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The following Emergency Medical Services Protocols are the Official Advanced and Basic Life Support        
Clinical Guidelines for Seminole Tribe Fire Rescue and are approved for such use by Paramedics and EMTs of 
the department to care for the sick and injured. Only those Paramedics and EMTs approved by the Medical     
Director shall be authorized to utilize these clinical guidelines.  
 
These clinical guidelines are granted under the authority of Chapter 401 of the Florida Statutes,  and           
64J-1.004 of the Florida Administrative Code. The Medical Director shall be the only one authorized to make 
changes to these clinical guidelines.  At the discretion of the receiving physician, these protocols may be   
altered, provided  they are within the paramedic’s scope of practice. 
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Wayne Lee, M.D., FACEP  
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INFORMATION 
It is recognized that the EMS protocols cannot address every possible scenario. In addition, some patients 
may require therapy not specified in these protocols. The treatment protocols should not be construed as 
prohibiting such flexibility. The paramedic/EMT must use his/her judgment in administering treatment in 
the following manner: 

 The paramedic may determine that no specific treatment is needed; or 
 The paramedic may consult medical direction before initiating any specific treatment; or 
 The paramedic may follow the appropriate treatment protocol and then consult medical 
 direction. 
 The paramedic/EMT may contact medical direction at any time he/ she deems necessary. 

When the paramedic/EMT is unable to make contact with other forms of medical direction, he/she may 
contact the receiving hospital for consultation with the emergency department physician. It is recommend-
ed that the paramedic/EMT make contact with the physician for consultation on complicated patients 
whenever possible. When the paramedic is unable to make contact with a physician for medical direction, 
the paramedic may administer BLS treatment according to his/her judgment. In this instance, the paramed-
ic may administer ALS treatment only as authorized in the treatment protocols. 
 
The general protocols outline care for a typical case. As the protocol continues, the assumption is usually 
made that previous steps were ineffective. For example, the protocol for ventricular fibrillation authorizes 
three unstacked countershocks; however, the second countershock and third countershock are given only 
if the previous countershock was unsuccessful and the patient remains in ventricular fibrillation. If the pa-
tient went into asystole/PEA following the first countershock, the second countershock would not be given. 
The paramedic would then use the asystole/PEA protocol to guide further treatment. In this or other situa-
tions where a switch is made to a different protocol during the course of care, the paramedic’s judgment 
must determine where entry into the new protocol sequence is appropriate. 
 
It would be impractical to write protocols that specify every possible sequence of events. The order of 
treatment listed here may not be appropriate for all situations. In fact, not all treatment options may be 
indicated in every situation. The paramedic’s judgment must be relied upon to determine which of the au-
thorized treatment procedures are appropriate for a given situation. The treatment guidelines are given in 
bulleted list form as a general order of the steps necessary to treat the patient; however, it is assumed that 
interventions such as patient assessment, airway management, establishing medication access, applying 
AED/heart monitor, and so forth can be performed simultaneously. 
 
The physician directing care in the field retains discretion in ordering specific treatment, even if that treat-
ment conflicts with these protocols. Additional orders require consultation with a physician. 
 
EMS care is the sole responsibility of the EMS crew. Bystander Medical Doctors can participate in patient 
care at the discretion of the Lead Paramedic. The name of the physician authorizing additional orders/
treatment must be documented in the patient care report (PCR). Typically, Physicians authorized to         
approve additional orders include the following individuals: 

1. EMS provider’s medical director  
2. Receiving hospital emergency department physician  
3. Physician present in his/her own office  
4. Online medical control physician  
5. Bystander physician personally known to the paramedic  
6. Bystander physician who presents a valid M.D. or D.O.  
7. Poison information center  
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Patient Initiated Refusals 
Any and all individuals who are involved as patients or potential patients should receive proper evaluation, 
treatment, and transportation to the appropriate medical facility. There may be times when this policy may 
not be carried out due to a refusal of care. The refusal of care procedure should be utilized in situations in 
which a patient refuses evaluation, treatment, and/or transportation by prehospital personnel. Persons 
should be presumed competent to make decisions affecting their medical care. In cases of minors, atten-
tion should be given to signs of child abuse. 
 
Patients able to refuse care: 
 A person can refuse medical care based on the following guidelines: 

 Competent—defined by the ability to understand the nature and consequences of his/her      
actions by refusing medical care and/or transportation, and 

 Adult - eighteen (18) years of age or older, except: 
 An emancipated minor. 

 A self-sufficient minor. 
 A married minor. 
 A minor in the military. 

 A legal representative for the patient (parent or guardian). 
 Patients not able to refuse care. 

 A person may be considered incompetent to refuse medical care and/ or transportation if the 
severity of his/her medical condition prevents the patient from making an informed, rational 
decision regarding medical care. Therefore, the individual may not refuse medical care and/or 
transportation based on the following guidelines: 

 Altered level of consciousness (e.g., head injury or under the influence of alcohol 
 and/or drugs). 
 Suicide (attempt or verbal threat). 
 Severely altered vital signs. 
 Mental retardation and/or deficiency. 
 Not acting as “a reasonable person would do, given the same circumstances.” 
 Younger than eighteen (18) years of age 

 Implied consent. 
 If a person is determined to be incompetent, he/she may be treated and transported under the 

principle of “implied consent” (what the reasonable individual would consent to under the same 
circumstances). If the patient is transported and/or treated on the basis of implied consent, 
field personnel should use reasonable measures to ensure safe transport to the closest           
appropriate facility. 

 
 Multiple patients. 

The protocol does not allow for more than one refusal on a single EMS Run Report. However, 
individuals who refuse ALL assistance, including proper evaluation, can be combined on a single 
report (e.g., all parties deny injury). Once an examination is begun on an individual, a separate 
EMS Run Report must be filled out to record the examination. Also, any later refusal of care 
requires following the complete protocol outlined previously. The use of multiple refusals of care 
is primarily designed for incidents that have numerous participants (potential patients) where it 
becomes evident that some participants are not injured at all or refuse to be examined when 
approached by EMS personnel. All names, addresses, and witnesses must be documented. 

Patient Initiated Refusals  
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REFUSAL PROCEDURE 
 Single patient: 

 Determine that the individual is involved in the incident. 
 Determine that the individual is refusing to allow the proper evaluation, or necessary treatment, 

or necessary transport to the appropriate medical facility. 
 Determine the mental status and extent and history of injury, mechanism, or illness. 

 Ensure that the patient is conscious, alert, and oriented and understands (mental rea-
soning) his/her condition (patient GCS = 15). 

 Unless the patient specifically refuses, do a complete physical assessment. 
 Inform the patient and/or responsible party (parent or guardian) of the potential consequences 

of the decision to refuse treatment and/or transport to a definitive-care facility (loss of life or 
limb, irreversible sequelae), and ensure that the patient and/or responsible party fully under-
stands the explanation. 

 All measures should be taken to convince the patient to consent, including enlisting the help of 
family or friends. 

 If the patient continues to refuse, the patient and/or responsible party may then sign a “Refusal 
of Care” form. Ensure that the following information is provided: 

 The release is against medical advice. 
 The release applies to this instance only. 
 EMS should be requested again if necessary or desired. 

 After the “Refusal of Care” form is signed, it must be witnessed (including legibly printed name, 
contact information, and signature of witness). 

 If the patient or responsible party will not sign the release, then document this refusal on the 
EMS Run Report. If available, witness signatures should be obtained. 

 Where possible, patients should be left in the care of family, friends, or responsible parties. 
 Carefully document the assessment and vital signs, including all issues and circumstances       

indicated. 
 
 Medical Direction: (The Physician at the destination facility or the agency's Medical Director). 

 Medical direction should be contacted for consultation under the following circumstances high 
risk refusal): 

 A low-severity patient who is under 18 years of age. 
 A patient whose refusal of care represents a significant risk to the patient or EMS        

system/agency. 
 A patient who is not his/her own legal guardian. 
 A patient who refuses transport after administration of any IV medication (also consider 

calling the Police Department for assistance). 
 If any questions on the assessment of competency or refusal of care occur, contact medical   

direction for further guidance. 
 Refusal of transport or transport destination. 

 Patients who refuse to be transported to the closest appropriate and request to be transported 
to a different facility should be considered to be refusing transport.  

 The local department’s supervisor should be contacted for further consultation on the transport 
destination . 

 When a patient refuses to be transported to any facility, medical direction should be considered 
for further consultation, when such refusal represents a significant risk to the patient or the 
EMS system/agency.  

 A refusal of care must be obtained for these cases. 

Patient Initiated Refusals ctd 
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415.504 Mandatory reports of child abuse or neglect; mandatory reports of death; central abuse 
hotline. 
(1) Any person, who knows, or has reasonable cause to suspect, that a child is an abused, 
abandoned, or neglected child shall report such knowledge or suspicion to the department. 
 
415.511 Immunity from liability in cases of child abuse or neglect. 
(1) (a) Any person, official, or institution participating in good faith in any act authorized or 
required by FS 415.502-415.514, or reporting in good faith any instance of child abuse to any 
law enforcement officer shall be immune from any civil or criminal liability which might 
otherwise result by reason of such action. 
 
415.513 Penalties relating to abuse reporting. 
(1) A person who is required by FS 415.504 to report known or suspected child abuse or neglect; 
and who knowingly and willfully fails to do so, or who knowingly or willfully prevents another 
person from doing so, is guilty of a misdemeanor of the second degree. 
 
Report Elder Abuse or Neglect 
The Florida Department of Elder Affairs is committed to ensuring the safety and well-being of 
the elders in Florida. The Department works in conjunction with the Department of Children and 
Families (DCF) Adult Protective Services (APS) and the Aging Network to protect disabled 
adults or elderly persons from further occurrences of abuse, neglect or exploitation. Services 
provided may include protective supervision, placement and in-home and community-based 
services. 
 
