer Diazepam 0.3 mg / kg via 
IV, IO, or 0.5 mg/kg PR (max 10 mg)
slowly over no less than one minute. 
  
Check finger stick glucose.   
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BLS 
Reassess ABC‘s frequently 

ALS 
If glucose is < 60 mg/dl administer 
D25 (2cc/kg) via IV or IO if age is > 
30 days up to 8 years of age. 
Use D10W (2 cc/kg) via IV or IO if 
age is < 30 days.   
  
If IV or IO is not available and glucose 
is  < 60 mg / dl, administer Glucagon 
0.1 mg/kg IM or SQ.  Administer D25 
or D10, oral glucose, or sugar of 
some form as soon as possible. 
  
Place patient in left lateral recumbent 
position unless trauma is suspected. 
  
Maintain warmth and prevent heat 
loss. 
  
Contact Medical Control. 
  
Transport promptly in position of 
comfort and Reassess ABC‘s 
frequently 

Rectal Administration Tip 
Draw Diazepam up in 3 ml  syringe.  Remove needle.  

Attach an IV extension tube to the syringe and cut off the 
catheter adapter at the other end, leaving a  3 – 4 inch 

flexible tube.  Insert the tube into the rectum for 
administration. Flush with 3 mls of air. 

Age Pre-term  
Term 

3  
months 

6 
months 

1 
year 

3 
year 

6 
year 

8 
year 

Weight (kg) 1.5 3.0 6.0 8.0 10.0 14.0 20.0 25.0 

Glucagon IM 
0.1 mg / kg  

 0.3 
mg 

0.6 
mg 

0.8 
mg 

1.0 
mg 

1.0 
mg 

1.0 
mg 

1.0 
mg 

Dextrose 25% IV 
.5 gm / kg 

  3.0 
gm 

4.0 
gm 

5.0 
gm 

7.0  
gm 

10.0  
gm 

12.5  
gm 

Dextrose 25% IV 
2.0 ml / kg 

  12.0 
ml 

16.0 
ml 

20.0 
ml 

28.0  
ml 

40.0  
ml 

50.0  
ml 

Dextrose 10% IV 
2.0 ml / kg 

3.0 
 ml 

6.0 
ml 

      

Diazepam IV 
(5 mg/ml) 
0.3 mg/kg 

0.1 
ml 

0.2 
ml 

0.4 
ml 

0.5 
ml 

0.6 
ml 

0.84 
ml 

1.2 
ml 

1.5 
ml 

Diazepam  
(5 mg/ml) 

0.5 mg/kg if PR 

0.15 
ml 

0.3 
ml 

0.6 
ml 

0.8 
ml 

1.0 
ml 

1.4 
ml 

2.0 
ml 

2.0 
ml 

Glucometer reminders 
 
Use antiseptic techniques to draw 
blood from a finger.  Always use fresh 
blood for measuring glucose levels  
 
Allow alcohol to dry completely before 
drawing blood 
 
After lancing finger, use only moderate 
pressure to squeeze blood out.  
Excessive pressure may cause 
rupture of cells, skewing results 
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5Q. TACHYCARDIA 

 
 Overview:  Tachycardia usually occurs in response to hypoxia, shock, dehydration, pain 
or fever.  The physical exam should be directed to signs of respiratory distress or failure, shock 
and injury.  Tachycardia greater than 220 / minute for child < 5 Y/O or 180 / minute for child >  
5 Y/O suggest a cardiac rhythm disturbance and underlying heart disease.  Early detection and 
treatment of the underlying cause will optimize the patient’s response to treatment.  In the ab-
sence of these findings, fear is the likely cause of a rapid heart rate.  A calm, gentle approach 
involving the parents is helpful to reassure the conscious child 
 
 Prehospital Goals:  Treat possible hypoxemia with 100% oxygen and ensure a patent 
airway.  Obtain history and examine specifically for underlying cause.  If unstable, begin treat-
ment per indicated protocol. 

Assess ABC’s 
Secure Airway 

Administer 100 % oxygen 
Obtain Patient History 

Treat identifiable causes 

Severe Cardiorespiratory Compromise? 
- Severe perfusion abnormalities 

- Hypotension 
- Respiratory Difficulty 

Observe 
Support ABC’s 
Contact Medical 
Control 
Transport 

NO YES 

Is heart rate greater than 
220/minute < 5 Y/O 

Or 180/minute > 5Y/O? 

Contact Medical Control 
Consider Vagal Maneuvers 

refer to 
Pediatric Patient Protocol  

4. SHOCK. 

If IV access is in place 
Administer Adenosine 

bolus  
0.1 mg/kg rapidly and re-

peat if necessary. 
If no IV access or  

Adenosine does not work 
Cardiovert at 0.5 J/kg 

Reassess 

Assess for Trauma, refer to 
appropriate protocol 

 
Transport promptly 

to the closest appropriate facility 

YES 
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6A.  BURNS 

 
 Overview:  Scald injuries are more common in younger children.  Flame injuries are 
more frequent in older children and account for most fatalities.  Smoke inhalation is the most 
common cause of death in the first hour after a burn injury.  Children who have burn injuries 
are at a greater risk than adults for shock and hypothermia because of their proportionately 
large body surface area. 
 
 Prehospital Goals:  Establish and maintain a patent airway with 100 percent oxygen.  
Treat for shock.  Prevent infection.  Avoid injury to the provider from smoke and/or flames.  
Cool the burn, not the child.  Prevent hypothermia in the child. 

BLS 
 

Remove the source of burns: 
Remove the clothing. 
  
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine if indicated. 
  
Administer oxygen 100 percent via 
NRB mask. 
  
Reassess respiratory effort, mental 
status, risk for inhalation injury. 
If respirations are ineffective or 
increased effort with decreased 
mental status, begin BVM 
ventilations. 
  
Wrap patient in clean dry burn sheet 
or dressing; remove jewelry, elevate 
extremities. 
  
Assess the extent of the burns. 
  

ALS 
 

Remove the source of burns: 
Remove the clothing. 
  
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine if indicated. 
  
Administer oxygen 100 percent via 
NRB mask. 
  
Reassess respiratory effort, mental 
status, risk for inhalation injury. 
If respirations are ineffective or 
increased effort with decreased mental 
status, begin BVM ventilations. 
  
Place patient on cardiac monitor. 
  
Reassess patient. 
  
If respirations remain ineffective and 
BVM ventilations are unsuccessful, 
attempt in-line oral intubation (two 
attempts). 
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BLS 
 
Contact Medical Control. 
  
Maintain warmth and prevent heat 
loss. 
  
Transport promptly in position of 
comfort to the proper facility. 
  
Reassess ABCs frequently. 

ALS 
 
Assess the extent of the burns. 
  
Wrap patient in clean dry burn sheet or 
dressing; remove jewelry, elevate 
extremities. 
  
Establish vascular access IV or IO. 
  
Reassess airway, respiratory effort, 
circulation and mental status.. 
  
Contact Medical Control. 
  
Administer Normal Saline, 5.0 ml/kg 
per hour (enroute to hospital) for burns 
over 10 percent of body surface area 
(BSA) or if assisted ventilation is 
required. (If LR is not available use 
NS).  
If signs and symptoms of shock are 
present, Administer 20 cc/kg IV.  (Max 
number of 3 boluses / 60 cc/kg). 
Contact medical control if breath 
sounds are abnormal or patient is 
not responding to bolus therapy. 
  
For pain relief, request morphine 0.1 
mg/kg per medical control. 
  
Maintain warmth and prevent heat 
loss. 
  
Transport promptly in position of 
comfort to the proper facility. 
  
Reassess ABCs frequently. 
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6B.  DROWNING / NEAR DROWNING 

 
 Overview:  Aggressive airway management and C-spine control are essential for 
drowning victims and should begin as early as possible.  Bradycardia in submersion victims is 
primarily due to hypoxia.  Bradycardia, unresponsive to aggressive airway intervention may be 
due to cold stress, especially in infants and small children.  Check pulse for a full minute in se-
verely hypothermic patients before beginning chest compressions. 
 
 Prehospital Goals:  Establish and maintain a patent airway with 100 percent oxygen.  
Treat for shock.  Obtain history of submersion duration.  Begin drying and warming patient.  
Prevent hypothermia in the child. 

BLS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine.  
  
Assess respiratory effort and mental 
status.  Begin CPR if indicated. 
  
Administer oxygen 100 percent via 
NRB mask if respiratory effort is 
good. 
  
Reassess respiratory effort and 
mental status. 
If respirations are ineffective or 
increased effort with decreased 
mental status, begin BVM 
ventilations. 
  
Remove wet clothing and wrap 
patient in dry blanket; keep the 
patient warm. 
  

ALS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine.  
  
Assess respiratory effort and mental 
status.  Begin CPR if indicated. 
  
Administer oxygen 100 percent via 
NRB mask if respiratory effort is 
good. 
  
Reassess respiratory effort and 
mental status. 
If respirations are ineffective or 
increased effort with decreased 
mental status, begin BVM 
ventilations. 
  
Place patient on cardiac monitor. 
  
Reassess patient. 
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BLS 
 
If hypothermia refer to 
Pediatric Patient Protocol – 6D. 
Hypothermia 
  
Maintain warmth and prevent heat 
loss. 
  
Reassess ABCs frequently. 
  
Transport promptly. 
  
Contact Medical Control at any time 
if assistance is needed. 

ALS 
 
If respirations remain ineffective and 
BVM ventilations are unsuccessful, 
attempt in-line oral intubation (two (2) 
attempts). 
   
If all attempts to adequately ventilate 
have failed, secure airway with 
needle cricothyrotomy* 
  
Reassess breath sounds. 
  
After ET tube placement is 
confirmed, insert NG/OG tube. 
  
Place patient on cardiac monitor. 
  
Remove wet clothing and wrap 
patient in dry blanket; keep the 
patient warm 
  
If hypothermia refer to 
Pediatric Patient Protocol – 6D. 
Hypothermia. 
  
Establish vascular access IV or IO. 
  
Reassess airway, respiratory effort, 
circulation and mental status. 
  
Maintain warmth and prevent heat 
loss. 
  
Reassess ABCs frequently. 
  
Transport promptly. 
  
Contact Medical Control at any time 
if assistance is needed. 

* It is strongly recommended that on-line 
medical control be established before per-
forming this skill.  If unreasonable delay is 
associated with the contact the ALS pro-
vider may perform this life-saving proce-
dure without on-line approval. 
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6C.  ELECTRICAL INJURIES / LIGHTNING 

 
 Overview:  If the patient is still in contact with current source, avoid contact until 
power has been shut off.  Because these patients often are hypovolemic, aggressive fluid re-
suscitation may be required.  In most cases, extensive electrical burns leave little visible injury.  
Primary injuries are ventricular fibrillation and cardiac arrest.  Other injuries include fractures, 
burns, nerve and vascular damage, and renal failure. 
 
 Prehospital Goals:  Do Not Become a Victim! Ensure the power source has been 
turned off.  Establish and maintain a patent airway with 100 percent oxygen.  Perform Initial 
assessment and Rapid Trauma Assessment.  Treat for shock.   Prevent hypothermia in the 
child. Transport patient to the appropriate facility.  If ALS, obtain IV or IO access and adminis-
ter fluid. 

BLS 
 
Ensure that the power has been 
turned off prior to touching patient. 
  
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine.  
  
Assess respiratory effort and mental 
status.  Begin CPR if indicated.  
Consider AED as appropriate. 
  
Administer oxygen 100 percent via 
NRB mask if respiratory effort is 
good. 
  
Reassess respiratory effort and 
mental status. 
If respirations are ineffective or 
increased effort with decreased 
mental status, begin BVM 
ventilations. 
  

ALS 
 
Ensure that the power has been 
turned off prior to touching patient. 
  
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine.  
  
Assess respiratory effort and mental 
status.  Begin CPR if indicated.  If 
cardiac arrest, assess rhythm and 
refer to appropriate protocol. 
  
Administer oxygen 100 percent via 
NRB mask if respiratory effort is 
good. 
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BLS 
Assess for secondary trauma and refer 
to appropriate 
Pediatric Trauma Protocol. 
  
Maintain warmth and prevent heat 
loss. 
  
Transport promptly in position of 
comfort. 
  
Reassess ABCs frequently. 
  
Contact Medical Control at any time if 
assistance is needed. 

ALS 
Reassess respiratory effort and mental 
status. 
If respirations are ineffective or increased 
effort with decreased mental status, begin 
BVM ventilations. 
  
Place patient on cardiac monitor. 
  
Reassess patient. 
  
If respirations remain ineffective and BVM 
ventilations are unsuccessful, attempt in-
line oral intubation (two attempts). 
  