How To Report Child, Elder Abuse, Neglect and Exploitation 
By Phone: Call Florida Abuse Hotline at 1-800-96-ABUSE (1-800-962-2873). Press 1 to report 
suspected abuse, neglect or exploitation of the elderly or a vulnerable adult, press 2 to report 
abuse, neglect or abandonment of a child. This toll free number is available 24/7. TDD 
(Telephone Device for the Deaf): 1-800-453-5145 
 
By Fax: To make a report via fax, please send a detailed written report with your name and  
contact telephone to 1-800-914-0004. 
 
PHYSICAL ASSESSMENT SUGGESTIVE OF CHILD ABUSE 

1. Fractures in children younger than 2 years of age. 
2. Injuries in various stages of healing. 
3. Frequent injuries. 
4. Bruises or burns in patterns (e.g., iron or cigarette burns, cord marks, bite or pinch marks, and 
 bruises to head, neck, back, or buttocks). 
5. Widespread injuries over the body. 
6. Obvious physical neglect (malnutrition, lack of cleanliness). 
7. Inappropriate dress (e.g., very little clothes in winter). 

 
HISTORY SUGGESTIVE OF CHILD ABUSE 

1. The history does not match with the nature or severity of the injury. 
2. The parents’ and/or caregivers’ account is vague or changes. 
3. The “accident” is beyond the capabilities of the child (e.g., a 12-month-old who burns 
 himself/herself by turning on the hot water in the bathtub). 
4. There is a delay in seeking help. 
5. The parent and/or caregiver may be inappropriately unconcerned about the child’s injury. 

 

Suspected Abuse / Neglect 

 General Information Back to Table  
of Contents 

Last Issued/updated: 1/1/2019 

https://s3.amazonaws.com/tsresources.targetsolutions.com/DE5F1D14-4197-F69F-0D71-B104B01E29F0.pdf


 

 

 
CHARACTERISTICS OF THE ABUSED CHILD 

1. If younger than 5 years old, is likely to be passive. 
2. If older than 5 years of age, is likely to be aggressive. 
3. Does not look to the parent (the abuser) for support, comfort, or reassurance. 
4. May cry without any expectation of receiving help. 
5. May be quiet and withdrawn. 
6. May be fearful of the parent (the abuser). 

 
CHARACTERISTICS OF THE ABUSER 

1. Crosses all religious, ethnic, occupational, educational, and socioeconomic boundaries. 
2. May resent or reject the child. 
3. May have feelings of worthlessness about self or about the child. 
4. May have unrealistic expectations of what the child is capable of doing. 
5. May be very critical of the child. 
6. Oftentimes is repeating what the abuser learned as a child (the abuser was more than likely 
abused as a child). 
7. May be overly defensive rather than concerned. 
 

Signs of Elderly Abuse (information from the Florida Department of Elder Affairs) 
 
The Power to Prevent Elder Abuse 
Physical signs may include cuts, puncture wounds, burns, bruises, welts, dehydration or 
malnutrition, poor coloration, sunken eyes or cheeks, soiled clothing or bed, or lack of 
necessities such as food, water or utilities. 
 
Behavioral Signs of Abuse: 
Behavioral signs may include fear, anxiety, agitation, anger, isolation, withdrawal, depression, 
non-responsiveness, resignation, ambivalence, contradictory statements, implausible stories, 
hesitation to talk openly, confusion or disorientation. 
 
What Is Abuse? 
 
Physical Abuse Pushing, striking, slapping, kicking, pinching, restraining, shaking, beating, 
burning, hitting, shoving or other acts that can cause harm to an elder. 
 
Emotional or Psychological Abuse: verbal berating, harassment, intimidation, threats of 
punishment or deprivation, criticism, demeaning comments, coercive behavior or isolation from 
family and friends. 
 
Financial or Material Exploitation: Improper use of an elder's funds, property, or assets; cashing 
checks without permission; forging signatures; forcing or deceiving an older person into signing 
a document; using an ATM/debit card without permission. 
 
Sexual Abuse: Nonconsensual sexual contact of any kind including assault or battery, rape, 
sodomy, coerced nudity or sexually explicit photographing. 
 
Self-neglect: When individuals fail to provide themselves with whatever is necessary to prevent 
physical or emotional harm or pain. 

Suspected Abuse / Neglect continued 
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Law Enforcement Custody 
  Any patient in Law Enforcement custody, will be examined, treated, and transported to the nearest 

appropriate ED. During transport, the Law Enforcement Officer will accompany the patient in the back 
of the rescue vehicle. If the patient refuses treatment on the scene , they will be transported in the  
rescue vehicle (with PD in attendance) and checked into the nearest appropriate ED for treatment 
there or refusal.  

 If the patient that EMS has been asked to evaluate by Law Enforcement and/or care has been rendered 
on the scene and subsequently the patient refuses further care, none will be given (unless a life or limb 
threatening emergency should occur en route) and the patient will be transported to the ED in the    
rescue vehicle as described above.  

 All individuals being transported for psychological evaluation under the premises of the Baker Act 
should be accompanied by a law enforcement officer.  

 All EMS personnel will treat and transport any patient who has been tasered. At minimum, all          
electronic control device-event patients will receive supportive care. In the event that a patient resists 
the delivery of care, these actions will be carried out with the safety of the crew in mind. If a patient is 
violent, a police officer will be required to accompany the     patient in the rescue unit during transport 
and appropriate chemical restraints will be utilized according to Chemical / Physical Restraint protocol . 

Blood Alcohol Sampling 
  Under FS Chapter 316.1932-1933, a Florida law enforcement officer may request a state certified      

paramedic to take a blood sample for the purpose of determining a blood alcohol level. Under this  
statue, no civil, criminal or administrative action may be brought against a paramedic for participating 
in this request in good faith.  

 Drawing of a blood alcohol sample SHOULD NOT DELAY TRANSPORT of a patient who, in the               
paramedic’s judgment, appears to be ill or injured, or who claims to be acutely ill or have acute injury. 
In this case, if there is a request by a law enforcement officer to draw a blood alcohol, that request will 
be deferred until the patient has been transported to the hospital. Any concern by the paramedic for 
the safety and well being of the patient, will take precedence over any request for a blood alcohol.  

 When the patient does not appear to be acutely ill or injured or claim to be, a paramedic may draw a 
blood sample on scene as requested. Law enforcement officers may use reasonable force to assist the 
paramedic in obtaining the blood alcohol sample. The person does not need to be under arrest. In 
these situations the paramedic will use caution and be aware of scene safety at all times. Universal             
Precautions are to be used at all times. If, in the paramedic’s judgment, there is significant potential for 
the patient or anyone on scene to be injured during the course of drawing blood, that action will be   
deferred and the rationale for the deferral will be fully documented in the chart.  

 Regardless of whether or not a blood alcohol sample is drawn on scene, ALL patients in police        
custody must be transported to the hospital for medical clearance. Other patients not in police      
custody who appear “lucid” may refuse further care.  

 The EMS Run Report will contain the following information:  
 The name of the law enforcement officer making the request  
 Name and address of the person having their blood drawn  
 Documentation that a blood alcohol kit was used  
 Documentation of time blood sample is drawn  
 Name of the paramedic drawing the blood  
 Notation made that all blood samples were surrendered to the requesting law enforcement 

 A complete patient assessment  
 Thorough documentation of any circumstance and/or rationale that causes the paramedic to 

refuse the on-scene request for drawing a blood alcohol sample.  
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Riot Control Agents (CN (Mace®), CS, OC (pepper spray), tear gas, harassing agents, incapacitating 
agents, chemical crowd control agents, lacrimators  
For patients who have exposed to Riot Control Agents: 
 Assess scene safety: Evaluate for hazards to EMS personnel, patient, bystanders. Determine riot control 

agent being used, Don appropriate PPE, Determine number of patients. 
 Note symptoms exhibited by the exposed individual and examine as appropriate to complaints. 
 Move affected individuals from contaminated environment into fresh air if possible. 
 Remove contaminated clothing if possible. 
 Have patient remove contact lenses if appropriate. 
 Irrigation with water or saline may facilitate resolution of symptoms and is recommended for             

decontamination of dermal and ocular exposure. 
 If patient is in respiratory distress, use Respiratory Distress Guideline. Patients with pre-existing         

pulmonary conditions (e.g. asthma, COPD) may be prone to more severe respiratory effects. 
 Consider using Sudecon® Irritant decontamination wipes per the manufactures guidelines. 
 Traumatic injury may result when exposed individuals are in proximity to the device used to disperse 

the riot control agent (e.g hose/stream under pressure, riot control agent projectile, grenade). 
 
 
Conducted Electrical Weapon Injury (e.g. TASER®)  
For patients who have been controlled by law enforcement using a Taser device: 
 Manage the condition that triggered the application of the conducted electrical weapon. The patient 

may have underlying pathology before being tased (refer to appropriate guidelines for managing the 
underlying medical/traumatic pathology). 

 Evaluate patient for evidence of delirium with agitated behavior manifested by varied combination of  
agitation, reduced pain sensitivity, elevated temperature, persistent struggling, or hallucinosis 

 Make sure patient is appropriately secured with assistance of law enforcement to protect the patient 
and staff. Consider chemical sedation if patient may harm themselves or others.  

 Perform comprehensive trauma and medical assessment as patients who have received conducted 
electrical weapon may have already been involved in physical confrontation. Thoroughly assess the 
tased patient for trauma as the patient may have fallen from standing or higher. 

 Perform primary and secondary assessment including 3-lead EKG, pulse oximeter, and 12-lead EKG. 
Document Neurologic status assessment findings and Cardiac rhythm and changes in the patient care 
report. 

 If not removed by law enforcement, treat all barbed darts as a foreign body and leave them for        
physician removal. The paramedic should only remove the barbed darts to mitigate inference with life 
saving measures (i.e. Active airway assistance, etc.). 

 To facilitate transport of the patient, it will likely be that the wires to the probes need to be removed. 
This can be done by simply cutting them with a pair of trauma sheers and should be coordinated with 
the law enforcement officer.   

 EMS providers who respond for a conducted electrical weapon patient should not perform a “medical 
clearance” for law enforcement (See Law Enforcement Custody). 

 Comprehensive patient documentation is essential, as this is a complex patient. Ascertain and           
document  if more than one TASER® cartridge was used. 