Assess for secondary trauma and refer to 
appropriate 
Pediatric Trauma Protocol. 
If in arrest, bradycardia or tachycardia, 
refer to appropriate Protocol. 
If evidence of significant burn, refer to 
Pediatric Patient Care Protocol—6A 
Burn Protocol . 
  
Establish vascular access IV or IO. 
  
If signs and symptoms of shock are 
present administer fluid bolus of 20 cc/kg 
of NS as rapidly as possible. 
  
Reassess airway, respiratory effort, 
circulation and mental status.. 
  
Maintain warmth and prevent heat loss. 
  
Transport promptly in position of comfort. 
  
Reassess ABC‘s frequently. 
  
Contact Medical Control at any time if 
assistance is needed. 
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6D.  HYPOTHERMIA 

 
 Overview:  Hypothermia is present when the core body temperature is less than 35 de-
grees C (95 degrees F).  Most cases are the result of prolonged immersion in cold water or 
prolonged exposure to a cold environment.  Persons very young and very old are most likely to 
suffer from hypothermia. 
 
 Prehospital Goals:  Early recognition of hypothermic patient is critical.  Prevent further 
heat loss.  Establish and maintain a patent airway with 100 percent oxygen.  Begin drying and 
warming patient gradually, but do not delay transport.  Take extra care when moving the pa-
tient because a hypothermic heart is irritable and susceptible to serious arrhythmias.   Do Not 
Perform Active External Rewarming. 

BLS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine.  
  
Assess respiratory effort and mental 
status.  Administer oxygen 100 
percent via NRB mask if respiratory 
effort is good. 
  
Reassess respiratory effort and 
mental status. 
If respirations are ineffective or 
increased effort with decreased 
mental status, begin BVM 
ventilations. 
  
Check temperature.  Assess heart 
rate for a full minute.  If pulse is 
present (no matter how slow) and 
temperature is < 86 degrees F (30 
C), do not begin chest compressions. 
  

ALS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine.  
  
Assess respiratory effort and mental 
status.   Administer oxygen 100 
percent via NRB mask if respiratory 
effort is good. 
  
Reassess respiratory effort and 
mental status. 
If respirations are ineffective or 
increased effort with decreased 
mental status, begin BVM 
ventilations. 
  
If mental status is depressed, Check 
glucose level.  If < 60 mg/dl, refer to 
Pediatric Patient Care Protocol—
5B Hypoglycemia. 
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BLS 
 
Remove wet clothing and wrap 
patient in dry blanket; keep the 
patient warm. 
  
Maintain warmth and prevent heat 
loss. 
  
Transport promptly in position of 
comfort. 
  
Reassess ABCs frequently. 
  
Contact Medical Control at any time 
if assistance is needed. 

ALS 
 
Place patient on cardiac monitor. 
  
Monitor rhythm: If hypothermia refer 
to appropriate 
Pediatric Arrhythmia Protocol.  
Note:  Chest compressions should 
be performed as gently as possible. 
 
Hypothermic heart is very 
susceptible to rhythm disturbances 
if traumatized. 
  
Reassess patient. 
  
If respirations remain ineffective and 
BVM ventilations are unsuccessful, 
attempt in-line oral intubation (two 
(2) attempts). 
  
Remove wet clothing and wrap 
patient in dry blanket; keep the 
patient warm. 
  
Establish vascular access IV or IO. 
  
Reassess airway, respiratory effort, 
circulation and mental status. 
  
Maintain warmth and prevent heat 
loss. 
  
Transport promptly in position of 
comfort. 
  
Reassess ABCs frequently. 
  
Contact Medical Control at any time 
if assistance is needed. 
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6E.  HYPERTHERMIA 

 
 Overview:  Hyperthermia can progress to heat stroke, a medical emergency, in any pa-
tient with a core temperature of 41 degrees C (106 degrees F) who is found in a hot environ-
ment.  Athletes and the very young are at particular risk.  Signs of hyperthermia include hot, 
dry skin; poor perfusion; and severe central nervous system dysfunction leading to shock and 
coma. 
 
 Prehospital Goals:  Support the ABCs with special attention to cardiovascular support.  
Begin rapid cooling by removing clothing, applying cold water, fanning and applying cold packs 
to the axillae, neck and groin regions. 

BLS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine.  
  
Assess respiratory effort and mental 
status.  Administer oxygen 100 
percent via NRB mask if respiratory 
effort is good. 
  
Reassess respiratory effort and 
mental status. 
If respirations are ineffective or 
increased effort with decreased 
mental status, begin BVM 
ventilations. 
  
Check temperature.  Begin active 
cooling for hyperthermic patients. 
  
Remove clothing. Apply cold water, 
fan patient and apply cold packs. 
  

ALS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine.  
  
Assess respiratory effort and mental 
status.  Administer oxygen 100 
percent via NRB mask if respiratory 
effort is good. 
  
Reassess respiratory effort and 
mental status. 
If respirations are ineffective or 
increased effort with decreased 
mental status, begin BVM 
ventilations. 
  
Place patient on cardiac monitor. 
  
Check temperature.  Begin active 
cooling for hyperthermic patients. 
  
Remove clothing. Apply cold water, 
fan patient and apply cold packs. 
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BLS 
 
Monitor patient temperature closely. 
  
Transport promptly in position of 
comfort. 
  
Reassess ABC‘s frequently. 
  
Contact Medical Control at any time 
if assistance is needed. 

ALS 
 
Reassess patient. 
  
If respirations remain ineffective and 
BVM ventilations are unsuccessful, 
attempt in-line oral intubation (two  
attempts). 
  
Establish vascular access IV or IO. 
  
Administer fluid bolus of 20 cc/kg of 
NS rapidly. 
  
Reassess airway, respiratory effort, 
circulation and mental status.. 
  
Repeat bolus if breath sounds are 
clear but perfusion is inadequate;   
(Max number of 3 boluses / 60 cc/kg) 
Contact Medical Control if breath 
sounds are abnormal or patient is 
not responding to bolus therapy. 
  
Monitor patient temperature closely. 
  
Transport promptly in position of 
comfort. 
  
Reassess ABCs frequently. 
  
Contact Medical Control at any time 
if assistance is needed. 

Temperature Comparison Table  

 
   Rectal 

 
   106 
 

 
   Oral 
 

 
   105 
 

 
   Axillary 

 
   104 
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6F.  ABDOMINAL TRAUMA 

 
 Overview:  Abdominal blunt trauma in children can result in life-threatening injuries 
(especially liver and spleen).  Their organs occupy a large space in the abdominal cavity and 
are poorly protected by immature muscle walls and rib structures.  Anticipate shock and dete-
rioration of the ACBD’s when bruising, abdominal pain or tenderness is present, or when the 
mechanism of injury suggests high-energy transfer.  Penetrating trauma although rare in chil-
dren should be treated exactly like adults. 
 
 Prehospital Goals:  Anticipate difficulty ventilating secondary to abdominal distention.  
Transport the child promptly, maintaining close contact with medical control.  Anticipate vomit-

BLS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine.  
  
Assess respiratory effort and mental 
status.  Administer oxygen 100 
percent via NRB mask if respiratory 
effort is good. 
  
Reassess respiratory effort and 
mental status. 
If respirations are ineffective or 
increased effort with decreased 
mental status, begin BVM 
ventilations. 
  
Control hemorrhage and assess for 
shock. 
  
Stabilize penetrating abdominal 
objects. 
  

ALS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine.  
  
Assess respiratory effort and mental 
status.  Administer oxygen 100 
percent via NRB mask if respiratory 
effort is good. 
  
Reassess respiratory effort and 
mental status. 
If respirations are ineffective or 
increased effort with decreased 
mental status, begin BVM 
ventilations. 
  
Place patient on cardiac monitor. 
  
Control hemorrhage and assess for 
shock. 
  
Stabilize penetrating abdominal 
objects. 
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BLS 
 
Contact Medical Control. 
  
Maintain warmth and prevent heat 
loss. 
  
Transport promptly in position of 
comfort to the proper facility. 
  
Reassess ABCs frequently. 

ALS 
 
Reassess patient. 
  
If respirations remain ineffective and 
BVM ventilations are unsuccessful, 
attempt in-line oral intubation (two 
attempts). 
  
Establish vascular access IV or IO. 
  
If inadequate perfusion, 
administer fluid bolus of 20 cc/kg of 
NS. 
  
Reassess airway, respiratory effort, 
circulation and mental status. 
  
Repeat bolus if breath sounds are 
clear but perfusion is inadequate;   
(Max number of 3 boluses / 60 cc/
kg). 
Contact medical control if breath 
sounds are abnormal or patient is 
not responding to bolus therapy. 
  
Maintain warmth and prevent heat 
loss. 
  
Transport promptly in position of 
comfort to the proper facility. 
  
Reassess ABCs frequently. 
  
Contact Medical Control at any time 
if assistance is needed. 
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6G.  CHEST TRAUMA 

 
 Overview:  Pediatric patients sustain different chest injuries than do adults because the 
rib cage is softer and more compliant. Tension pneumothorax is the most common serious 
chest injury in the pediatric patient. Flail chest is uncommon in young children.  Lung and heart 
contusions are common due to flexibility of ribs as a result of high energy transfer directly to 
the heart and lungs.   
 
 Prehospital Goals:  Stabilize all penetrating objects.  Obtain frequent assessments of 
ABCD.  Seal open chest wounds.  Prevent hypoxia.     Recognize and treat tension pneu-
mothorax rapidly. 

BLS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine.  
  
Assess respiratory effort and mental 
status.  Administer oxygen 100 
percent via NRB mask if respiratory 
effort is good. 
  
Reassess respiratory effort and 
mental status. 
If respirations are ineffective or 
increased effort with decreased 
mental status, begin BVM 
ventilations. 
  
Control hemorrhage and assess for 
shock. 
  
Stabilize penetrating chest objects. 
  

ALS 
 
Perform Initial assessment 

General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine.  
  
Assess respiratory effort and mental 
status.  Administer oxygen 100 
percent via NRB mask if respiratory 
effort is good. 
  
Reassess respiratory effort and 
mental status. 
If respirations are ineffective or 
increased effort with decreased 
mental status, begin BVM 
ventilations. 
  
Place patient on cardiac monitor. 
  
Control hemorrhage and assess for 
shock. 
  
Stabilize penetrating chest objects. 
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BLS 
 
Contact Medical Control. 
  
Maintain warmth and prevent heat 
loss. 
  
Transport promptly in position of 
comfort to the proper facility. 
  
Reassess ABCs frequently. 

 
 

ALS 
 
Reassess patient. 
  
If respirations remain ineffective and 
BVM ventilations are unsuccessful, 
attempt in-line oral intubation (two 
attempts).  Reminder:  Provider 
should aggressively assess for 
development of tension 
pneumothorax. 
  
If respiratory distress persists and 
signs and symptoms of tension 
pneumothorax are present, attempt 
needle decompression of patient‘s 
chest, notify medical control. 
  
Establish vascular access IV or IO. 
  
If inadequate perfusion, 
Administer fluid bolus of 20 cc/kg of 
NS. 
  
Reassess airway, respiratory effort, 
circulation and mental status.. 
  
Repeat bolus if breath sounds are 
clear but perfusion is inadequate;   
(Max number of 3 boluses / 60 cc/
kg). 
Contact medical control if breath 
sounds are abnormal or patient is 
not responding to bolus therapy. 
  
Maintain warmth and prevent heat 
loss. 
  
Transport promptly in position of 
comfort to the proper facility. 

S/S of Tension Pneumothorax: 
Narrowing pulse and pressure 
that is unexplained. 
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 Overview:  All pediatric trauma includes head trauma until proven otherwise.  Ris-
ing intracranial pressure (ICP) is more common following head trauma in children, and is the 
most common cause of secondary brain injury and death.  The earliest signs of increased ICP 
are decreased level of consciousness (Glasgow Coma Scale <13) and unequal pupil reactivity.  
Secondary brain injury can be minimized by aggressive airway management, oxygenation and 
appropriate ventilatory rate.  When head injury is associated with multiple trauma, persistent 
signs of shock, despite adequate airway management, should be treated with fluids in the pre-
hospital setting.  Early recognition of possible head injury and selection of a facility appropriate 
to treat the injured child’s ICP are essential. 
 
 Prehospital Goals:  Recognize signs of increased ICP by frequently monitoring the in-
jured child’s level of consciousness (LOC), AVPU, pupil size and equality, posturing and Glas-
gow Coma Score.  Maintain a patent airway and hyperventilate with 100 percent oxygen for 
signs of increased ICP.  Note Mechanism of Injury and assess all other associated injuries.  
Treat for shock according to protocols. 