 If darts were removed, document the removal location and who removed them in the patient care     
report. 
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Hospital Diversion 
 Hospitals may declare "diversion status" to communicate their functional capacity or suggest considering a 
different transport destination. When these instances present, the Paramedic in Charge shall consider the 
following algorithm:  
 Each EMS case will be presented to the hospital of choice on a case-by-case basis.  
 EMS personnel will consider geographic approximation, patient choice, perceived clinical capabilities, 

and patient stability when making their transport destination decision.  
 If a hospital ED requests “diversion” or “bypass” to another facility, then the reason for that request 

should be ascertained.  
 Once the EMS personnel understand that the initial hospital contacted may have some limitation as it 

relates to their particular patient, they may contact a second hospital if they consider it clinically and 
operationally safe, and request that they accept the patient.  

 Whenever an EMS unit feels that it is appropriate to contact a second hospital they will not move to-
ward that hospital until they have made contact with them by phone or radio. Also, they will always 
inform the second hospital that they are the second hospital to be called and their initial choice has in-
formed them of some limitation.  

 If the second hospital that is contacted accepts the patient without any “pushback”, then the patient 
will be transported to that facility.  

 If the second hospital communicates any similar limitations and appears "reluctant" to receive the pa-
tient the rescue unit will immediately notify the first hospital contacted that they are transporting the 
patient to their facility.  

 
Patients with Suicidal Ideation/Attempts 
 
 Individuals who have attempted suicide, verbalized suicidal intent, or have other factors that lead EMS 

providers to suspect suicidal intent, should not be regarded as having decision-making capacity and 
may not decline transport to a medical facility.  

 
 These patients should be referred to Law enforcement incompliance of  the Florida Mental Health Act 

of 1971 (Florida Statute 394.451-394.47891) while on  scene. This referral should be clearly               
documented on the patient care report. 

 
 If the patient is not Baker Acted by Law Enforcement, we should transport the patient to the nearest 

appropriate facility .  However, if not Baker Acted or otherwise in custody of Law Enforcement, the   
patient may refuse transport.   

 
 Personnel should provide this detailed information to the receiving hospital personnel at the time the 

patient is transferred and include  all known pertinent incident information. 
 
 If the patient is Baker Acted by Law Enforcement at that time, then they should likely be transported by  

us.  If transported by us, the patient will be accompanied by Law Enforcement in the back of the rescue 
vehicle.  If the patient is not Baker Acted by Law Enforcement, we should still transport the patient to 
the nearest appropriate facility (Emergency Department).  However, if not Baker Acted or otherwise in 
custody of Law Enforcement, the patient may refuse transport.   

Hospital Diversion / Suicidal Ideation  
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 Time 
 Route  
 Documentation 

ADULT & PEDIATRIC 
 
 
MEDICATION ADMINISTRATION  
 Prior to administering any medication, inquire about medication allergies or adverse reactions to    

medications  
 Follow the 6 Rights of drug administration: 

 Person 
 Drug 
 Dose 

 A true allergy to a medication causes a rash, SOB, swelling of the tongue, face and/or throat 
 

INTRAOSSEOUS SITES  
 An IO should be placed for patients with emergency medical conditions that require urgent vascular  

access in whom an IV is not immediately obtainable or is deemed to have insufficient access  
 Adult: 

 Proximal Humerus 
 Proximal Tibia *Preferred 

 
 Pediatric: 

 Distal Femur 
 Proximal Tibia *Preferred 
 Proximal Humerus (only if the surgical neck can be palpated) 
 

 IM INJECTIONS 
 All IM injections shall be administered in the lateral thigh 
 Adults: 

 21-23 gauge 1.5 inch needle 
 4mL maximum per site  

 Pediatric: 
 23 gauge 1 inch needle 
 1mL maximum per site 

 If > 1mL needs to be administered, split the dose between both thighs 
 

MUCOSAL ATOMIZATION DEVICE (MAD) 
 The following medications can be administered via the MAD: 

 Versed  
 Fentanyl 
 Narcan 
 

 Desired dose: 
 0.3mL - 0.5mL per nostril 
 Max 1mL per nostril 

Medication Administration 
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General Information continued….  

 General Information 

ADULT & PEDIATRIC 
 
MEDICATION DILUTION INSTRUCTIONS 
 PUSH-DOSE PRESSOR EPINEPHRINE (1:100,000): 

 Dilute: Discard 9 mL of Epi 1:10,000 (0.1mg/mL) and draw up 9 mL of NORMAL SALINE to create 
Push-Dose Pressor Epi 1:100,000.  This will yield 10mcg/mL. 

 BENADRYL: 
 Dilute with 9mL NORMAL SALINE for IV/IO administration 

 
PEDIATRIC 
 Patients who have not reached puberty are considered pediatric patients and shall be treated under 

the pediatric guideline section of these protocols 
 Patients who have reached puberty shall be treated as an adult 
 IO is the preferred method of vascular access during pediatric cardiac arrest 
 
THE “HANDTEVY” SYSTEM 
 The “Handtevy” system shall be utilized in the resuscitation and treatment of all pediatric patients 
 The child’s age should be used as the primary reference point for determining the appropriate patient 

care 
 If the child appears shorter or taller than stated age or if the age is unknown use the “Handtevy”      

system length based tape 
 Refer to the “Handtevy” system for the following: 

 Medication Dosages/Infusions 
 Equipment 
 Electrical Therapy 
 Vital Signs 
 

PEDIATRIC AGE CLASSIFICATIONS 
 Neonates: Birth to 1 month 
 Infants: 1 month to 1 year  
 Children:  1 year to puberty 
 
 Pediatric patients for medical transport destination will be considered 17 years and 364 days old  

and under. 
 Pediatric patients for trauma transport destination will be considered 15 years and 364 days old and 

under. 
*When the exact age is unknown, paramedics should air on the low side and transport to a destination 
with pediatric capabilities. 
 
 

PUBERTY 
 

 Female puberty is defined as breast development.  
 Male puberty is defined as underarm, chest or facial hair. 
 Once a child reaches puberty, use the adult guidelines for treatment. 

Back to Table  
of Contents 

Last Issued/updated: 1/1/2019 

https://s3.amazonaws.com/tsresources.targetsolutions.com/377C510B-1712-F0B7-93D7-6EC9F422C993.pdf
https://s3.amazonaws.com/tsresources.targetsolutions.com/377C510B-1712-F0B7-93D7-6EC9F422C993.pdf
https://s3.amazonaws.com/tsresources.targetsolutions.com/377C510B-1712-F0B7-93D7-6EC9F422C993.pdf
https://s3.amazonaws.com/tsresources.targetsolutions.com/2F2B26AC-03A3-9674-FFFE-7AB7AF57A120.pdf


 

 

Patient Assessment  

 
Patient Assessment  

ADULT & PEDIATRIC 
 
MENTAL STATUS (AVPU) 
 Alert: to person, place, time, and event 

(AAOX4) 
 Verbal: responds only to verbal stimuli 
 Pain: responds only to painful stimuli 
 Unresponsive 

 
VITAL SIGNS 

 Pulse (rate, rhythm and quality) 
 Respirations (rate and quality) 
 Temperature 
 Pulse Oximetry 
 Blood Pressure (capillary refill) 
 EtCO2 
 BGL 
 GCS 

 All patients shall receive at least 2 sets of vitals 
 Unstable patients shall receive vitals every 5 minutes 
 A manual Blood Pressure shall be taken to confirm any abnormal or significant changes of an             

automatic Blood Pressure cuff reading 
 Blood Pressure shall be checked before and after administration of a drug 
 Hypotension for adults is defined as Systolic BP < 90 mm Hg 
 

ETCO2 

 Shall be utilized for the following patients: 
 Patients requiring ventilatory support (e.g., BVM, ET tube, SGA, CPAP) 
 Patients in respiratory distress 
 Patients with Altered Mental Status 
 Patients who have been sedated  
 Patients who have received pain medication  
 Seizure, Sepsis, Shock, DKA patients  
 
 

GLUCOSE 
 A BGL shall be documented and repeated (if possible) for patients with any of the following: 

 History of diabetes 
 Altered mental status 
 General weakness 
 Seizure 
 Syncope/lightheadedness 
 Dizziness 
 Poisoning 
 Stroke 
 Cardiac arrest 

Back to Table  

Patient with Altered Mental Status consider: 
AEIOU-TIPS 

 Alcohol 
 Epilepsy (Seizures) 
 Insulin (Hyper-/Hypoglycemia) 
 Overdose/Oxygenation  
 Uremia (Kidney Failure) 
 
 Trauma 
 Infection (Sepsis) 
 Psychiatric 
 Stroke/Shock 
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Patient Assessment continued….  

 Patient Assessment  

ADULT & PEDIATRIC 
 
ECG MONITORING 
 All ALS patients shall be continuously monitored in lead II 
 12 lead/15 lead ECG shall be performed on the following pa-

tients: 
 Chest/arm/neck/jaw/upper back/shoulder/epigastric 

pain or discomfort 
 Palpitations 
 Syncope, lightheadedness, general weakness, or fatigue 
 CHF, SOB, hypertension or hypotension 
 Unexplained diaphoresis or nausea 
 Paramedic Judgement 

 12 lead ECGs shall be repeated every 10 minutes and upon ROSC  
 When transporting, leave cables connected until patient is turned over to the Emergency       

Department (ED) staff  
 The paramedic’s interpretation of the EKG is required to be documented in the notes section within 

the ePCR. 
 All EKGs should be made available to treating personnel at the receiving hospital, whether brought in 

or transmitted from the field 
 Eligible patients who refuse treatment or transport where an abnormal EKG was detected require a 

discussion/ shared decision making with the patient. The paramedic in charge should explain any ab-
normal finding(s), document those findings in the acceptable sections and document the patient dis-
cussion/education in the patent narrative. This should take place prior to obtaining any signatures for 
refusal. 

 
PATIENT HISTORY 
 CHIEF COMPLAINT: Why did the person call 911? 
 S.A.M.P.L.E. HISTORY (S.A.M.P.L.E) 

 SIGNS & SYMPTOMS 
 ALLERGIES 
 MEDICATIONS: Prescribed, over the counter, or not prescribed to patient 
 PAST MEDICAL HISTORY (patient’s and immediate family’s) 
 LAST ORAL INTAKE 
 EVENTS PRECEDING 

 HISTORY OF THE PRESENT ILLNESS (O.P.Q.R.S.T.A) 
 ONSET: Did the symptoms appear gradually or suddenly? 
 PALLIATIVE: What makes the symptoms better? 
 PROVOKE: What makes the symptoms worse? 
 PREVIOUS: Previous similar episodes? 
 QUALITY: (What kind of pain?) pressure, squeezing, aching, dull, etc. 
 RADIATION: Does the pain or discomfort radiate? Where? 
 SEVERITY OF PAIN: 1-10 scale (utilize “Faces” pain scale for pediatrics) 
 TIME: What time did the symptoms begin? 
 ASSOCIATED: What are the associated signs & symptoms? 
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Basic Life Support 

 Basic Life Support 

ADULT & PEDIATRIC 
 

AIRWAY 
 AIRWAY POSITIONING: 

 Medical patient:  
 Position patient with external auditory meatus (a.k.a. “The Earhole”) on the same       

external plane as the sternal notch 
 Trauma patient with suspected spinal cord injury:  

 Modified jaw thrust  
 NASOPHARYNGEAL AIRWAY (NPA): 

 Semi-conscious patients with an intact gag reflex should have a nasopharyngeal airway           
Inserted, unless contraindicated 

 OROPHARYNGEAL AIRWAY (OPA): 
 Unresponsive patients without a gag reflex shall have an oropharyngeal airway inserted, unless 

contraindicated  
 

OXYGEN ADMINISTRATION 
 DO NOT withhold Oxygen if the patient is dyspneic or hypoxic 
 SpO2: 

 Maintain SpO2 of 95% for: 
 All patients  

 Exception: COPD & Asthma 
 Maintain SpO2 of 90% for: 

 COPD & Asthma 
 OXYGEN ADMINISTRATION: 

 2 LPM NC  
 All Stroke patients (increase oxygen therapy as needed)  

 15 LPM via NRB regardless of SpO2  
 All 3rd trimester pregnancy trauma patients  
 All head injury patients 
 Decompression sickness 
 Carbon Monoxide exposure 
 Cyanide exposure 

 If oxygen saturation cannot be maintained, ventilatory assistance should be provided 
 
CIRCULATION 
 Adult: 

 Carotid and radial pulse present, assess capillary refill, assess skin color, condition and          
temperature 

 Refer to the “Cardiac Arrest” algorithm, for all patients found pulseless 
 

 Pediatric: 
 Carotid and radial pulse present (brachial in infants), assess capillary refill, assess skin color, 

condition and temperature 
 Refer to the “Cardiac Arrest” algorithm, for all patients found pulseless 
 Refer to the “Bradycardia” protocol, for pediatric patients found bradycardic with signs of poor 

perfusion and AMS 
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Ventilatory Assistance 

 Ventilatory Assistance 

 In certain patients, excessive ventilation rates may be harmful. 
 Overzealous positive pressure ventilation can impair: 

 Venous return 
 Cardiac output  
 Cerebral perfusion 

 Ultimately the patients SpO2 and EtCO2 should determine the ventilation rate for the patient (ideally 
EtCO2 should be 35-45 mm Hg).  

 This guideline is written to establish the preferred order of actions. It is not intended to cover every  
detail of airway management, nor to establish an absolute. There may be occasions where it is              
necessary to skip over one step or another, (i.e. immediate cricothrotomy). This guideline is provided to 
help establish a routine as much as possible with regard the use of our advanced airway options           
(bridge device, intubation, cricothrotomy, needle cricothyroidotomy for Pediatrics).  

 Semi-conscious or unresponsive patients with an intact gag reflex should have an NPA inserted unless  
contraindicated. 

 Unresponsive patients without a gag reflex should have an OPA inserted.. 
 Once passive oxygenation and/or BVM does not provide adequate ventilation, the most likely next    

action should be to use a bridge device.  An oral gastric tube for gastric decompression should also be 
considered. 

 If you are unable to place the device, and/or you are not able to ventilate adequately with the device, 
then the next step should be intubation via video or direct laryngoscopy. 

 If ventilation is still not possible, cricothrotomy should be considered and/or Initiated.  
 
ADULT VENTILATORY RATES 
 PATIENTS WITH A PULSE: 

 1 breath every 6 seconds 
 PATIENTS WITHOUT A PULSE: 

 1 breath every 10 seconds 
 PATIENTS WITH ICP and/or HERNIATION: 

 Maintain EtCO2 between 30-35 mm Hg and SpO2 > 90% while continuously monitoring BP 
 
PEDIATRIC VENTILATORY RATES 
 PATIENTS WITH A PULSE: 

 1 breath every 3 seconds 
 PATIENTS WITHOUT A PULSE: 

 1 breath every 6 seconds 
 PATIENTS WITH ICP and/or HERNIATION: 

 Maintain EtCO2 between 30-35 mm Hg and SpO2 > 90% while continuously monitoring BP 
 

 
WARNING 

DO NOT ATTEMPT TO AGGRESIVELY NORMALIZE CAPNOMETRY/EtCO2 READINGS IN THE  
FOLLOWING PATIENTS: 

 Cardiac arrest pre/post ROSC 
 Bronchospasm (i.e., asthma, COPD) 

High EtCO2 levels are acceptable and even desired in these patients 

INFORMATION 
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Adult Transport Destinations 

 
Adult Transport Destinations 

INFORMATION 

Priority 1:  
 Patients in Cardiac or Respiratory Arrest 
 
Priority 2:  
 Unstable patients with immediate life-threatening conditions 
 
Priority 3:  
 Stable patients with no immediate life-threatening conditions 
 
 
 
 
 
 
ADULT 
 

PRIORITY 1 PATIENTS 
 PRIMARY CARDIAC ARREST: 

 If transport time is < 20 minutes: 
  Transport to the closest STEMI facility  

 If transport time is > 20 minutes: 
 Transport to the closest ED  

 RESPIRATORY ARREST/SECONDARY ARREST:  
 Transport to the closest ED .  

 
PRIORITY 2 PATIENTS 
 Should be transported to the closest appropriate ED by the fastest means available. If  air transport is 

not available and ground transport will exceed 90 minutes, it is acceptable to transport to the nearest 
ED. 

 
 TRAUMA ALERT: 

 Shall be transported to the closest Trauma Center. If the closest Trauma Center is on bypass, 
transport the patient to the next closest Trauma Center 

 A minimum of 1 paramedic and 1 EMT should accompany a trauma alert patient in the back of 
the rescue, provided it does not cause a significant delay in transport 

 On-scene times for Trauma Alert patients should be < 10 minutes. On-scene                         
times > 10 minutes shall have the reason for the delay documented in the ePCR report. 

 If ground transport is > 25 minutes then transport by air 
 PREGNANT TRAUMA ALERTS (visibly or by history of gestation > 20 weeks):  

 Pregnant patients meeting Trauma Alert criteria should be transported to a Trauma Center 
with OB capabilities whenever possible. If ground transport is > 25 minutes transport by air. 

 TRAUMA ARREST: 
 If air transport is not available and ground transport exceeds 40 minutes, it is   

        acceptable to transport to the nearest ED 

WARNING 
Placing patients in the prone position is contraindicated due to the risks of asphyxiation.  

However, impalement or other situations may mandate the prone position. In these instances, 
clear documentation of justification and attention to airway maintenance is mandatory. 
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Adult Transport Destinations continued….  

 Adult Transport Destinations  

 
PRIORITY 2 PATIENTS CONTINUED 
 STEMI ALERTS: 

 Should be transported to the closest STEMI facility  
 Patient presentations that are indicative of myocardial ischemia that DO NOT meet “STEMI 

Alert Criteria” should still be transported to a STEMI facility 
 

 Aortic Aneurysm: 
 Patient presentations that are suggestive of Aortic Aneurysm (ex. chest pain that is “knife like” 

and radiates to the back) should be transported to a TRAUMA facility. The rationale is that 
these facilities have emergent thoracic surgery capabilities. A trauma alert should NOT be     
activated unless the trauma criteria is met. 

 
 STROKE ALERTS: 

 All Stroke Alerts should be transported to a Comprehensive Stroke Center 
 Exception: Known terminal illness or Hospice Care patients can still be treated as a 

STROKE ALERT. Transport these patients to the closest Stroke Center (Primary OR    
Comprehensive). 

  
 SEPSIS ALERT: 

 All Sepsis Alerts should be transported to closest ED (excluding free standing ED) 
 
 HYPERBARIC CHAMBER (encode prior to transport to confirm availability): 

 Decompression Sickness 
 Carbon Monoxide Exposure 
 Hydrogen Sulfide Exposure 
 Cyanide Exposure 

 

PRIORITY 3 PATIENTS 
 Should be transported to the closest appropriate ED of their choice within 90 minutes. The Battalion  

may approve/decline transport requests longer than 90 minutes but should consider consultation with 
the Medical Director. 

 
 OBSTETRICAL: 

 Obstetrical (OB) patients are defined as gestation > 20 weeks 
 Unstable OB patients should be transported to the closest OB ED 

 Stable OB patients should be transported to the OB ED of their choice but should consider consultation 
with the Battalion. 

 
 BAKER ACT: 

 Baker Act patients should be transported to the closest ED for stabilization 
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Pediatric Transport Destinations  

 Pediatric Transport Destinations 

 
 Pediatric patients for medical transport destination will be considered 17 years and 364 days old  and under. 
 Pediatric patients for trauma transport destination will be considered 15 years and 364 days old and under. 

PRIMARY PEDIATRIC EMERGENCY DEPARTMENT 
 These hospitals DO NOT have inpatient pediatric capabilities but are capable treating minor  

pediatric illnesses and injuries in their ED.  
COMPREHENSIVE PEDIATRIC EMERGENCY DEPARTMENT 

 These hospitals have pediatric admitting capabilities and surgery options. They can also provide 
a bridge to pediatric intensive care. 