BLS 
 

Perform Initial assessment 
General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine.  
  
Assess respiratory effort and mental 
status.  Administer oxygen 100 
percent via NRB mask if respiratory 
effort is good. 
  
Reassess respiratory effort and 
mental status. 
If respirations are ineffective or 
increased effort with decreased 
mental status, begin BVM 
ventilations. 
  
Elevate the head of spine board 30 
degrees. 
  
 

ALS 
 

Perform Initial assessment 
General impression 
Level of consciousness 
Airway 
Breathing 
Circulation 

  
Assess for signs of trauma: 
Protect C-spine.  
  
Assess respiratory effort and mental 
status.  Administer oxygen 100 percent 
via NRB mask if respiratory effort is good. 
  
Reassess respiratory effort and mental 
status. 
If respirations are ineffective or increased 
effort with decreased mental status, begin 
BVM ventilations. 
  
Place patient on cardiac monitor. 
  
Elevate the head of spine board 30 
degrees. 
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BLS 
 
Control hemorrhage and assess for 
shock. 
  
Reassess ABCD’s, AVPU, Pupillary 
checks and Glasgow Coma Scale 
frequently. 
  
Notify Medical Control of 
penetrating scalp injury and/or 
blood from the nose or ears. 
  
Maintain warmth and prevent heat 
loss. 
  
Transport promptly in position of 
comfort to the proper facility. 
  
Reassess ABCs frequently. 
  
Contact Medical Control at any time 
if assistance is needed. 

 
 
 
 
 

ALS 
 
Control hemorrhage and assess for 
shock. 
  
Reassess patient. 
  
If respirations remain ineffective and 
BVM ventilations are unsuccessful, 
attempt in-line oral intubation (two  
attempts). 
  
Establish vascular access IV or IO. 
  
If inadequate perfusion, 
administer fluid bolus of 20 cc/kg of NS. 
  
Reassess airway, respiratory effort, 
circulation and mental status. 
  
Repeat bolus if breath sounds are clear 
but perfusion is inadequate;   (Max 
number of 3 boluses / 60 cc/kg). 
Contact medical control if breath 
sounds are abnormal or patient is 
not responding to bolus therapy. 
  
Notify Medical Control of penetrating 
scalp injury and/or blood from the nose 
or ears. 
  
Maintain warmth and prevent heat loss. 
  
Transport promptly in position of 
comfort to the proper facility. 
  
Reassess ABCs frequently. 
  
Contact Medical Control at any time if 
assistance is needed. 
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7. SUSPECTED CHILD ABUSE 

 
A. Indications: Child abuse, which includes sexual abuse, physical abuse, and neglect, is a 
common cause of pediatric trauma.  Over a million cases a year are reported in the United 
States.  In Virginia, a “child” is defined as less than 18 years in regard to abuse (§ 63.1-248.2) 
 
 1. Provider’s Responsibilities: Observation, transport and reporting are the key  
 responsibilities of the prehospital provider.  In addition to observing standard prehospital 
 patient care protocols, a provider should: 
 

A. Objectively and accurately record the history of the patient’s injuries as given 
by the child, parent(s) or care-giver.  Use quotations to record information given 
while performing patient care. 

 
B. Not accuse or confront parent(s) or the care-givers. 

 
C. Treat and transport the patient according to protocols. 

 
D. Report suspicions to the Emergency Department physician. 

 
E. Report suspicions to the Child Protective Services (1-800-552-7096), if  

                          unable to report to Emergency Department Physician. 
 

F. Maintain strict confidentiality about the case. 
 
 
 2. Proof of Abuse:  Proof of abuse is not needed to make a report, but there should 
 be “reasonable cause to suspect”.  A prehospital provider reporting suspected or alleged 
 child abuse is protected from successful prosecution for reporting the case.   
 
 
 3. Indications of Abuse:  Suspect child abuse when: 
 

A. Parent’s or care-giver’s story is not consistent with the severity or type  of pa-
tient’s injury, or is not consistent with normal behavior and abilities of  a child 
of that age. 

 
  B. Parents contradict each other and change history. 
 
  C. Parents or care-givers are reluctant to give history. 
 
  D. Parents or care-givers delay in seeking medical attention. 
 

E. Timing of injury by parent or care-giver history does not agree with age 
of injury found during assessment. 
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F. Parent’s or care-giver’s emotional response is not appropriate to the  
severity of the injury. 
 
G. Abuse is mentioned but blamed on an outside, unknown person. 
 
H. The patient mentions that a family member caused the injury. 
 
I. Survey of the scene is inconsistent with the history given to the provider. 
 

 
 4. Common Signs of Abuse: 
 

A. Bruises in different stages of healing (different colors) explained as the result 
of one incident.  Bruises in areas such as buttocks and lower back, genitals and 
inner thighs, cheeks, upper lip, neck, ear lobes.  Bruises in the shape of a hand 
or from human bites. 

 
B. Scars, marks or bruises in the shape of objects used to inflict trauma: cords, 
belts, belt buckles. 

 
C. Ligature marks on the wrists or ankles 
 
D. Burns from cigarettes, in the shape of iron or other hot object.  Stocking-glove 
scald burns from immersion of extremities.  Burns on the buttocks and genitals. 
 
E. Trauma in the genital or rectal areas, or pain, itching, bruising and/or bleeding. 
 
F. Unexplained fractures. 

 
  G. Unexplained shock or altered mental status.  Refer to all relevant  
  Trauma and Medical Protocols. 
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8. DRUG / MEDICATIONS CHART 

 

Age  
Term 

3  
months 

6 
months 

1 
year 

3 
year 

6 
year 

8 
year 

10 
Year 

12 
Year 

14 
Year 

Weight (kg) 3.0 6.0 8.0 10.0 14.0 20.0 25.0 34.0 40.0 50.0 

Albuterol 5% (5 mg/ml) 
0.15 mg/kg Nebulizer 

0.45 
mg 

1.25 
mg 

1.25 
mg 

1.5 
mg 

2.5 
mg 

3.0 
mg 

3.75 
mg 

5.0 
mg 

5.0 
mg 

5.0 
mg 

Albuterol 5% (5 mg/ml) 
0.03 ml/kg Nebulizer 

0.1 
ml 

0.20 
ml 

0.25 
ml 

0.3 
ml 

0.5 
ml 

0.6 
ml 

0.75 
ml 

1.0 
ml 

1.0 
ml 

1.0 
ml 

Albuterol 5% (5 mg/ml) 
0.3 mg/kg Nebulizer 

0.9 
mg 

2.0 
mg 

2.5 
mg 

3.0 
mg 

5.0 
mg 

5.0 
mg 

5.0 
mg 

5.0 
mg 

5.0 
mg 

5.0 
mg 

Albuterol 5% (5 mg/ml) 
0.06 ml/kg Nebulizer 

0.2 
ml 

0.35 
ml 

0.5 
ml 

0.6 
ml 

1.0 
ml 

1.0 
ml 

1.0 
ml 

1.0 
ml 

1.0 
ml 

1.0 
ml 

Amiodarone IV 
5 mg/kg 

15.0 
mg 

30.0 
mg 

40.0 
mg 

50.0 
mg 

70.0 
mg 

100.0 
mg 

125.0 
mg 

170.0 
mg 

200.0 
mg 

250.0 
mg 

Dextrose 25% IV 
.5 gm / kg 

 3.0 
gm 

4.0 
gm 

5.0 
gm 

7.0 * 
gm 

10.0 * 
gm 

12.5 * 
gm 

   

Dextrose 25% IV 
2.0 ml / kg 

 12.0 
ml 

16.0 
ml 

20.0 
ml 

28.0 * 
ml 

40.0 * 
ml 

50.0 * 
ml 

   

Dextrose 10% IV 
2.0 ml / kg 

6.0 
ml 

         

Diazepam IV 
(5 mg/ml) 
0.3 mg/kg 

0.2 
ml 

0.4 
ml 

0.5 
ml 

0.6 
ml 

0.84 
ml 

1.2 
ml 

1.5 
ml 

2.0 
ml 

2.0 
ml 

2.0 
ml 

Diazepam 
(5 mg/ml) 

0.5 mg/kg if PR 

0.3 
ml 

0.6 
ml 

0.8 
ml 

1.0 
ml 

1.4 
ml 

2.0 
ml 

2.0 
ml 

2.0 
ml 

2.0 
ml 

2.0 
ml 

Dipenhydramine IV 
1 mg / kg 

3.0 
mg 

6.0 
mg 

8.0 
mg 

10.0 
mg 

14.0 
mg 

20.0 
mg 

25.0 
mg 

34.0 
mg 

40.0 
mg 

50.0 
mg 

Epinephrine 1:1000 
(1 mg / ml )  SQ 

0.01 mg / kg 

 
0.03 
mg 

 
0.06 
mg 

 
0.08 
mg 

 
0.1 
mg 

 
0.14 
mg 

 
0.2 
mg 

 
0.25 
mg 

 
0.3 
mg 

 
0.3 
mg 

 
0.3 
mg 

Epinephrine 1:1000 
(1 mg / ml ) E.T.  

0.01 ml / kg 

 
0.03 
ml 

 
0.06 
ml 

 
0.08 
ml 

 
0.1 
ml 

 
0.14 
ml 

 
0.2 
ml 

 
0.25 
ml 

 
0.3 
ml 

 
0.3 
ml 

 
0.3 
ml 

Glucagon   IV 
0.1 mg / kg 

0.3 
mg 

0.6 
mg 

0.8 
mg 

1.0 
mg 

1.0 
mg 

1.0 
mg 

1.0 
mg 

1.0 
mg 

1.0 
mg 

1.0 
mg 

Morphine Sulfate IV 
0.1 mg / kg 

0.3 
mg 

0.4 
mg 

0.8 
mg 

1.0 
mg 

1.4 
mg 

2.0 
mg 

2.5 
mg 

3.4 
mg 

4.0 
mg 

5.0 
mg 

* Will need a second drug box or make D25 
from D50.  Mix 1:1 with normal saline. 

 
Contact Medical Control at any time if assistance is needed. 
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1.  SYSTEMS 

 
A. INDICATIONS:  Communications between pre-hospital providers, hospital Emergency 

Departments and Medical Control physicians is an essential component of an effective 
EMS system.  The relay of patient-related information serves several purposes: 

 
1. Advance notification of the Emergency Department staff of the routine arrival of a 

patient. 
 

2. Advance notification of the Emergency Department of the arrival of a patient who 
may require special preparation, i.e. HazMat exposure, a multi system trauma 
patient, etc. 

 
3. Medical consultation and dissemination of treatment orders by the Medical Con-

trol physician. 
 

4. Requests for additional field resources for special situations and/or mass casualty 
incidents (MCls). 

 
B. PROTOCOL FOR MANAGEMENT:  The exchange of information may occur over three 

communications systems: Hospital Emergency Administration Radio (HEAR), UHF Med 
Channel (Radio Telemetry) and standard or cellular telephone. 

 
1. Hospital Emergency Administration Radio -- This radio system is common to 

all ambulances and primary receiving hospitals in Virginia.  All ambulances oper-
ating in Virginia must be equipped with a HEAR radio, which is a voice-only sys-
tem and generally is not recorded.  Because of the large number of ambulances 
and hospitals in Central Virginia, channel loading is high on the HEAR system.  
Therefore, use of this system by BLS and ALS providers should involve the trans-
mission of only essential information.  The HEAR system should be used in a 
professional manner to notify receiving hospitals of all incoming patients. 

 
Remember, HEAR patient reports should be used for all routine hospital notifica-
tion on all patients being transported to that hospital.  Reports should be concise 
and brief unless more information is requested by the receiving hospital. 

 
2. UHF Med Channels (Telemetry Radio) -- This system consists of 10 channel 

pairs for EMS communications use in the ODEMSA region.  The system is capa-
ble of transmitting both voice and telemetry signals and is used primarily by ALS 
providers where extended consultation and/or ECG transmissions are required.  
Because each receiving hospital has only certain assigned Med Channels, EMS 
providers first must call the central communications agency, the Virginia Emer-
gency Operations Center (Virginia EOC), to be assigned a Med Channel.  Once 
the Med Channel has been assigned, the provider should follow the Communica-
tions Format when communicating with the hospital Emergency Department. 
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Special emphasis is on patient assessment and requests for information and/or 
further interventions.  If the EMS unit has the equipment to transmit electrocardio-
grams (ECGs), they should be sent when requested by the receiving hospital.  
Use of the UHF Med Channels should be reserved for extended consultation with 
Emergency Department physicians or for prolonged hospital-to-field communica-
tions. 

 
 3. Standard and Cellular Telephones -- The advent of cellular technology has  
  allowed many EMS agencies to telephone direct to the primary receiving hospital.  
  Thus, the phone can be used for routine notification by the pre-hospital provider,  
  to transmit telemetry, or for prolonged consultation with an on-line physician.   
  When using cellular or standard phones, use the same Communications Format  
  protocol. 
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2.   FORMAT AND SUMMARY 

 
A. INDICATIONS:  Determining the appropriate time for establishing contact with a receiv-

ing hospital and/or with on-line Medical Control is a matter of local protocol and should 
be established in advance in consultation with the Emergency Department(s), the EMS 
agency and the agency's Operational Medical Director. 

 
B. PROTOCOL FOR MANAGEMENT:  The following format generally should be observed 

throughout the Old Dominion EMS Alliance region:   MIVT Report is an acronym for the re-
gion-wide process to deliver essential pre-arrival information about the patient.   

 

     M is for Mechanism of Injury, or in medical cases, Medical Condition. 
 

    I stands for injuries the EMS Provider has identified. 
 

   V is for the patient’s vital signs. 
 

   T is the treatment (ABCD) that the patient has received so far. 
 
This process will replace the usual pre-arrival patient report, and will be done 
much earlier than in the past.  The MIVT Report process is especially useful in 
trauma cases. It also is used in medical cases, especially where the patient has 
an altered level of consciousness (LOC). When transmitted early in the call, the 
MIVT Report will help OMC determine if the patient should be taken to that  
hospital, or perhaps be bypassed to another – such as a Trauma Center – which 
can render a higher level of care. It also will give the receiving hospital needed 
time to prepare for the patient. 
 
A key to the effective use of the MIVT Report is early contact with On-Line  
Medical Control.  The Provider should call the intended hospital Emergency  
Department as early as possible, preferably before leaving the scene. It may be 
necessary to make contact en route; the earlier the better. 
 
The Central Virginia MIVT Report Guide will help you through a process that can 
save lives.  This pocket-size, laminated Guide is designed to be carried in your 
shirt pocket or wallet.  MIVT is a verbal process; no written documentation, other 
than what is listed on the patient’s Prehospital Patient Care Report (PPCR), is 
needed. 
 
A larger laminated version of the MIVT Report Guide will be distributed to EMS 
agencies, one for each licensed EMS vehicle in the Old Dominion EMS Alliance 
region.  We suggest it be placed near the radio/cell phone in all vehicles. 
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Here’s is a step-by-step account of how the Central Virginia MIVT Report process 
works: 
 
STEP 1: Contact On-Line Medical Control – This should be attempted following 
local protocol when the on-scene assessment, treatment and packaging of the 
patient have been completed. If possible, the intended hospital should be  
contacted before the unit departs the scene. If patient care issues prevent contact 
at that time, or if distance restricts cell phones or radios, then the Provider should 
contact On-Line Medical Control en route as soon as possible. 
 
STEP 2:  General Information – Follow the numbers on the pocket MIVT Guide 
to give this necessary information.   
 

Unit/Provider ID: Use your local protocol to identify yourself to the OMC. 
Patient’s Age and Gender:  No other identification is needed over the air. 
Chief Complaint: This can be taken directly from your PPCR. 
Call: Medical or Trauma:  
START Triage Color:  Based on your assessment, what START Triage color 

would you classify this patient?  RED. YELLOW, GREEN. 
What is your estimated time of arrival (ETA) to the hospital? 

 
Remember to be brief. The OMC may ask for additional information, but generally 
this is what Emergency Department staff need to prepare.  
 
STEP 3:  Mechanism of Injury/History or Medical Condition:  Provide a brief 
recap of what happened and how the patient was injured or the nature of the  
illness.  Provide a brief medical history of the patient using the standard SAMPLE 
and OPQRST formats. Report any hazmat issues. 
 
STEP 4:  Injuries Identified So Far: Provide a brief account of what injuries, if 
any, you have identified in your assessment. 
 
STEP 5:  Vital Signs:  Following the numbers on the pocket Guide, provide this 
standard information taken from your PPCR.  A guide for determining the  
Glascow Coma Score (GCS), for infants and for adults, is on the reverse side of 
the pocket MIVT Report Guide.      
 
STEP 6:  Treatment So Far:  Following the numbers on the Guide, provide a 
brief description of what treatment you have given the patient so far. 



Communications Page 9 

 

2.   FORMAT AND SUMMARY 
Page 3 

 
STEP 7:  Destination:  Based on your MIVT Report, OMC may direct you  to 
bring your patient to the Emergency Department that was your original destina-
tion.  However, OMC at that hospital may direct you and your patient to another 
acute care hospital or trauma center that is better equipped to treat that patient’s 
particular injuries and illness.  That is the value of the MIVT Report process in 
providing patient care. 
 
The MIVT Report process is for both ALS and BLS Providers in the ODEMSA  
region.  Hospital Emergency Departments have copies of the MIVT Report and 
their staffs should be familiar with the process.  In the past, EMS Providers  
usually made patient reports a few minutes out from the receiving hospital. The 
MIVT Report is a similar process, but in a standardized format. And instead of a 
“few”’ minutes, the report should be made to the receiving hospital as early in the 
EMS call as is possible. 
 
Remember that the MIVT Report is a guide.  There will be times, especially when 
mass casualty incidents are involved, that MIVT Reports will not be appropriate 
and should not be made. Common sense and the best interests of patient care 
should prevail. 
 
 

The original MIVT Report project was funded in 2004 by a Virginia Department of Health Advanced 
Life Support Fund grant and a matching grant from CJW Medical Center. 

                                                                                                                                                                   Reviewed August 2006 
 
 
C. COMMUNICATIONS SUMMARY: 
 

1.  HEAR System:  Use for all routine notification, BLS or ALS, when field care has 
followed the Pre-Hospital Patient Care Protocols.  Do not use for prolonged con-
sultation with on-line Medical Control. 

 
2. UHF Med Channels:  Use for all field-to-hospital communications that require 

prolonged consultation with a physician of which call for transmission of ECG te-
lemetry. 

 
3. Standard or Cellular Telephones:  Can be substituted for either HEAR or UHF 

Med Channel communications. 
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  Central Virginia 
  MIVT Report Guide 
  For EMS Providers 

The following prompts will help you provide  
Information for On-Line Medical Control to decide 
the appropriate destination for your patient. It is  
critical that you contact the hospital as early  
as possible, preferably before leaving the scene.  
 
  GENERAL INFORMATION: 
 

1.  Unit/Provider ID. 4.  Call: Med or Trauma. 
2.  Pt’s Age & Gender. 5.  START Triage Color. 
3.  Chief Complaint. 6.  ETA to Hospital. 
 

MECHANISM OF INJURY/HISTORY OR 
          MEDICAL CONDITION/HISTORY: 
 

INJURIES IDENTIFIED: 
 

VITAL SIGNS: 
 

1.  Pt’s Pulse  4.  Pt’s BP 
2.  Pt’s RR  5.  Pt’s Pulse Ox 
3.  Pt’s GCS  6.  Pt’s LOC 
 

TREATMENT SO FAR: 
 

1.  Airway/Breathing. 3.  Disability/Immobile. 
2.  Circulation/Bleeding. 4.  Medications/Other. 

         Glascow Coma Score 
 
    Infant   Adult 
                    Eyes Open 
 

4  Spontaneous  Spontaneous       4 
3  To Speech  To Commands       3 
2  To Pain  To Pain        2 
1  Absent  Absent        1 

 

Best Verbal Response 
 

5  Coos, Babbles  Oriented  & Talking     5 
4  Irritable/Cries  Confused & Talking    4 
3  Cries to Pain  Inappropriate Words  3 
2  Moans/Grunts  Incomprehensible      2 
1  Absent  Absent        1 

 

              Best Motor Response 
 

6  Spontaneous  Obeys Commands     6 
5  Localizes Pain  Localizes Pain       5 
4  Withdraws from Pain Withdraws from Pain 4 
3  Flexion (Pain)  Flexion (Pain)            3 
2  Extension (Pain) Extension (Pain)        2 
1  Absent  Absent       1
  

               Score (sum equals GCS) 
 

13-15   Mild  9-12      Moderate 
 3-8      Severe   
 
  Old Dominion EMS Alliance, Richmond, VA, 1/2004  

 MIVT Pocket Guide 

     FRONT        Back 
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ODEMSA Cardiac Drug Box Medications: 
 
1.        ALS Drug Box Contents               Page  3 
2.        ALS Drug Box Diagram                                                                            Page  4  
3.        Adenosine (Adenocard)               Page   5 
4.        Albuterol  (Proventil, Ventolin)              Page   6 
5.        Amiodarone  (Cordarone)              Page   7 
6.        Aspirin                 Page   8 
7.        Atropine Sulfate                Page   9 
8.        Bumetanide (Bumex)               Page  10 
9.        Calcium Chloride                                              Page  11 
10.      Dextrose, 50 percent (D-50W)              Page  12 
11.      Dextrose, 25 percent  (D-25W)                                                            Page  13 
12.      Diazepam  (Valium)               Page 14 
13.      Diphenhydramine  (Benadryl)              Page 15  
14.      Diltiazem  (Cardizem)               Page 16 
15.      Dopamine (Intropin)               Page 17 
16.      Epinephrine 1:1000               Page 18 
17.      Epinephrine 1:10,000               Page 19 
18.      Furosemide  (Lasix)               Page 20  
19.      Geodon (Ziprasidone)                 Page 21          
20.      Glucagon                      Page 22 
21.       Ipratropium (Atrovent)               Page 23                     
22.       Lorazepan (Ativan)                         Page 24                 
23.       Magnesium Sulfate                          Page 25                 
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1463 Johnston-Willis Drive 
Richmond, VA 23235-4730 
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Prehospital Patient Care Protocols 

           ALS Drug Box Contents 
Effective Date: 03/09/2007 

 
        AMOUNT PER 
MEDICATIONS (A)  CONCENTRATION  CONTAINER  QUANTITY 
 
Adenosine (Adenocard)  3 mg/1 ml   6 mg   5 
Albuterol 0.083%   2.5 mg/3 ml   2.5 mg   4 
Amiodarone    50 mg/ml   150 mg  4 
Atropine Sulfate    0.1 mg/ml   1 mg   4 
Atrovent    0.5 mg/2.5 ml   0.5 mg   4 
Bumetanide (Bumex) (B)  0.25 mg/ml   1.0 mg   1 
Calcium Chloride   100 mg/ml   1 gm   1 
D25     250mg/ml   2.5 gm   2 
D50     500 mg/ml   25 gm   2 
Diazepam (Valium)   5 mg/ml   10 mg   1 
Diphenhydramine (Benadryl)  50 mg/ml   50 mg   1 
Dopamine (Intropin)   40 mg/ml   200 mg  2 
Epinephrine 1:1,000   1 mg/ml   1 mg   2 
Epinephrine 1:1,000   1 mg/ml   30 mg   1 
Epinephrine 1:10,000   1 mg/10 ml   1mg   10 
Furosemide (Lasix)   10 mg/ml   100 mg  2 
Glucagon    1 mg/ml   1mg   1 
Lorazepam (Ativan) (C)  0.5 mg/ml   1 mg   2  
Magnesium Sulfate   500 mg/ml   1 gm   4 
Metoprolol (Lopressor)  1 mg/ml   5 mg   2 
Morphine Sulfate with Holder  10 mg/ml   10 mg   2 
Naloxone (Narcan)   1 mg/ml   2 mg   2 
Nitroglycerin Tablets   0.4 mg/tablet   25 tablets  1 
Nitropaste (D)    15 mg/inch   60 gm   1  
Sodium Bicarbonate   1 mEq/ml   50 mEq  1 
Ziprasidone (Geodon)   20 mg/ml   20 mg   1 
 
(A)   Expiration dates are the final day of the month. (C)   Stocked only when Valium is not available. 
(B)   Stocked only when Lasix is not available.  (D)   If Nitropaste is in unit dose, quantity will be 2. 
 
I.V. FLUIDS   CONCENTRATION   AMOUNT  QUANTITY 
 
Normal Saline        50 ml   1 
D5W         100 ml   1 
Sterile H20 (Use with Geodon)     10 ml   1 
Filtered Needles          5 
 

ACCESSORIES         QUANTITY 
 
Carpuject (Winthrop) Tubex Holder        1 
Plastic Trash Container (12" X 16")        1 
 

Serving the Residents, EMS Agencies, Hospitals and Local Governments in Planning Districts 13, 14, 15 and 19 
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1. Adenosine (Adenocard) 
 
Indications: 

Adenosine is regarded as the drug of choice for treatment of hemodynamically stable 
PSVT 
 

Mechanism of Action: 
The primary effect of adenosine is to slow conduction through the AV node thereby ter-
minating reentry tachydysrhythmias such as PSVT and restoring normal sinus rhythm. 
 