 

PEDIATRIC PRIORITY 1 PATIENTS 
 TRANSPORT TO COMPREHENSIVE PEDIATRIC ED: 

 Pediatric patients who have regained a ROSC  
 Pediatric respiratory arrest cases that have successful airway management (i.e., good           

compliance with the BVM and airway adjuncts, positive EtCO2 waveform, improving pulse     
oximetry)  

 TRANSPORT TO CLOSEST APPROVED PEDIATRIC ED (PRIMARY OR COMPREHENSIVE): 
 Pulseless pediatric patients  
 Pediatric respiratory arrest patients who have an unstable airway (i.e., unable to ventilate or 

oxygenate)  

PEDIATRIC PRIORITY 2 PATIENTS 
 TRAUMA ALERT PATIENTS: 

 Shall be transported to the closest Trauma Center. If on bypass, transport patient to the next 
closest Trauma Center. 

 A minimum of 1 paramedic and 1 EMT must accompany a trauma alert patient in the back of 
the rescue, provided it does not cause a significant delay in transport 

 On-scene times for Trauma Alert patients should be < 10 minutes. On-scene times > 10 minutes 
shall have the reason for the delay documented in the ePCR report. 

 If ground transport is > 25 minutes transport by air.  
 Trauma patients who arrest in the presence of Fire Rescue personnel should be transported to 

the closest Trauma Center 
 TRAUMA ARREST: 

 If Air Transport is not available and ground transport is greater than 40 minutes, it is acceptable 
to transport to the nearest ED 

 STROKE ALERTS: 
 All Stroke Alerts should be transported to Stroke Center with pediatric capabilities. 

 SEPSIS ALERTS: 
 All Sepsis Alerts should be transported to closest ED 

 HYPERBARIC CHAMBER (ENCODE PRIOR TO TRANSPORT TO CONFIRM AVAILABILITY): 
 Decompression Sickness 
 Carbon Monoxide Exposure 
 Hydrogen Sulfide Exposure 
 Cyanide Exposure 

PRIORITY 3 PATIENTS: Should be transported to the closest appropriate pediatric ED. 
 

INFORMATION 
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HOSPITAL 
NAME 

TRAUMA  

CENTER 
PEDIATRIC 
MEDICAL 

PED      
ADMISSION 

PED 
TRAUMA 

OB
   

PSYCH 
FACILITY 

STROKE  
FACILITY 

ICE 
CENTER 

CATH 
CENTER 

LVAD 
CENTER 

                      

Hollywood / Big Cypress 

Cleveland Clinic 
Hospital 

N N N N N N Thromb. Cap. Y Y Y 

Memorial Regional 
Hospital 

ADULT/
PED  

LEV 1 
Y Y Y Y 

ADULT/
PED 

COMP  
Adult/Ped 

Y Y Y 

Broward Health 
Medical Center 

ADULT/
PED  

LEV 1 
Y Y Y Y ADULT  

COMP  
Adult/Ped 

Y Y N 

Memorial Hospital 
Miramar 

N Y N N Y N N N N N 

Memorial Hospital 
Pembroke 

N N N N N N Primary Y N N 

Memorial Hospital 
West 

N Y N N Y N Thromb. Cap. Y Y N 

Hendry Regional N N N N N N N N N N 

Brighton 

Raulerson N Y N N N N Primary N N N 

Lake Placid N N N N N 55+ N N N N 

Highlands Hospital N Y N N N N N Y Y N 

Lawnwood 
ADULT/ 
LEV 2 

Y Y N Y Y COMP Y Y N 

Immokalee 

Lehigh Regional 
(Formerly East 
Point Hospital) 

N Y N N N N N N N N 

NCH Healthcare 
Northeast  (Free 

Standing ER) 

N Y N N N N N N N N 

Naples Community 
Hospital North   

Naples (NCH -NN) 

N Y Y N Y N PRIMARY N N N 

Physician’s Regional 
Pine Ridge (PRPR) 

N Y N N N N COMP N Y N 

Lee Memorial    
Hospital (LMH) 

N N N Y N N PRIMARY N N N 

Naples Community 
Hospital Downtown 

(NCH-DT) 

N Y N N N N COMP Y Y N 

Physicians Regional 
Collier Boulevard 

(PRCB) 
N Y N N N N PRIMARY N N N 

Gulf Coast Medical 
Center 

ADULT/
PED  

LEV 2 
Y N Y N N COMP Y Y N 
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HOSPITAL 
NAME 

TRAUMA  

CENTER 
PEDIATRIC 
MEDICAL 

PED      
ADMISSION 

PED 
TRAUMA 

OB
   

PSYCH 
FACILITY 

STROKE  
FACILITY 

ICE 
CENTER 

CATH 
CENTER 

LVAD 
CENTER 

                      

Fort Pierce 

Lawnwood Regional 
Medical Center 

ADULT/
LEV 2 

Y Y N Y Y COMP Y Y N 

Tradition Medical 
Center  

N Y N N Y N Primary N N N 

St. Lucie Medical 
Center 

N N N N Y N Primary N N N 

Port St. Lucie      
Hospital 

N N N N N Y N N N N 

Martin Medical 
Center 

N Y N N N N Primary N N N 

Lakeland/Tampa 

Lakeland Regional 
Medical Center 

ADULT/
LEV 2 

Y Y N Y Y Thromb. Cap. N Y N 

Winter Haven     
Hospital 

N N N N Y Y Primary N Y N 

Adventhealth Heart 
of Florida ER  

N N N N Y N Primary N Y N 

Tampa General 
Hospital  

ADULT/
PED  

LEV 1 
Y Y Y Y N COMP Y Y Y 

HCA Florida South 
Tampa Hospital 

N N N N Y Y Primary N Y N 

St. Joseph’s        
Hospital (Tampa)  

ADULT/
PED  

LEV 2 
Y Y Y N N COMP N Y N 

Trail 

HCA FLORIDA    
KENDALL HOSPITAL 

ADULT/
PED  

LEV 1 
Y Y Y Y Y COMP Y Y N 



 

 

Helicopter Transport Criteria / Medical Coms. 

 Helicopter Transport Criteria  

ADULT & PEDIATRIC 

 

It is the intent of these guidelines to transport the patient to the appropriate facility by the fastest means 
available. The paramedic in charge will need to use good judgement when considering available             
resources, response times, patient loading times and transport times to determine if air transport is      
appropriate. This decision should be well documented in the narrative. An air transport response should 
be considered/requested simultaneously at the time of dispatch.  

 
HELICOPTER OPERATIONAL CRITERIA:  

 Pre-hospital ground transport to the appropriate ED is > 60 minutes 
 Pre-hospital scene extrication time of a trauma patient is > 15 minutes 
 Pre-hospital ground response time to the scene is > 10 minutes 
 Mass Casualty Incidents (MCI) involving multiple patients with traumatic injuries 

HELICOPTER MAY BE USED: 
 For patients weighing 350lbs-500lbs, discretion should be used as to whether air transport is 

the preferred method of transport 
 The flight crew must be capable of loading, unloading, and treating the patient within the        

confines of the aircraft 
 The flight crew has final authority to accept or reject the transport 

HELICOPTER SHALL NOT BE USED: 
 Bariatric patient known or estimated to be five-hundred pounds (500lbs) (227kg) or greater 
 Patient who is unable to lay supine (when clinically indicated for air transport) 
 Patient who is combative and cannot be physically and/or chemically restrained 
 Hazmat contaminated patient 

 
MEDICAL COMMUNICATIONS; 
Hospital pre-notification of all BLS or ALS (Non-Interfacility) transported patients is recommended. On 
initial contact by the paramedic with the supervising emergency physician, the following information 
should be communicated in this sequence: 

1. Priority code and receiving facility 
2. Rescue number/paramedic’s name 
3. Patient’s age/sex 
4. Patient complaint or major problem/time of onset 
5. Assessment: mental status, ROM, pupils, skin, BBS, BP, P, R, ECG, hemodynamic condition 
6. Glasgow Coma Scale (GCS) score 
7. Mechanism of injury 
8. History of illness, medications used, allergies 
9. Treatment given 
10. Estimated time of arrival 
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 Drugs  
 Alcohol 
 Diabetic 
 Poisoning 

ADULT & PEDIATRIC 
 
ALLERGIC REACTION 
 Allergic reactions are characterized by any of the following:  

 Generalized Urticaria 
 Airway, Tongue, or Facial Swelling, Respiratory Distress, Bronchospasm 
 Nausea, Vomiting, or Diarrhea 
 Loss of Radial Pulse or SBP of < 90 mm Hg 

 Determine the source of the allergic reaction (insect, food, medications, etc.) 
 If patient presents with airway swelling/respiratory distress/bronchospasm/tongue and/or facial  

swelling/loss of a radial pulse or SBP of < 90 mm Hg: 
 Assist patient with prescribed Epi-Pen  

 
CARDIAC ARREST 
 Refer to the “Cardiac Arrest” algorithm, for all patients found pulseless 
 
OVERDOSE/POISONING 
 Try to identify source of the overdose/poisoning 
 Assist patient with NARCAN if available/applicable 
 Strongly consider contacting the Florida Poison Control Center at 1-800-222-1222  
 
SEIZURES 
 Consider the possible causes:  

 Meningitis 
 Fever 
 Head trauma  
 Hemorrhagic stroke 

 Protect patient from injury if actively seizing 
 
ALTERED MENTAL STATUS 
 Check and record BGL 
 If BGL is < 60 mg/dL, and patient is able to protect their airway/swallow: 

 ORAL GLUCOSE:  
 15g, if able to swallow and follow commands   
 May repeat 1x prn 
 Contraindications: 

 Patients who are not conscious enough to swallow 
 Patients < 2 years old 

 
OVER THE COUNTER (OTC) MEDICATIONS 
 Seminole Tribe Paramedics may provide OTC Medications, on a non-emergency basis, during             

authorized details. 
 All patients that request OTC medications will be offered an assessment. 
 All OTC medications distributed will be documented in the patient care record. 
 The paramedic should follow the OTC manufacturer product information guidelines.  
 The following OTC medications are approved for use in this guideline: Tylenol, Advil, Pepto Bismol, 

Claritin, Imodium, Tums, Zyrtec, Midol, Benadryl, Gas-X and Saline Eye Drops.  