Contraindications: 
Second or Third degree block 
Adenosine will not affect atrial fibrillation, atrial flutter or ventricular tachycardia 
 

Precautions: 
Higher does of adenosine are likely to be needed for patients receiving Theophylline or 
using large quantities of caffeine. 
Lower than usual doses (3 mg or less) of Adenosine should be used in patients receiv-
ing Dipyridamole (Persantin). 
Extra caution (and lower than usual doses) should be used in patients receiving Car-
bamazepine (Tegretol) which could potentiate AV block of Adenosine. 
 

Side Effects: 
Transient facial flushing, coughing/ dyspnea 
Chest discomfort (that may simulate angina) 
Marked slowing of the heart rate 
 

Dosage: 
6 mg RAPID IV push, immediately followed by RAPID FLUSH 10ml of normal saline. 
after 1 - 2 min, with continued PSVT 12 mg Rapid IV push & rapid flush 10 ml NS. 
repeat a final time 1 - 2 min later, 12 mg Rapid IV push & rapid flush 10 ml NS. 
 

 Pediatric dose:  0.1 mg / kg IVP up to 6 mg immediately followed by rapid flush NS 
                                     double the initial dose for the second dose 
       0.2 mg / kg IVP up to 12 mg, immediately followed by rapid flush NS 

Rapid flush doses:    Infant 2.5 ml,        1-3 years 5.0 ml,          4 years and above 10 ml 
 

 
 
 
 
 
 
 
 
 
 
      Supplied in ODEMSA Drug Box:         

5 - 6 mg (6 mg/2 ml) vials 

Age Pre-
term 

 
Term 

6 
months 

1 
year 

3 
year 

6 
year 

8 
year 

10 
year 

12 
year 

14 
year 

Weight (kg) 1.5 3.0 8.0 10.0 14.0 20.0 25.0 34.0 40.0 50.0 

Adenosine 
0.1 mg / kg 

0.15 
mg 

0.3 
mg 

0.8 
mg 

1.0 
mg 

1.4 
mg 

2.0 
mg 

2.5 
mg 

3.4 
mg 

4.0 
mg 

5.0 
mg 

Adenosine 
0.2 mg / kg 

0.3 
mg 

0.6 
mg 

1.6 
mg 

2.0 
mg 

2.8 
mg 

4.0 
mg 

5.0 
mg 

7.0 
mg 

8.0 
mg 

10.0 
mg 
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2. Albuterol (Proventil, Ventolin) 
 

Indications: 
Bronchial asthma 
Reversible bronchospasm associated with chronic bronchitis and cases of emphysema 
 

Mechanism of Action: 
Administration by inhalation allows for preferential affinity for b2 adrenergic receptors, 
relaxing bronchial smooth muscle and decreasing airway resistance; suppresses re-
lease of leukotrienes and histamine from mast cells in lung tissue. 
 

Contraindications: 
Hypersensitivity to drug or Tachydysrhythmias 
 

Precautions: 
Patients with underlying coronary artery disease or preexisting arrhythmias are at much 
greater risk of myocardial ischemia and exaggerated arrhythmias. 
Use Albuterol with caution in patients receiving MAO Inhibitors (Deprenyl, Seliginine, 
Parnate, Iproniazid) or TCAs (Amitriptyline, Desipramine) 
 

Side effects: 
Palpitations, skeletal muscle tremor, tachycardia, anxiety, nausea, dizziness 
Hypokalemia in patients using cardiac glycosides (Digoxin) and diuretics 
 

Dosage: 
Adults:  5.0 mg (1 cc of 5% solution) placed in 2 cc NS    
Pediatrics:  0.15 mg / kg of 5% solution up to 5.0 mg  (0.03 ml / kg ) 
 
 
 
 
 
 
 
 
 
 
 
Note: Use 30 ml bottle of Albuterol 5% solution from the ODEMSA drug box to mix, not 
the individual premixed bottles for the above chart. 
 
Note: If using premixed unit doses (2.5 mg/ 3 ml) use 1/2 unit dose mixed with 2 ml of 
normal saline for children under 2 years old.  For children 2 years and older use one unit 
dose. 
 

Supplied in ODEMSA Drug box: 
1 – 30 ml bottle (5 mg/ml) or  4 pre-dosed plastic ampules 2.5  mg / 3 ml solution 

Age  
Term 

6 
months 

1 
year 

3 
year 

6 
year 

8 
year 

10 
year 

12 
year 

14 
year 

Weight (kg) 3.0 8.0 10.0 14.0 20.0 25.0 34.0 40.0 50.0 

Albuterol 5% (5 mg/ml) 
0.15 mg/kg 

0.45 
mg 

1.25 
mg 

1.5 
mg 

2.5 
mg 

3.0 
mg 

3.75 
mg 

5.0 
mg 

5.0 
mg 

5.0 
mg 

Albuterol 5% (5 mg/ml) 
0.03 ml/kg 

0.1 
ml 

0.25 
ml 

0.3 
ml 

0.5 
ml 

0.6 
ml 

0.75 
ml 

1.0 
ml 

1.0 
ml 

1.0 
ml 



01/2006 

Drug Reference Page 7 

 

 

3. Amiodarone (Cordarone) 
 

 Indications: 
 Initial treatment and prophylaxis of frequently recurring/refractory VF and hemodynami-

cally unstable V-Tach in patients refractory to other therapy.  
 
 Mechanism of Action: 
 Amiodarone works on many levels.  The drug prolongs the duration of the action poten-

tial and effective refractory period, and when given short term IV, probably includes non-
competitive beta-adrenoreceptor and calcium channel blockers. 

 
 Contraindications: 
 Amiodarone should not be given in the presence of pulmonary congestion, cardiogenic 

shock, hypotension, or in patients who are hypersensitive to the drug.   
 
 Precautions: 
 Amiodarone may potentiate bradycardia and hypotension when used in conjunction with 

beta blockers and calcium channel blockers.   
 Amiodarone may increase risk of AV block and hypotension with calcium channel block-

ers. 
 Amiodarone may increase anticoagulation effects of Warfarin. 
 Amiodarone may decrease the metabolism and increase serum levels of phenytoin, pro-

cainamide, quinidine, and theophylline. 
 Amiodarone should not be given concurrently with furosemide, heparin and sodium bi-

carbonate. 
 
 Side Effects: 
 Amiodarone may cause hypotension, headache, dizziness, bradycardia, AV conduction 

abnormalities, flushing and abnormal salivation. 
 
 Dosage: 
 In cases of cardiac arrest (VF or pulseless VT), 300 mg IVP is the first dose, followed by 

2 subsequent doses of 150 mg every 3-5 minutes.   
 
 Pediatrics: 
 5 mg/kg IV/IO for refractory pulseless ventricular tachycardia or ventricular fibrillation. 
 
 
  

Age  
Term 

3  
months 

6 
months 

1 
year 

3 
year 

6 
year 

8 
year 

10 
Year 

12 
Year 

14 
Year 

Amniodarone 
5 mg/kg 

15.0 
mg 

30.0 
mg 

40.0 
mg 

50.0 
mg 

70.0 
mg 

100.0 
mg 

125.0 
mg 

170.0 
mg 

200.0 
mg 

250.0 
mg 

Supplied in ODEMSA drug box:     
       4 vials  50 mg / ml 
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4. Aspirin 
 

 Indications: 
 Aspirin is to be used for any patient with acute myocardial infarction or suspected AMI. 
 
 Mechanism of Action: 
 Aspirin is an anti inflammatory agent and an inhibitor of platelet function.  Aspirin works 

by blocking the formation of the substance Thromboxane A2, which causes platelets to 
aggregate and arteries to constrict.  The use of aspirin has been shown to cause an 
overall reduction of mortality in patients experiencing AMI. 

 
 Contraindications: 
 Aspirin is contraindicated in patients with a known hypersensitivity to the drug.  It is also 

a relative contraindication in patients with any active bleeding disease. 
 
 Precautions: 
 Aspirin can cause GI upset and bleeding.   
 
 Side Effects: 
 Aspirin can cause heartburn, GI bleeding, nausea, and vomiting.   
 Aspirin can cause an asthma attack in rare cases with patients who have certain types 

of metabolic disorders (specifically C1 Esterase deficiency) 
 Aspirin can cause prolonged bleeding. 
 
 Dosage: 
 160 mg by mouth if baby aspirin is used 
 324 mg orally if baby aspirin and / or low dose adult aspirin                                                  

or 325 mg orally if adult aspirin 
 
    Baby aspirin (chewable):  81 mg per tablet 
    Adult low dose (not chewable/chewable):  81 mg per tablet 
    Adult aspirin (not chewable):  325 mg tablet 
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5. Atropine Sulfate 
 

Indications: 
Bradycardia 
Asystole 
PEA (with bradycardia) 
Organophosphate poisoning 
 

Mechanism of Action: 
Atropine produces its antispasmodic, anti-secretary and cardiovascular effects by block-
age of acetylcholine at cholinergic receptor sites.  Atropine inhibits effects of parasym-
pathetic nervous system 
Positive Chronotropic with little Inotropic effects  
 

Contraindications: 
None in the emergency setting 
 

Precautions: 
American Heart Association guidelines acknowledge that use (and efficacy) of Atropine 
is controversial for treatment of patients with acute MI and second or third degree AV 
block with QRS widening. 
 

Side effects:  
May precipitate tachyarrhythmias, dysphasia, erythema, flushing, headache, hypoten-
sion, mydriasis, vertigo and xerostomia 
 

Dosage: 
Bradycardia 0.5 mg - 1.0 mg IV bolus repeat every 3 - 5 min. as needed 
Asystole 1 mg     repeat every 3 - 5 min as needed 
Max dose of  2 - 3 mg 
Organophosphate poisoning   2 mg via IV 
  repeat every 5 min.  until signs of atropine intoxication 
      (erythema, flushing, mydriasis and xerostomia) 
 
Pediatric asystole: 0.02 mg/kg (min dose 0.1 mg) 
Pediatric organophosphate poisoning 0.05 mg/kg 
 
 
 
 
 
 
 
 
 
 

Supplied in ODEMSA Drug box: 
4 - 1 mg (1 mg/10 ml) syringe 

Age Pre-
term 

 
Term 

6 
months 

1 
year 

3 
year 

6 
year 

8 
year 

10 
year 

12 
year 

14 
year 

Weight (kg) 1.5 3.0 8.0 10.0 14.0 20.0 25.0 34.0 40.0 50.0 

Atropine – Pediatric  
Asystole 0.02 mg/kg 

0.03 
mg 

0.06 
mg 

0.16 
mg 

0.20 
mg 

0.28 
mg 

0.4 
mg 

0.5 
mg 

0.68 
mg 

0.8 
mg 

1.0 
mg 

Atropine – Pediatric  
Organophosphate poisoning 

.075 
mg 

0.15 
mg 

0.4 
mg 

0.5 
mg 

0.7 
mg 

1.0 
mg 

1.25 
mg 

1.7 
mg 

2.0 
mg 

2.5 
mg 
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6. Bumetanide  (Bumex) 
      (Used as a substitute for Lasix in the ODEMSA drug box) 

 
      Indications: 
         Congestive Heart Failure 
         Pulmonary Edema 
         Hypertensive crisis 
 
      Mechanism of Action: 
         Bumex is a loop diuretic with a rapid onset and a short duration                                  
         of action.  It is a potent diuretic , 1.0 mg of Bumex is  
         equivalent to 40 mg of Lasix. 
 
      Contraindications:   
          Hypersensitivity to Bumex (Patients with allergic reaction to  
          Sulfonamides may show hypersensitivity to Bumex.), anuria 
          Hepatic coma and severe electrolyte depletion. 
          Any use of erectile dysfunction medication (ie. Viagra) 
 
      Precautions: 
          May cause hypokalemia. 
          Should be limited to life-threatening situations in pregnant  
          patients. 
 
     Side effects: 
          Muscle cramps              dizziness             nausea 
          Hypotension                  headache 
 
      Dosage: 
          Adult:   1.0 mg IV over a period of 1-2 minutes 
 
      Supplied in ODEMSA Drug Box:   
 2 -  1.0 mg/4ml vial 
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7. Calcium Chloride 10% 
 

Indications: 
Hyperkalemia 
Hypocalcemia 
Calcium channel blocker toxicity 
 

Mechanism of Action: 
Calcium ions increase the force of myocardial contractions.   
 

Contraindications: 
May precipitate digitalis toxicity 
 

Precautions: 
Flush line between calcium chloride and sodium bicarbonate 
If administered to a patient with a heart beat, may slow the rate. 
 

Side effects: 
Bradycardia  Arrhythmias 
Nausea  Vomiting 
Cardiac arrest Syncope 
 

Dosage: 
2 – 4 mg/kg slow IV (over 5 minutes)  repeat as needed every 10 min. 
 
 
 
 
 
 
 
Pediatric dose:  20 mg/kg IV (maximum 1 g ) 
   may be repeated once in 10 minutes 
 
 
 
 
 
 
 
 
 

 
Supplied in ODEMSA Drug box: 

1 – 1 gm  (100 mg/ml) syringe 

weight 50 kg 75 kg 100 kg 125 kg 

2 mg/kg 100 mg 150 mg 200 mg 250 mg 

4 mg/kg 200 mg 300 mg 400 mg 500 mg 

Age Pre-
term 

 
Term 

6 
months 

1 
year 

3 
year 

6 
year 

8 
year 

10 
year 

12 
year 

14 
year 

Weight (kg) 1.5 3.0 8.0 10.0 14.0 20.0 25.0 34.0 40.0 50.0 

Calcium Chloride 10% 
20 mg/kg 

30 
mg 

60 
mg 

160 
mg 

200 
mg 

280 
mg 

400 
mg 

500 
mg 

680 
mg 

800 
mg 

1.0 
gm 
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8. Dextrose, 50% (D50W) 
 

Indications: 
Hypoglycemia 
Used in pediatrics > 8 years old 
 

Mechanism of Action: 
Increases circulating blood sugar levels 
 

Contraindications: 
May be detrimental to patients with cerebral ischemia causing cerebral edema 
 

Precautions: 
Try to obtain base line glucose level  
Flush vein after dose 
 

Side effects: 
Tissue necrosis if extravasation occurs. 
 

Dosage: 
25 gm IV 
May repeat for continued hypoglycemia 
 
 

Supplied in ODEMSA Drug box: 
2 – 25 gm (500 mg / ml) syringes 
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9. Dextrose, 25% (D25W) 
 

Indications: 
Hypoglycemia 
Acute alcoholism with coma 
Pediatric 30 days – 8 years old 
 

Mechanism of Action: 
Increases circulating blood sugar levels 
 

Contraindications: 
May be detrimental to patients with cerebral ischemia 
 

Precautions: 
Try to obtain base line glucose level  
Flush vein after dose 
 

Side effects: 
Tissue necrosis if extravasation occurs. 
 

Dosage: 
0.5 gm / kg  IV 
May repeat for continued hypoglycemia 
 
 
 
 
 
 
 
 
 
 
 
 
 
Use D10 for pediatrics 0 – 30 days 
D10 dose 2 ml/kg (0.2 mg/ml) 
 
Note: to mix D10 Use D50 –  draw up 10 ml of D50 in 50 ml syringe 
     mix with 40 ml of normal saline 
     yields 50 ml of 10% Dextrose and water 
      or 
   Use D25 – Mix 1:1 with normal saline 
     yields 12.5% Dextrose and water 
 

Supplied in ODEMSA Drug box: 
2 – 2.5 gm (250 mg / ml) syringes 

Age Pre-
term 

 
Term 

3  
months 

6 
months 

1 
year 

3 
year 

6 
year 

8 
year 

Weight (kg) 1.5 3.0 6.0 8.0 10.0 14.0 20.0 25.0 

Dextrose 25% 
.5 gm / kg 

0.75 
gm 

1.5 
gm 

3.0 
gm 

4.0 
gm 

5.0 
gm 

7.0 
gm 

10.0 
gm 

12.5 
gm 

Dextrose 25% 
2.0 ml / kg 

3.0 
ml 

6.0 
ml 

12.0 
ml 

16.0 
ml 

20.0 
ml 

28.0 
ml 

40.0 
ml 

50.0 
ml 

Dextrose 10% 
2.0 ml / kg 

3.0 
 ml 

6.0 
ml 
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10. Diazepam (Valium) 
 

Indications: 
Major motor seizures Skeletal muscle relaxant 
Status Epilepticus  Premedication prior to cardioversion  
Acute anxiety stress           Violent and / or agitation 
 

Mechanism of Action: 
Diazepam is an anticonvulsant and anti-anxiety agent.  Binds to Benzodiazepine 
receptors to enhance GABA effects. 

 
Contraindications: 

Hypersensitivity to drug 
 

Precautions: 
Short-acting drug, seizures may recur 
May decrease respirations 
May lower blood pressure 
Possible CNS depression when combined with Geodon. 
  

Side effects: 
Respiratory depression  Apnea 
Drowsiness    Ataxia 
Transient amnesia   Hypotension 
Reflex tachycardia   Pain or burning at the IV site 
 

Dosage: 
2.5 – 5 mg slow IV push                Violent and / or agitation:  2.5 mg to 5.0 mg IM,IV 
Repeat in 10 – 15 minutes if needed 
 
Pediatrics 
0.3 mg / kg (0.5 mg / kg  if PR) 
 
 
 
 
 
 
 
 
 
 
Note: Rectal route takes 3 – 4 times longer than IV route 
 
 

Supplied in ODEMSA Drug box: 
1 – 10 mg (10 mg / 2 ml) vial 
or   1– 10mg (10mg /2ml) prefilled tubex  
 

Age Pre-
term 

 
Term 

6 
months 

1 
year 

3 
year 

6 
year 

8 
year 

10 
year 

12 
year 

14 
year 

Weight (kg) 1.5 3.0 8.0 10.0 14.0 20.0 25.0 34.0 40.0 50.0 

Diazepam (5 mg/ml) 
0.3 mg/kg 

0.1 
cc 

0.2 
cc 

0.5 
cc 

0.6 
cc 

0.84 
cc 

1.2 
cc 

1.5 
cc 

2.0 
cc 

2.0 
cc 

2.0 
cc 

Diazepam (5 mg/ml) 
0.5 mg/kg if PR 

0.15 
cc 

0.3 
cc 

0.8 
cc 

1.0 
cc 

1.4 
cc 

2.0 
cc 

2.0 
cc 

2.0 
cc 

2.0 
cc 

2.0 
cc 

Rectal Administration Tip 
Draw Diazepam up in 3 cc  syringe.  Attach an 

extension tube to the syringe and cut off the 
catheter adapter at the other end, leaving a  3 – 4 
inch flexible tube.  Insert the tube into the rectum 

for administration. Flush with 3 cc s of air. 
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11. Diphenhydramine (Benadryl) 
 
Indications: 

Allergic reactions 
Urticaria (hives) 
Anaphylaxis 
Extrapyramidal (EPS) reaction: 

(e.g., tremors, gait abnormalities, dysphagia caused by phenothiazines like Cholpro-
mazine, Thioridazine, or Perphenazine. ) 

 
Mechanism of Action: 

Blocks both H1 and H2 histamine receptors 
 

Contraindications: 
Should not be used in the management of asthma 
 

Precautions: 
Angle-closure glaucoma 
Concurrent ingestion of alcohol or other CNS depressants producing and additive effect 
that could impair motor skills 
 

Side effects: 
Sedation   Dizziness 
Disturbed coordination Blurred vision 
Diplopia   Tremors 
Hypertension   Palpitations 
Headache   Nausea 
Drowsiness 
 

Dosage: 
Adult dose:  50 mg IV or IM 
 
Pediatric dose: 1 – 2 mg/kg  IV, IO or IM 
 
 
 
 
 
 
 
 
 
 
 

 
Supplied in ODEMSA Drug box: 

1 – 50 mg (50 mg / ml) vial  
 

Age Pre-
term 

 
Term 

6 
months 

1 
year 

3 
year 

6 
year 

8 
year 

10 
year 

12 
year 

14 
year 

Weight (kg) 1.5 3.0 8.0 10.0 14.0 20.0 25.0 34.0 40.0 50.0 

Diphenhydramine 
1 mg / kg 

1.5 
mg 

3.0 
mg 

8.0 
mg 

10.0 
mg 

14.0 
mg 

20.0 
mg 

25.0 
mg 

34.0 
mg 

40.0 
mg 

50.0 
mg 

Diphenhydramine 
2 mg / kg 

3.0 
mg 

6.0 
mg 

16.0 
mg 

20.0 
mg 

28.0 
mg 

40.0 
mg 

50.0 
mg 

50.0 
mg 

50.0 
mg 

50.0 
mg 
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12. Diltiazem (Cardizem) 
 
Indications: 

Atrial fibrillation with a ventricular response of 120 beats per minute or greater. 
Paroxysmal supraventriculuar tachycardia (PSVT) accompanied by a narrow QRS 
complex, refractory to vagal maneuvers and adenosine. 
 

Mechanism of Action: 
Class IV antiarrhythmic agent 
Decreases automaticity in the sinoatrial (SA) node 
Prolongs refractoriness in the atrioventricular (AV) node 
It inhibits the influx of extracellular calcium ions to myocardial and vascular smooth mus-
cle cells; decreases cardiac contractility and inhibits constriction of vascular smooth 
muscle. 
In patients with PSVT, Diltiazem interrupts the reentry pathway in the AV node and re-
stores normal sinus rhythm. 
It decreases ventricular response rate in atrial fibrillation and flutter 
 

Contraindications: 
Bradycardia 
Hypotension 
Patients who present in CHF 
 

Precautions: 
Calcium channel blockers such as Diltiazem should be used with caution in patients who 
receive long-term beta blocker therapy. 
 

Side effects: 
Severe bradycardia 
Hypotension 
 may be reversed with 0.5 – 1.0 gm calcium chloride IV 
 for profound hypotension an alpha-adrenergic agonist may be beneficial 
Congestive heart failure 
Facilitated accessory conduction in patients with Wolf-Parkinson-White syndrome. 
 

Dosage: 
0.25 mg / kg bolus over 2 minutes. 
If response is inadequate, 0.35 mg / kg over 2 minutes 15 minutes after initial dose 
 
 
 
 
 
 

Supplied in ODEMSA Drug box: 
3 – 25 mg (25 mg/ 5 ml) ready to use syringe (Lyo-Jet) 
 

 50 kg 75 kg 100 kg 125 kg 

0.25 mg/kg 12.5 mg 18.75 mg 25 mg 31.25 mg 

0.35 mg/kg 17.5 mg 26.25 mg 35 mg 43.75 mg 
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13. Dopamine (Intropin) 
 

Indications: 
Cardiogenic shock 
Hypovolemic shock - after fluid resuscitation 
Neurogenic shock 
Hemodynamically significant bradyarrhythmias that have not responded to Atropine 
(when cardiac pacing is unavailable) 
 

Mechanism of Action: 
Produces endogenous norepinephrine release leading to increased cardiac contractility 
and increased systemic vascular resistance. 
 

Contraindications: 
Not used as the sole treatment of hypovolemic shock 
Uncorrected tachyarrhythmias 
Ventricular fibrillation 
 

Precautions: 
Should not be administered in the presence of  ventricular fibrillation 
If the patient is taking monoamine oxidase inhibitors (Seliginine, Iproniazid, Tranyl-
cypromine), the dose should be reduced to prevent possible hypertensive crisis. 
 

Side effects: 
Tachycardia  Ectopic beats Palpitations  Angina 
Headache  Tremor  Dyspnea  Nausea 
Vomiting 
 

Dosage: 
Mix 400 mg in 250 ml of D5W to yield a concentration of 1600 µg/ml     
Start infusion at 2 – 5 µg/kg min 
Titrate the infusion to maintain blood pressure above 90 mm Hg systolic 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
Supplied in ODEMSA Drug box: 

2 – 200 mg (200 mg / 5 ml) vial 
 
 
 

 µ
g/

kg
/m

in
ut

e 

Microdrops per minute 

 2.5 5 10 20 30 40 50 60 70 80 90 100 

2 µg - - - 1.5 2 3 4 5 5 6 7 8 

5 µg - 1 2 4 6 8 9 11 13 15 17 19 

10 µg 1 2 4 8 11 15 19 23 26 30 34 38 

15 µg 1.4 3 6 11 17 23 28 34 39 45 51 56 

20 µg 2 4 8 15 23 30 38 45 53 60 68 75 

Weight in kg 
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14. Epinephrine 1:1000 
 
Indications: 

Severe, systemic allergic reaction 
Asthma in patients under 50 years of age 
Exacerbation of COPD 
 

Mechanism of Action: 
Potent catecholamine with both alpha and beta properties, effects are more profound on 
beta. 
Epinephrine bronchodilates and antagonizes the effects of histamine. 
 