BLS Medical Emergencies 
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BLS Trauma Emergencies 

 BLS Trauma Emergencies 

ADULT & PEDIATRIC 
 
EXPOSE 
 As a general rule, only remove as much of the clothing as necessary to determine the presence or        

absence of an injury. Cover the patient as soon as possible to keep the patient warm. 
 
SPINAL MOTION RESTRICTION 
 Perform manual Spinal Motion Restriction by providing manual cervical stabilization and apply an        

appropriately sized cervical collar as appropriate if the patient meets any of the following criteria: 
 Complaint or finding of focal neurologic deficit on motor or sensory exam 
 Complaint or finding of pain to the neck or back 
 Presence of a distracting injury 
 Altered level of consciousness with an MOI (Mechanism of Injury) 
 Intoxication with an MOI present  

 The key objective is to move the patient in the safest, most anatomically neutral position possible 
 If an appropriately sized collar is not available or if the collar compels the patient to move, remove the 

collar and provide Spinal Motion Restriction  
 Place rolled towels on the sides of the patient’s head and neck 
 Secure with tape or other similar devices to allow for comfortable cervical stabilization/

immobilization 
 The cervical collar should not cause the patient discomfort such that they are compelled to 

move 
 Place the patient on the stretcher cushion, supine  
 If the patient is unable to tolerate this position, place in a position of comfort, that also respects      

normal anatomical alignment 
  
HELMET REMOVAL    
 Helmets should be removed from most patients 
 If applicable, protective pads should also be removed 
 Athletic trainers should be consulted in the helmet/protective pad removal process if necessary 
 Spinal motion restriction should be “manually” performed during the removal process 
 
BURNS 
 Refer to the “Burn Injuries” protocol  
 
EYE EMERGENCIES 
 CHEMICAL EXPOSURES: 

 Remove contact lens if present 
 Continuously irrigate the affected eye(s) with NORMAL SALINE  
 Be careful not to contaminate the unaffected eye with runoff 

 PENETRATING EYE INJURIES: 
 Stabilize any penetrating object 
 Cover both eyes with gauze and an eye shield 
 Keep the patient calm, as crying, screaming or coughing can force more of the tissue outward 
 DO NOT attempt to replace or move the protruding tissue 
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BLS Trauma Emergencies continued….  

 BLS Trauma Emergencies  

CLOSED FRACTURES 
  Fractures should be splinted in the position found  

 Exception: No pulse present OR the patient cannot be transported due to the extremity’s      
unusual position 

 2 attempts can be made to place the injured extremity in a normal anatomical position  
 Discontinue attempts if: 

  The patient complains of severe pain 
OR 

  If there is resistance to movement felt 
 Reassess neurovascular status before and after repositioning of patient’s extremity 

 CLOSED MID-SHAFT FEMUR FRACTURES 
 Apply a Traction Splint  

 Contraindications: 
 There is also a suspected pelvic fracture 
 There is an open femur fracture 
 There is also a suspected hip fracture 
 There is an avulsion/amputation of the ankle or foot 
 Suspected fracture distal to mid shaft femur 

 Reassess neurovascular status before and after repositioning of patient’s extremity 
 
OPEN FRACTURES 
Refer to the “Open Fracture” protocol  

 
HIP FRACTURES & HIP DISLOCATIONS 
 Consider hip fractures in an elderly patient who fell and complains of pain in the knee, hip or pelvis 
 A scoop stretcher should be used whenever possible to move patients with a suspected hip fracture 
 Splint in position of comfort with pillows and blankets  
 Reassess neurovascular status before and after moving the patient 
 Sager Traction splints shall NOT be used on suspected hip fractures or hip dislocations 
 POSTERIOR HIP DISLOCATIONS: 

 Most often present with the leg flexed and internally rotated, and will not tolerate having the 
extremity straightened 

 ANTERIOR HIP DISLOCATIONS: 
 Present with lateral rotation and shortening of the affected leg 
 

PELVIC FRACTURE 
 Assess and treat for shock 
 DO NOT perform a pelvic rock. Assess the pelvis by applying gentle pressure anterior to posterior 

and from the sides to identify crepitus or instability. DO NOT repeat. 
 Stabilize if possible 
 A scoop stretcher should be used whenever possible to move patients with suspected pelvic fracture 
 Splint in position of comfort with pillow and blankets  
 Reassess neurovascular status before and after moving the patient 
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BLS Trauma Emergencies continued….  

 BLS Trauma Emergencies  

BLEEDING CONTROL  
EXTREMITY INJURIES: 

 Direct pressure (utilizing manual pressure and pressure dressings) 
 Tourniquet  

 Apply high and tight on a single long bone until the bleeding stops  
 DO NOT apply Tourniquet directly over injury site or joint. 
 If bleeding persists after initial Tourniquet , apply a second Tourniquet  
 Wound Packing (If 2nd Tourniquet application fails to control bleeding): 

 Pack wound with sterile gauze, consider hemostatic agent 
 Maintain pressure for a minimum of 1 minute 
 Apply a pressure dressing 

JUNCTIONAL HEMORRHAGE (e.g., neck, axillary, pelvis and groin): 
 Wound Packing 

 Pack wound with sterile gauze, consider hemostatic agent 
 Maintain pressure for a minimum of 1 minute 
 Apply a pressure dressing 

 
ALL EXTREMITY TRAUMA 
 Gross contamination, such as leaves or gravel, should be removed if possible 
 Determine mechanism of injury (MOI) and evaluate 
 Assess neurovascular status of extremity 

 Color, temperature, capillary refill, crepitus 
 

AMPUTATION 
 Rinse off 
 Wrap in sterile gauze and place in a sealed plastic bag 
 Place the sealed bag into a second bag with ice packs 
 Label the bag with the patient’s: 

 Name 
 Date 
 Time of the amputation 
 Time the part was wrapped and cooled 
 

ABDOMINAL TRAUMA 
 IMPALED OBJECTS: 

 Impaled objects shall be stabilized to prevent movement and subsequent further damage 
 If bleeding occurs around the impaled object, it should be controlled by holding direct pressure 

 DO NOT apply excessive pressure 
 DO NOT palpate the abdomen, as it may cause further organ injury from the distal tip of the        

object 
 EVISCERATION: 

 Protect the tissue from further damage 
 Cover the protruding tissue with a moist sterile dressing, then cover with a dry sterile dressing 
 Keep the patient calm, as crying, screaming or coughing can force more of the tissue outward 
 DO NOT attempt to replace or move the protruding tissue 
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BLS Bites and Stings 

 BLS Bites and Stings 

ADULT & PEDIATRIC 
 
ALL BITES AND STINGS  
 Clean the wound area with soap and water or sterile water 

 Exception: Marine animal stings 
 DO NOT use hydrogen peroxide on deep puncture wounds or wounds exposing fat 

 Refer to the “Allergic Reaction” protocol, if applicable 
 Advise dispatch to contact animal control or the police department if necessary 
 
SNAKE BITES 
 DO NOT apply ice packs, tourniquets or constrictive bands 
 Mark area of edema with a pen and include time. Should repeat every 5 minutes if  resources allow. 
 Remove any constrictive jewelry or clothing 
 Splint any extremity that has received a bite and ensure it remains below the heart 
 For hypotension: 

 Refer to the “Fluid Resuscitation” protocol. 
 If the DEAD snake is on scene, take a picture of the head (including the eyes) with the ePCR device if     

possible. 
 
INSECT STINGS 
 Remove the stinger by scraping the patient’s skin with the edge of a flat surface (e.g., a credit card)  

 DO NOT attempt to pull the stinger out, as this action may release more venom 
 Wash the area with soap and water if available  
 Consider using sting relief wipes  

 
MARINE ANIMAL ENVENOMATIONS: STINGRAY, SCORPIONFISH, LIONFISH, ZEBRAFISH, STONEFISH,   
CATFISH, WEEVERFISH, STARFISH, SEA URCHIN 
 Immerse the punctures in non-scalding hot water (if available) to achieve pain relief 
 Gently wash the wound with soap and water, and then irrigate it vigorously with sterile water       

(avoid scrubbing) 
 
MARINE ANIMAL STINGS: JELLYFISH, MAN-OF-WAR, SEA NETTLE, IRUKANDJI, ANEMONE, HYDROID,  
FIRE CORAL 
 Rinse the skin with sea water (if available) 

 DO NOT use fresh or sterile water 
 DO NOT apply ice 
 DO NOT rub the skin 

 Apply white vinegar (if available) topically to involve area until the pain is relieved (lifeguards may carry 
this) 

 Consider contacting as soon as possible for treatment recommendations as appropriate: 
 Florida Poison Control Center at 1-800-222-1222 
 Miami Dade Venom One 786-336-6600 
 DAN (Divers Alert Network) at (919) 684-4326  

INFORMATION 
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ADULT 
 

MILD – GENERALIZED URTICARIA ONLY  
 BENADRYL: 

 50mg IV/IO/IM, over 2 minutes IV/IO usage 
 Dilute with 9mL NORMAL SALINE for IV/IO administration 

 
MODERATE – AIRWAY SWELLING / RESPIRATORY DISTRESS / BRONCHOSPASM / TONGUE AND/OR     
FACIAL SWELLING 
 EPINEPHRINE (1:1,000, 1mg/mL): 

 0.3mg (0.3mL) IM  
 May repeat 2x prn, in 5 minute intervals  
 Precaution - DO NOT administer within 5 minutes of Epi-Pen administration 

 BENADRYL: 
 50mg IV/IO/IM, over 2 minutes for IV/IO usage 

 Dilute with 9mL of NORMAL SALINE for IV/IO administration 
 ALBUTEROL: 

 2.5mg via nebulizer  
 May repeat prn 

 SOLU-MEDROL: 
 125mg IV/IO/IM, over 2 minutes for IV/IO usage 
 

SEVERE – LOSS OF A RADIAL PULSE OR SBP OF < 90 mm Hg   
 PUSH-DOSE PRESSOR EPINEPHRINE (1:100,000): 

 Dilute: Discard 9 mL of Epi 1:10,000 (0.1mg/mL) and draw up 9 mL of NORMAL SALINE to      
create Push-Dose Pressor Epi 1:100,000. This will yield 10mcg/mL. 

 Administer 1 mL/minute IV/IO, titrate to maintain SBP 100mm Hg 
 May repeat 2x prn, max total dose 300mcg (30 mL)  
 Contraindications - Hypotension secondary to blood loss 
 Precautions: 

 Rapid (1 minute) onset, short (5-10 minute) duration 
 Monitor heart rate and blood pressure throughout administration 

 

 NORMAL SALINE: 
 1L IV/IO, titrate to desired effect. Assess lung sounds and BP frequently. 
 May repeat 1x prn 
 Precautions - Particular care must be taken in the presence of significant coronary heart        

disease, CHF, and renal failure patients 
 BENADRYL: as noted above 
 ALBUTEROL: as noted above 
 SOLU-MEDROL: as noted above 

 
Allergic Reaction 

Allergic Reaction 

 

INFORMATION 

 Allergic reactions are characterized by any of the following:  
 Generalized urticaria 
 Airway swelling, respiratory distress, bronchospasm, tongue and/or facial swelling 
 Nausea, vomiting, or diarrhea 
 Loss of radial pulse or SBP of < 90 mm Hg 

 Determine the source of the allergic reaction (insect, food, medications, etc.). 
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PEDIATRIC 
 
MILD – GENERALIZED URTICARIA ONLY  
 BENADRYL: 

 1mg/kg IV/IO/IM, over 2 minutes for IV/IO usage 
 Dilute with 9mL NORMAL SALINE for IV/IO administration 

 Max single dose 50mg 
 Contraindication - Neonates 
 

MODERATE – AIRWAY SWELLING / RESPIRATORY DISTRESS / BRONCHOSPASM / TONGUE AND/OR     
FACIAL SWELLING 
 EPINEPHRINE (1:1,000, 1mg/mL): 

 0.01mg/kg IM, max single dose 0.3mg 
 May repeat 2x prn, in 5 minute intervals 
 Precaution - DO NOT administer within 5 minutes of Epi-Pen administration 

 BENADRYL: 
 1mg/kg IV/IO/IM, over 2 minutes for IV/IO usage 

 Dilute with 9mL NORMAL SALINE for IV/IO administration 
 Max single dose 50mg 
 Contraindication - Neonates 

 ALBUTEROL: 
 2.5mg via nebulizer 
 May repeat prn 

 SOLU-MEDROL: 
 2mg/kg IV/IO/IM, over 2 minutes for IV/IO usage  
 Max single dose 125mg 
 

SEVERE - LOSS OF A BRACHIAL/RADIAL PULSE OR AGE APPROPRIATE HYPOTENSION  
 PUSH-DOSE PRESSOR EPINEPHRINE (1:100,000): 

 Dilute: Discard 9 mL of Epi 1:10,000 (0.1mg/mL) and draw up 9 mL of NORMAL SALINE to      
create Push-Dose Pressor Epi 1:100,000.  This will yield 10mcg/mL. 

 Administer 1 mL/minute IV/IO, titrate to maintain age appropriate SBP 
 May repeat 2x prn, max total dose 300mcg (30 mL) 
 Contraindications - Hypotension secondary to blood loss 
 Precaution: 

 DO NOT administer faster than 1mL/minute 
 Push-Dose Pressor Epinephrine has a rapid (1 minute) onset, short (5-10 minute)        

duration 
 Monitor heart rate and blood pressure throughout administration 

 NORMAL SALINE: 
 20mL/kg IV/IO, assess lung sounds and BP frequently 
 For newborns and infants 10 mL/kg IV/IO, assess lung sounds and BP frequently 
 May repeat 2x prn, for age appropriate hypotension 

 BENADRYL: as noted above 
 ALBUTEROL: as noted above 
 SOLU-MEDROL: as noted above 

 
Allergic Reaction 

Allergic Reaction continued… 
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ADULT 
BGL < 60 mg/dL  
 ORAL GLUCOSE:  

 15g 
 May repeat 1x prn 
 Contraindications - Patients who are not conscious enough to swallow 

 D10:   
 100 mL IV/IO 
 Retest glucose   
 May repeat 1x prn 

 Glucagon 
 If unable to start an IV/IO access, Glucagon 1 mg IM. This can be repeated once in 20 minutes. 

BGL < 60 mg/dL IN CARDIAC ARREST 
 D10:   

 250 mL IV/IO. Rapid infusion 
 

BGL > 300 mg/dL WITH SIGNS & SYMPTOMS OF DKA 
 NORMAL SALINE:  

 1L IV/IO, titrate to desired effect. Assess lung sounds and BP frequently.  

 Diabetic Emergencies 

 
INFORMATION 
 Symptoms of Diabetic Ketoacidosis (DKA) include:  

 Nausea/Vomiting 
 Abdominal pain 
 General weakness 
 Kussmaul Respirations (deep rapid respirations) 
 AMS 
 Hypotension 
 Tachycardia with an acetone smell on the patient’s breath 

 Diabetic patients taking oral hypoglycemic medications should be transported (e.g., Glyburide, 
Glimepiride, and Glipizide). 

Diabetic Emergencies 

PEDIATRIC 
BGL < 60 mg/dL  
 ORAL GLUCOSE:  

 15g, if able to swallow and follow commands   
 Contraindications: 

 Patients who are not conscious enough to swallow 
 Patients < 2 years old 

 D10:   
 5mL/kg IV/IO   
 May repeat 1x prn 
 

BGL > 300 mg/dL WITH SIGNS & SYMPTOMS OF DKA 
 NORMAL SALINE:  

 20mL/kg IV/IO, assess lung sounds and BP frequently 
 For newborns and infants 10 mL/kg IV/IO, assess lung sounds and BP frequently 
 May repeat 2x prn, for BGL > 300 mg/dl 

Last Issued/updated: 1/1/2019, 5/13/2019 
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ADULT 
 BENADRYL: 

 50mg IV/IO/IM, over 2 minutes for IV/IO usage 
 Dilute with 9mL NORMAL SALINE for IV/IO administration 

PEDIATRIC 
 BENADRYL: 

 1mg/kg IV/IO/IM, over 2 minutes for IV/IO usage 
 Dilute with 9mL NORMAL SALINE for IV/IO administration 

 Max single dose 50mg 
 Contraindication - Neonates 
 
 

 
Dystonic Reaction 

 
INFORMATION 

 Dystonic reactions are characterized by intermittent spasmodic or sustained involuntary contractions    
of muscles in the:  

 Face 
 Neck 
 Trunk 
 Pelvis 
 Extremities 
 Even the larynx 

 The following classes of medications are typically responsible for dystonic reactions:  
 Antipsychotic (e.g., Haldol, Risperdal, etc...) 
 Antiemetic (e.g., Compazine, Reglan, Phenergan, etc...)  
 Antidepressant (e.g., Prozac, Paxil, etc...)  

 A dystonic reaction can occur immediately or be delayed for hours to days. 

Dystonic Reaction 
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ADULT 
 NORMAL SALINE: 

 1L IV/IO, titrate to desired effect. Assess lung sounds and BP frequently. 
 May repeat 1x prn 
 Precautions - Particular care must be taken in the presence of significant coronary heart         

disease, CHF, and renal failure patients 

PEDIATRIC 
 NORMAL SALINE: 

 20mL/kg IV/IO, assess lung sounds and BP frequently 
 For newborns and infants 10 mL/kg IV/IO, assess lung sounds and BP frequently 
 May repeat 2x prn, for age appropriate hypotension 
 
 

 
Fluid Resuscitation/Dehydration 

 
INFORMATION 

 Indications for fluid resuscitation: 
 Hypotension 
 Fatigue 
 Dark Color Urine 
 Dry Mouth  
 Headache 
 Prolonged vomiting or diarrhea 
 Non-traumatic bleeding (vaginal or GI) 
 Suspected Rhabdomyolysis 
 Paramedic discretion  

Fluid Resuscitation/Dehydration 
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ADULT 
 
FOR PATIENTS PRESENTING WITH ANY OF THE ABOVE CARDIAC ARRHYTHMIAS & ECG ABNORMALITIES 
 CALCIUM CHLORIDE: 

 1g IV/IO, over 2 minutes 
 Precaution – DO NOT administer in same IV/IO line as SODIUM BICARBONATE without         

thoroughly flushing 
 ALBUTEROL: 

 2.5mg via nebulizer 
 Continuous treatments (if an advanced airway is utilized, administer via in-line nebulization) 

 SODIUM BICARBONATE: 
 50 mEq IV/IO, over 2 minutes 
 Precaution – DO NOT administer in same IV/IO line as CALCIUM CHLORIDE without thoroughly 

flushing 
 

IF PATIENT IS HYPOTENSIVE 
 NORMAL SALINE: 

 500mL IV/IO, titrate to effect. Assess lung sounds frequently. 
 May repeat 1x prn 
 Precautions - Particular care must be taken in the presence of significant coronary heart          

disease, CHF, and renal failure patients 

 
Hyperkalemia 

 
INFORMATION 

 Consider hyperkalemia in patients with a history of renal failure/dialysis who are pre-dialysis and    
present with any of the following:  

 General weakness 
 Cardiac arrhythmias & ECG abnormalities: 

 Tall peaked T-waves (most prominent early sign) 
 Sine wave 
 Wide complex QRS  
 Regular Really Wide Complex Tachycardia (RRWCT) 
 Severe bradycardia  
 High degree AV blocks 

Hyperkalemia 

PEAKED T-WAVE SINE WAVE 
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PEDIATRIC 
 
FOR PATIENTS PRESENTING WITH ANY OF THE CARDIAC ARRHYTHMIAS & ECG ABNORMALITIES ON    
PREVIOUS PAGE 
 CALCIUM CHLORIDE: 

 20mg/kg IV/IO, over 2 minutes 
 Precaution – DO NOT administer in same IV/IO line as SODIUM BICARBONATE without         

thoroughly flushing 
 ALBUTEROL: 