Contraindications: 
Patient with coronary artery disease 
Patient is over 50 years of age 
 

Precautions: 
May precipitate angina or myocardial infarction in cardiac patients 
Wheezing in elderly patients may be pulmonary edema or pulmonary embolism 
 

Side effects: 
Anxiety 
Tremors 
Palpitations 
Tachycardia 
Headache 
 

Dosage: 
0.3 mg SQ 
 
Pediatric dose:  0.01 mg/kg 
 
 
 
 
 
 
 
 
 
 
 

 
 
Supplied in ODEMSA Drug box: 

2 – 1 mg (1 mg / ml) ampules 
1— 30 ml (1 mg / ml) vial 

Age Pre-
term 

 
Term 

6 
months 

1 
year 

3 
year 

6 
year 

8 
year 

10 
year 

12 
year 

14 
year 

Weight (kg) 1.5 3.0 8.0 10.0 14.0 20.0 25.0 34.0 40.0 50.0 

Epinephrine 1:1000 
(1 mg / ml ) 

0.01 mg / kg 

0.02 
mg 

0.03 
mg 

0.08 
mg 

0.1 
mg 

0.14 
mg 

0.2 
mg 

0.25 
mg 

0.3 
mg 

0.3 
mg 

0.3 
mg 

Epinephrine 1:1000 
(1 mg / ml ) 
0.01 ml / kg 

0.02 
ml 

0.03 
ml 

0.08 
ml 

0.1 
ml 

0.14 
ml 

0.2 
ml 

0.25 
ml 

0.3 
ml 

0.3 
ml 

0.3 
ml 
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15. Epinephrine 1:10,000 
 

Indications: 
Ventricular fibrillation 
Asystole 
PEA 
 

Mechanism of Action: 
Alpha and Beta stimulant 
Increase myocardial and cerebral blood flow during CPR 
Beta effects - contractile force, heart rate, automaticity 
 

Contraindications: 
Contraindicated in patients that do not require extensive resuscitation 
 

Precautions: 
Protect from light 
Flush between sodium bicarb and epinephrine 
 

Dosage: 
1 mg every 3 - 5 min via IV or ET 
 
Pediatric dose:  0.01 mg/kg 
 
 
 
 
 
 
 
 
 
 
 
 
 

Supplied in ODEMSA Drug box: 
10 – 1 mg (1 mg / 10 ml) syringes 
 
 

Age Pre-
term 

 
Term 

6 
months 

1 
year 

3 
year 

6 
year 

8 
year 

10 
year 

12 
year 

14 
year 

Weight (kg) 1.5 3.0 8.0 10.0 14.0 20.0 25.0 34.0 40.0 50.0 

Epinephrine 1:10,000 
(10 mg / ml ) 
0.01 mg / kg 

0.02 
mg 

0.03 
mg 

0.08 
mg 

0.1 
mg 

0.14 
mg 

0.2 
mg 

0.25 
mg 

0.34 
mg 

0.4 
mg 

0.5 
mg 

Epinephrine 1:1000 
(10 mg / ml ) 
0.1 ml / kg 

0.2 
ml 

0.3 
ml 

0.8 
ml 

1.0 
ml 

1.4 
ml 

2.0 
ml 

2.5 
ml 

3.0 
ml 

4.0 
ml 

5.0 
ml 
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16. Furosemide (Lasix) 
 
Indications: 

Congestive Heart Failure 
Pulmonary Edema 
Hypertensive crisis 

 
Mechanism of Action: 

Potent diuretic that inhibits sodium and chloride re-absorption in the kidneys 
Causes venous dilation 
 

Contraindications: 
Patients who are allergic to sulfonamides or thiazides 
Hypokalemia 
 

Precautions: 
Should be limited to life-threatening situations in pregnant patients 
 

Side effects: 
Potassium depletion with attendant dysrhythmias 
Vertigo 
Visual / auditory disturbances 
Nausea and vomiting 
Dehydration and electrolyte depletion can result 
 

Dosage: 
0.5 - 1 mg/kg IV slowly 
 
 
 
 
 
 
Pediatric dose:  0.01 mg/kg 
 
 
 
 
 
 
 
 
 
 

 
 
Supplied in ODEMSA Drug box: 

2 – 100 mg (10 mg /  ml) vial 
 
 

 50 kg 75 kg 100 kg 125 kg 

Furosemide 
0.5 mg/kg 

25 mg 37.5 mg 50 mg 62.5 mg 

Furosemide 
1.0 mg/kg 

50 mg 75 mg 100 mg 125 mg 

Age Pre-
term 

 
Term 

6 
months 

1 
year 

3 
year 

6 
year 

8 
year 

10 
year 

12 
year 

14 
year 

Weight (kg) 1.5 3.0 8.0 10.0 14.0 20.0 25.0 34.0 40.0 50.0 

Furosemide 
0.5 mg/kg 

0.75 
mg 

1.5 
mg 

4.0 
mg 

5.0 
mg 

7.0 
mg 

10.0 
mg 

12.5 
mg 

17.0 
mg 

20.0 
mg 

25.0 
mg 

Furosemide 
1.0 mg/kg 

1.5 
mg 

3.0 
mg 

8.0 
mg 

10.0 
mg 

14.0 
mg 

20.0 
mg 

25.0 
mg 

34.0 
mg 

40.0 
mg 

50.0 
mg 
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17. Geodon (Ziprasidone) 
 
      Indications:   
        Schizohphrenic, bipolar manic or mixed episodes associated with  
        bipolar disorders exhibiting acute agitation, anxiety, tension, and  
        hostility. 
 
      Mechanism of Action: 
        Dopamine and serotonin antagonism. 
 
      Contraindications: 
       Patient with history of cardiac arrhythmias, recent MI, severe heart 
       failure dysrhythmias.  Elderly patients with dementia-related psycosis. 
 
      Precautions:   
       Cardiovascular disease                      Cerebrovascular disease 
        Hypotension                                       Hypovolemia 
        Acute renal disease 
        Patient taking antihypertensive medications 
 
      Side Effects: 
        Orthostatic hypotension, dizziness, syncope, Cardiac dysrhythmias 
        Such as Torsades de Pointes and QT prolongation 
 
      Dosage: 
        Adult: 10 mg IM 
        Maximum doses 40 mg per day 
 
      Supplied in ODEMSA Drug box: 
        1 vial: 20mg/ml 
 
      (Add 1.2 ml of sterile water to vial and shake vigorously until all the drug is dissolved.   
      20 mg single dose vial in 1.0 ml of reconstituted solution.) 
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18. Glucagon 
 

Indications: 
Hypoglycemia 
 

Mechanism of Action: 
Releases stored glycogen from the liver converting it to glucose 
 

Contraindications: 
Known Hypersensitivity 
 

Precautions: 
Follow with carbohydrates such as a prompt meal, orange juice, or D50 as soon as the 
patient is alert or an IV is established. 
 

Dosage: 
1 mg IM, SQ, IV 
 Draw up diluting solution from vial 1 and inject in vial 2 
 Shake gently until Glucagon dissolves and the solution becomes clear 
 Draw back into syringe and administer 
 
8 - 10 min before reaction can be seen 
Lasts 10 - 30 min 
 
Pediatric dose: 0.1 mg/kg IV, IM, IO, or SQ up to a maximum of 1 mg 
 
 
 
 
 
 
 
 
 

Supplied in ODEMSA Drug box: 
1 – 1 mg (1 mg /  ml) vial 
 

Age Pre-
term 

 
Term 

6 
months 

1 
year 

3 
year 

6 
year 

8 
year 

10 
year 

12 
year 

14 
year 

Weight (kg) 1.5 3.0 8.0 10.0 14.0 20.0 25.0 34.0 40.0 50.0 

Glucagon 
0.1 mg / kg 

0.15 
mg 

0.3 
mg 

0.8 
mg 

1.0 
mg 

1.0 
mg 

1.0 
mg 

1.0 
mg 

1.0 
mg 

1.0 
mg 

1.0 
mg 
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19. Ipratromium (Atrovent) 
 

Indications: 
Bronchial Asthma. 
Reversible bronchospasm associated with chronic bronchitis and cases of emphysema. 
 

Mechanism of Action: 
Parasympatholytic.  Causes bronchodilation and dries respiratory secretions.  Blocks 
acetylcholine receptors. 
 

Contraindications: 
Known Hypersensitivity 
Should not be used for the acute treatment of bronchospasm, for which rapid response 
is required. 
 

Precautions: 
Monitor patients during treatment. 
Auscultate lung sounds before and after treatments. 
Use caution when administering to elderly patients and those with cardiovascular dis-
ease. 
 

Dosage: 
500 µg mixed with 5 mg of 5% Albuterol solution    
or 
Mix one prefilled ampule Ipratropium 0.5 mg / 2.5 ml with two prefilled ampules of  
Albuterol solution 5.0 mg / 3.0 ml 
 
 

Supplied in ODEMSA Drug box: 
2 –  500 µg unit dose vials    
or 
4 prefilled ampules 0.5mg / 2.5 ml 
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20. Lorazepam (Ativan) 
 
      Indications: 
        Major motor seizures         Skeletal muscle relaxant 
        Status Epilepticus              Premedication prior to cardioversion 
        Acute anxiety stress           Violent and/or agitation 
 
      Mechanism of Action: 
         Ativan is a anticonvulsant, anti-anxiety agent and induces 
         amnesia. 
 
      Contraindications: 
          Any hypersensitivity to the drug. 
 
      Precautions: 
          Should be diluted with normal saline prior to IV administration. 
          Due to Ativan being a short-acting drug, seizure activity may  
          recur thus requiring an additional dose. 
 
      Side effects: 
          Hypotension                               Drowsiness 
          Amnesia                                      Respiratory depression 
          Blurred vision                            Nausea 
          Vomiting 
 
      Dosage:  1.0 mg to 2.0 mg IV, maybe repeated once without medical control. 
 
      Supplied in ODEMSA Drug Box: 
               2 - 1mg/2ml vial     



01/2006 

Drug Reference Page 25 

 

 

21. Magnesium Sulfate 
 

Indications: 
 Magnesium is to be used for seizures due to eclampsia. 
      Magnesium can be used in the treatment of asthma. 
 Magnesium can also be used as an anti-arrhythmic in the treatment of Torsades de 

Pointes. 
 Magnesium can be used in patients who have suspected hypomagnesemia. 
 
Mechanism of Action: 
 Magnesium sulfate reduces striated muscle contractions and blocks peripheral neuro-

muscular transmission by reducing acetylcholine release at the myoneural junction.  It is 
used in management of seizures associated with toxemia of pregnancy.  Magnesium 
Sulfate is a class IIa recommendation in patients who have know low or suspected low 
magnesium states such as alcoholism or other conditions associated with malnutrition.  
It is a class IIb recommendation in patients who are in Torsades de Pointes. 

 
Contraindications: 
 Magnesium should not be given in the presence of heart block or myocardial damage. 
 
Precautions: 
 Magnesium may enhance CNS depressant effects if the patient is taking other CNS de-

pressants. 
 Magnesium can cause serious changes in cardiac function if given in large doses.   
 
Side Effects: 
 Magnesium may cause diaphoresis, facial flushing, and diarrhea. 
 Magnesium can cause hypotension, reduced heart rate, circulatory collapse, and respi-

ratory depression.    
 
Dosage: 
 4 grams mixed in 250 cc of normal saline infused over 5-10 minutes for eclampsia. 
 1-2 grams IVP for the treatment of Torsades de Pointes.  
      1 gram IM per injection site.  Max dose 4 grams. 
 
Supplied in ODEMSA Drug box: 

4 – 1 gm (500 mg / ml) 
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22. Metoprolol (Lopressor) 
 
 
      Indications:   
 Patients with chest pain of presumed cardiac in origin.   
 
      Mechanism of Action:   
 To reduce myocardial ischemia and damage associated with acute myocardial  
 infarction, to decrease myocardial oxygen demand, Beta blocker. 
 
      Contraindications:     
 Heart rate is less than 70 or systolic blood pressure less than 120. Patients in severe 
 bradycardia, 2nd or 3rd degree heart block, cardiogenic shock, decompensated cardiac 
 failure, sick sinus syndrome (unless a permanent pacemaker is in place), severe asthma 
 patients, and in patients with a known hypersensitivity to the drug. Any patient on any 
 erectile dysfunction medication. 
 
      Precautions:    
 Patients with liver or renal dysfunction and administration concurrent with  
 diltiazem which may cause severe hypotension. 
 
      Side Effects:   
 Bradycardia and hypotension 
 
      Dosage:  
  Adult:  5 mg via IV over 5 minutes.  Repeat after 5 minutes.  
 (Maximum dosage:  15 mg) 
 
           Pediatric:  None 
 
      Supplied in ODEMSA Drug Box: 
 2 – 5mg  (5mg/5ml) ampules 
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23. Morphine Sulfate 
 
Indications: 

Cardiac chest pain refractory to nitroglycerin 
Severe pain associated with kidney stones, etc. 
Pulmonary edema, with or without associated pain 
 

Mechanism of Action: 
Potent CNS depressant 
Increases peripheral venous capacitance 
Decreases myocardial oxygen demand 
 

Contraindications: 
Hypotensive patients 
Respiratory depression 
Asthma 
Head injury or abdominal pain 
Hypersensitivity to narcotics 
Patient who has taken another depressant drug 
 

Precautions: 
Respiratory depression 
Hypotension 
Bradycardia 
Nausea and vomiting 
 

Side effects: 
Respiratory depression 
 

Dosage: 
2 mg via slow IV push every 5 – 30 minutes until desired therapeutic effect is achieved, 
up to 10 mg. 
 
Pediatric dose: 0.1 – 0.2 mg/kg IV, IO, IM, or SQ 
 
 
 
 
 
 
 
 
 
 

 
 
Supplied in ODEMSA Drug box: 

2 – 10 mg (10 mg / ml) syringe 
 
 

Age Pre-
term 

 
Term 

6 
months 

1 
year 

3 
year 

6 
year 

8 
year 

10 
year 

12 
year 

14 
year 

Weight (kg) 1.5 3.0 8.0 10.0 14.0 20.0 25.0 34.0 40.0 50.0 

Morphine Sulfate 
0.1 mg / kg 

0.15 
mg 

0.3 
mg 

0.8 
mg 

1.0 
mg 

1.4 
mg 

2.0 
mg 

2.5 
mg 

3.4 
mg 

4.0 
mg 

5.0 
mg 

Morphine Sulfate 
0.2 mg / kg 

0.3 
mg 

0.6 
mg 

1.6 
mg 

2.0 
mg 

2.8 
mg 

4.0 
mg 

5.0 
mg 

6.0 
mg 

6.0 
mg 

6.0 
mg 
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25. Nitroglycerin (Nitrostat) 
 
Indications: 

Chest pain associated with angina or myocardial infarction 
Pulmonary edema 
 

Mechanism of Action: 
Vascular smooth muscle relaxation leading to venous, coronary, and arterial  
vasodilation. 
These effects lead to a decrease in the work load on the heart.  
 

Contraindications: 
Hypotension 
Hypersensitivity to nitrates 
Patients with increased intracranial pressure 
Use of any erectile dysfunction medications (ie: Viagra) 
 

Precautions: 
Hypotension may develop 
 

Side effects: 
Headaches due to cerebral vasodilation 
Hypotension 
 

Dosage: 
0.4 mg SL repeated every 5 min. up to 3 doses 
1 inch ( 15 mg ) nitropaste 
 

Supplied in ODEMSA Drug box: 
1 – 25 tablet (0.4 mg / tab.) bottle 
1 – 60 gm (15 mg / inch) tube 
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24. Naloxone (Narcan) 
 
Indications: 

Reversal of Narcotic-induced altered mental status and respiratory depression. 
Diagnosis of suspected acute opioid intoxication 
 

Mechanism of Action: 
Competitive narcotic antagonist; as such, it is a specific narcotic antidote. 
 

Contraindications: 
Hypersensitivity to drug 
 

Precautions: 
Abrupt withdrawal effects 
 

Side effects: 
Nausea and vomiting 
Excitation for abrupt reversal of narcotic depression 
 

Dosage: 
1-2 mg IV repeated in 5 min (2-3 times) max 10 mg 
Reversal of Sedation may require only small dose 
 
Pediatric dose: 0.1 mg/kg IV, IM, or ET 
 
 
 
 
 
 
 
 
 

 
Supplied in ODEMSA Drug box: 

2 – 2 mg (1 mg / ml) 
 

Age Pre-
term 

 
Term 

6 
months 

1 
year 

3 
year 

6 
year 

8 
year 

10 
year 

12 
year 

14 
year 

Weight (kg) 1.5 3.0 8.0 10.0 14.0 20.0 25.0 34.0 40.0 50.0 

Naloxone (Narcan) 
0.1 mg / kg 

0.15 
mg 

0.3 
mg 

0.8 
mg 

1.0 
mg 

1.4 
mg 

2.0 
mg 

2.5 
mg 

3.4 
mg 

4.0 
mg 

5.0 
mg 
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26. Oxygen 
 
Indications: 
          Suspected or possible hypoxia due to trauma or medical  
          emergencies. 
 
Mechanism of action: 
          Oxygen is transported to the cells via the hemoglobin found in 
          red blood cells.  It breaks down glucose into a usable energy 
           form.   
 
Contraindications:  
          There are no contraindications in the field. Never deprive a  
          patient oxygen. 
 
Precautions: 
          Monitor patients that have history of COPD, high  
          concentrations over long periods of time may cause respiratory 
          depression.  Administration of high flow for prolonged time                    
          (not in prehospital but rather in prolonged transports) may 
           cause damage to neonate eyes (retrolental fibroplasia). 
 
Side effects:  
           Drying of mucous membranes 
 Epistaxis 
           Nasal irritation 
 
Dosage: 
          Is based on the patient’s underlying problem(s). 
 
Supplied: 
           Oxygen is supplied in various tank sizes.  
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27. Sodium Bicarbonate 8.4% 
 
Indications: 

Cardiac arrest 
Tricyclic overdose 
 

Mechanism of Action: 
Increases plasma bicarbonate which buffers plasma H+ ions and raises blood pH 
 

Contraindications: 
Respiratory or metabolic alkalosis 
 

Precautions: 
Can cause alkalosis 
Most vasopressors, such as Dopamine, can be deactivated by the alkaline environment 
provided by the Sodium Bicarbonate. 
 

Side effects:  
Volume overload 
Alkalosis 
 

Dosage: 
1 mEq / kg IV 
Followed by 0.5 mEq / kg every 10 minutes 
 

Supplied in ODEMSA Drug box: 
1 – 50 mEq ( 1 mEq / ml ) syringe 
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RSI 1. Lidocaine HCL 
      (Used as a premedication in the RSI box) 

 
      Indications: 
 RSI patients with suspected head injury  
 
      Mechanism of Action: 
 Lidocaine is indicated for patients with suspected head injury to manage increased  
 intracranial pressure. Lidocaine has been shown to blunt the cardiovascular response  
 to the stimulation of the airway. Lidocaine decreases the likelihood of tachycardia and  
 hypertension. Lidocaine decreases intracranial and intraocular pressure that can be  
 associated with RSI. 
 
      Contraindications:   
 Heart block, severe hypovolemia, bradycardia, CHF 
 
      Precautions: 
  
 
     Side effects: 
 Drowsiness  Seizures  Confusion 
 Hypotension  Bradycardia  Heart Blocks 
 Nausea  Vomiting  Cardio/Respiratory Arrest 
 
      Dosage: 
 1.0 - 2.0 mg/kg IV (max. dose 150 mg), 2 - 5 minutes prior to laryngoscopy. Maximum 
 efficiency is 3-5 minutes after dosing. 
 
      Supplied in ODEMSA Drug Box:   
  Lidocaine is used as a premedication in the RSI box, and is not available in the 
  ODEMSA drug box. 
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RSI 2. Atropine Sulfate 
(NOT carried in the RSI box.) 

 
 

Indications: 
Consider Atropine for any patient with bradycardia prior to intubation.  
 
Bradycardia 
Asystole 
PEA (with bradycardia) 
Organophosphate poisoning 
 

Mechanism of Action: 
Atropine produces its antispasmodic, anti-secretary and cardiovascular effects by block-
age of acetylcholine at cholinergic receptor sites.  Atropine inhibits effects of parasym-
pathetic nervous system 
Positive Chronotropic with little Inotropic effects  
 

Contraindications: 
None in the emergency setting. 
 

Precautions: 
American Heart Association guidelines acknowledge that use (and efficacy) of Atropine 
is controversial for treatment of patients with acute MI and second or third degree AV 
block with QRS widening. 
 

Side effects:  
May precipitate tachyarrhythmias, dysphasia, erythema, flushing, headache, hypoten-
sion, mydriasis, vertigo and xerostomia 
 

Dosage: 
REFER TO MEDICATION REFERENCE 5, ATROPINE SULFATE FOR DOSING  
INFORMATION. 
 

Supplied in ODEMSA Drug box: 
4 - 1 mg (1 mg/10 ml) syringe 
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RSI 3. Etomidate 
 

 
Indications: 

Sedatives must be administered prior to administration of a neuromuscular blocking 
agent to eliminate the sensation of paralysis. 
 

Mechanism of Action: 
An anxiolytic sedative and hypnotic agent with an onset of action of 30 seconds and a 
duration of action from five (5) to (10) minutes. It is well suited as an induction agent for 
RSI because its pharmacokinetic profile closely matches that of succinocholine and it 
has minimal cardiovascular side effects. The transient suppression of cortisol synthesis 
is of no clinical significance with a single dose. 
 

Contraindications: 
Adrenal insufficiency, hypersensitivity to etomidate 
 

Precautions: 
 
 

Side effects:  
Clinically significant adrenal dysfunction has been see with long term use of etomidate. 
 

Dosage: 
0.3 mg/kg.  
 
Consider dose reduction in the elderly because of age related differences in kinetic pa-
rameters and increased risk for cardiac depression in older hypertensive patients. 
 

Supplied in ODEMSA Drug box: 
  Etomidate is used as a sedative in the RSI box, and is not available in the 
  ODEMSA drug box. 
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RSI 4. Versed (Midazolam) 
 

 
Indications: 

Sedatives must be administered prior to administration of a neuromuscular blocking 
agent to eliminate the sensation of paralysis. 
 

Mechanism of Action: 
A safe, short acting benzodiazepine with a slightly longer duration (30-60 minutes). Re-
dosing is therefore less likely. There is also a remarkable amnesic quality to Versed that 
is of great importance with the successful completion of this skill and patient satisfaction.  
 

Contraindications: 
 
 

Precautions: 
 
 

Side effects:  
Hypotension related to versed administration (may be reversed with IV fluid bolus) 
 

Dosage: 
0.05 mg/kg IV push (2 - 5 mg). Versed should be administered two (2) full minutes  
before intubation is attempted. 
 
2 - 5 mg IV push may be repeated in 6 - 10 minutes after initial dose. Additional sedation 
may be needed to control tube placement, intracranial pressure, and vital signs.  
Re-dosing may be administered to patients who are agitated, arousable, and aware of 
their surroundings to reduce the fear and stress related to the intubation. 
 

Supplied in ODEMSA Drug box: 
  Versed is used as a sedative in the RSI box, and is not available in the ODEMSA   
  drug box. 
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RSI 5. Succinylcholine 
 

 
Indications: 

Succinylcholine is a neuromuscular paralytic agent used to facilitate Rapid Sequence 
Intubation in patients meeting RSI criteria.  
 

Mechanism of Action: 
An ultra-short acting depolarizing-type skeletal muscle relaxant. It is well suited for RSI 
but does have some potentially life-threatening side effects in certain patient  
populations. Succinylcholine has an onset of action of 45 seconds with an initial dose.  
It has a duration of action from five (5) to ten (10) minutes. 
 

Contraindications: 
Muscular dystrophy, myopathies, denervation syndromes, stroke, spinal cord injury,  
prolonged immobilization, known hyperkalemia. 
 

Precautions: 
 
 

Side effects:  
Fasciculations, hyperkalemia, bradycardia, increased ICP, increased IOP and MH.  
Succinylcholine should not be given to patients for a period from 24 hours to 21 days 
after significant burns or crush injury because of elevated potassium levels and the 
Potential for cardiac dysrhythmias. 
 

Dosage: 
1.5 mg/kg, may repeat in two (2) to three (3) minutes to achieve paralysis (2 mg/kg in 
children, 3 mg/kg in infants). 
 

Supplied in ODEMSA Drug box: 
  Succinylcholine is a neuromuscular paralytic in the RSI box, and is not available in the   
  ODEMSA drug box. 
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RSI 6. Vecuronium (Norcuron) 
 

 
Indications: 

Vecuronium is a neuromuscular blocker used to facilitate Rapid Sequence Intubation in 
patients meeting RSI criteria.  
 

Mechanism of Action: 
A non-depolarizing neuromuscular blocker. It has an intermediate duration of action of 
30-60 minutes with an initial dose. It produces clinical effects in approximately 30  
seconds, and intubation paralysis in one to four (1 - 4) minutes. 
 

Contraindications: 
 
 

Precautions: 
 
 

Side effects:  
 
 

Dosage: 
0.1 mg/kg IV Push (up to a maximum initial dose of 10mg). 1/2 initial dose IV Push may 
be repeated 20 minutes after initial dose as indicated. 
 

Supplied in ODEMSA Drug box: 
  Vecuronium is a neuromuscular blocker in the RSI box, and is not available in the   
  ODEMSA drug box. 
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