 2.5mg via nebulizer 
 Continuous treatments (if an advanced airway is utilized, administer via in-line nebulization) 

 SODIUM BICARBONATE: 
 1mEq/kg IV/IO, over 2 minutes, max single dose 50mEq 
 May repeat 2x prn, in 5 minute intervals 
 Precaution – DO NOT administer in same IV/IO line as CALCIUM CHLORIDE without thoroughly 

flushing 
 

IF PATIENT IS HYPOTENSIVE 
 NORMAL SALINE: 

 10mL/kg IV/IO, titrate to effect. Assess lung sounds frequently. 
 May repeat 1x prn 
 Precautions - Particular care must be taken in the presence of significant coronary heart          

disease, CHF, and renal failure patients 

 
Hyperkalemia 

Hyperkalemia continued... 
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ADULT 
 NORMAL SALINE: 

 1L IV/IO, titrate to desired effect. Assess lung sounds and BP frequently. 
 May repeat 1x prn 
 Precautions - Particular care must be taken in the presence of significant coronary heart         

disease, CHF, and renal failure patients 
 

 ZOFRAN: 
 4mg IV/IO/IM, over 2 minutes for IV/IO usage 
 May repeat 1x prn 

PEDIATRIC 
 NORMAL SALINE: 

 20mL/kg IV/IO, assess lung sounds and BP frequently 
 For newborns and infants 10 mL/kg IV/IO, assess lung sounds and BP frequently 
 May repeat 2x prn, for age appropriate hypotension 

 ZOFRAN: 
 0.1mg/kg IV/IO/IM/PO, over 2 minutes for IV/IO usage  
 Max single dose 4mg 

 
 

 
Nausea/Vomiting 

 
INFORMATION 

 Consider differential diagnosis:  
 Cardiac  
 Stroke 
 Diabetic  
 Head Injury 
 Other 
 

Nausea/Vomiting 
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Respiratory Distress 

 

INFORMATION 

 Patients with COPD & Asthma have prolonged exhalation secondary to bronchospasm, which causes 
air trapping resulting in hypercapnia (high levels of CO2). Therefore, EtCO2 guidelines should be        
disregarded for these patients, as it is more important to maintain SpO2 levels at 90%. Trying to    
maintain normal EtCO2 levels in these patients puts them at risk for developing Auto PEEP, which can 
result in a pneumothorax or hypotension.  

 Auto PEEP occurs during assisted ventilations when air goes in before the patient is allowed to fully 
exhale. This causes the lungs to expand like a balloon, putting the patient at risk for a pneumothorax. 
In addition, increasing intrathoracic pressure can decrease venous return to the heart which can result 
in hypotension. 

 COPD or Asthma patients who develop poor bag compliance or hypotension during positive pressure 
ventilations should have positive pressure ventilations discontinued to allow the patient to completely 
exhale before resuming positive pressure ventilations.  

 If patient has an advanced airway, disconnect BVM to allow patient to exhale  
 Positive pressure ventilations should be discontinued for: 

 Adults: 20-40 seconds  
 Pediatric: 10-20 seconds  

Respiratory Distress 

ADULT 
 

BRONCHOSPASM SECONDARY TO COPD or ASTHMA 
 ALBUTEROL: 

 2.5mg via nebulizer. May be administered simultaneously with CPAP  
 May repeat prn 

 SOLU-MEDROL: 
 125mg IV/IO/IM, over 2 minutes for IV/IO usage 
 

FOR SEVERE ASTHMA NOT RESPONDING TO ABOVE TREATMENT 
 EPINEPHRINE (1:1,000, 1mg/mL): 

 0.3mg (0.3mL) IM  
 May repeat 2x prn, in 5 minute intervals 

 MAGNESIUM SULFATE: 
 Dilute: 2g of Magnesium Sulfate in a 50mL bag of NORMAL SALINE 

 Administer over 10 minutes IV/IO by utilizing a 10 gtt set delivering 50 gtts/min               
 Contraindication - 2nd and 3rd  Degree Heart Blocks 
 Precaution - Rapid infusion may cause hypotension 

 

MODERATE OR SEVERE RESPIRATORY DISTRESS: (INCLUDING COPD, ASTHMA, AND PNEUMONIA) 
 CPAP - 10 cm H₂O: 

 Contraindications:  
 SBP < 90mm Hg 
 Patients without spontaneous respirations 
 Patients with a decreased LOC (lethargic) 
 Patients < 30 kg  

WARNING 
Immediately remove the CPAP for the asthmatic patient whose condition worsens after applying the CPAP. 
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PEDIATRIC 
 
BRONCHOSPASM  
 ALBUTEROL: 

 2.5mg via nebulizer 
 May repeat prn  

 SOLU-MEDROL: 
 2mg/kg IV/IO/IM, over 2 minutes for IV/IO usage 
 Max single dose 125mg 
 

FOR SEVERE ASTHMA NOT RESPONDING TO ABOVE TREATMENT 
 EPINEPHRINE (1:1,000, 1mg/mL): 

 0.01mg/kg IM, max single dose 0.3mg 
 May repeat 2x prn, in 5 minute intervals. 

 MAGNESIUM SULFATE: 
 Dilute: 40mg/kg in a 50mL bag of NORMAL SALINE max single dose 2 Grams. 

 Administer over 25 minutes IV/IO by utilizing a 10 gtts set delivering 20gtts/min 
(1gtts/3sec) 

 Contraindication - 2nd and 3rd Degree Heart Blocks 
 Precaution - Rapid infusion may cause hypotension 

 
 
FOR CROUP/EPIGLOTTITIS 
  EPINEPHRINE (1:1,000, 1mg/mL): 

 3mg (3mL total) delivered via nebulizer 
 Precautions: 

 DO NOT stress the patient 
 DO NOT attempt to intubate or place an OPA or NPA 

 Ventilate via BVM as needed 
 Expedite transport to closest Comprehensive Pediatric ED 

 
 
 
 
 
 
 
 
 

 
 
 

   BOTH HAVE STRIDOR AND/OR A “BARKY” COUGH  
 

 
Respiratory Distress 

Epiglottitis: 
 Usually 3-6 years old  
 Sudden onset 
 High grade fever 
 Poor general impression 
 Drooling 
 Tripod position 

Croup: 
 Usually < 3 years old 
 “Sick” for a couple of days 
 Low grade fever 
 Not toxic appearing 

Respiratory Distress continued… 
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ADULT 
 
IF ACTIVELY SEIZING 
 VERSED: 

 5mg IV/IO/IN/IM 
 May repeat 1x prn, in 5 minutes if seizure reoccurs or does not subside 
 Contraindication - Hypotension 
 Precaution - Monitor for respiratory depression 
 

IF SEIZURE DOES NOT RESPOND TO ABOVE TREATMENT  
 Contact Medical Control  

 
PEDIATRIC 

 

FEBRILE SEIZURE 
 ACTIVE COOLING: Remove the clothing 
 DO NOT cover patient with a wet towel or sheet 
 DO NOT apply ice or cold packs to the patient’s body 
 

IF ACTIVELY SEIZING 
 VERSED: 

 0.1 mg/kg IV/IO, max single dose 5mg 
 0.2 mg/kg IN/IM, max single dose of 5mg 
 May repeat either route 1x prn, in 5 minutes if seizure reoccurs or does not subside 
 Contraindication - Hypotension 
 Precaution - Monitor for respiratory depression 

 
 Seizure 

 

INFORMATION 

 Drugs  
 Alcohol 
 Diabetic 
 Poisoning 

 Consider the possible causes:  
 Meningitis 
 Fever 
 Head trauma  
 Hemorrhagic stroke 

 Monitoring of EtCO2 shall be performed to determine the patient’s respiratory status. 
 Refer to the “Eclampsia” protocol, for pregnant patients. 

Seizure 
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Sepsis 

 
INFORMATION 

 Sources, signs & symptoms of sepsis include, but are not limited to: 
 Fever 
 UTI (Increased urinary frequency, dysuria, and/or cloudy, bloody, or foul smelling urine) 
 Pneumonia (productive cough, green/yellow/brown sputum) 
 Wounds or insertion sites that are: Painful/red/swollen or have a purulent (pus) discharge 
 Patient is on antibiotics and has significant diarrhea, abdominal pain or tenderness 
 Recent history of surgery/invasive medical procedure (e.g., Foley Catheter, Central Lines, etc...) 
 AMS and/or poor oral intake over the past 24-48 hours (especially in the elderly) 
 Bed sores, abscesses, cellulitis, or immobility 

 Transport all Sepsis Alerts as Priority 2. 

Sepsis 

SEPSIS ALERT Criteria  
If all of the following are met, call a SEPSIS ALERT: 

 
 ≥  18 years and NOT pregnant 
 AND 
 Suspected or documented infection 
 AND 
 At least TWO (2)  of the H.E.A.T.T.T. criteria 

 H- Hypotension (SBP < 100 mm Hg or MAP <65 mm Hg )  
 E- EtCO2 (< 25 mm Hg) 
 A- Altered Mental Status or GCS ≤ 14 (new onset) 
 T- Tachypnea (respiratory rate > 20) 
 T- Tachycardia (heart rate >90) 
 T- Temperature (>100.3 or <96.9) 
 
 

WARNING 

It is imperative once sepsis is identified, that the patient is kept from becoming hypotensive, 
as an episode of hypotension significantly increases morbidity and mortality.  

WARNING 

 Pneumonia patients with rales still require IV fluids.  
 Monitor EtCO2 and SpO2 during fluid administration. 
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Sepsis 

 

ADULT 
 

SEPSIS ALERT  
 NORMAL SALINE: 

 1L IV/IO, assess lung sounds and BP frequently 
 May repeat 1x if time permits 
 Precautions - Particular care must be taken in the presence of significant coronary heart disease, 

CHF, and renal failure patients 
 

IF PATIENT REMAINS HYPOTENSIVE 
 PUSH-DOSE PRESSOR EPINEPHRINE (1:100,000): 

 Dilute: Discard 9 mL of Epi 1:10,000 (0.1mg/mL) and draw up 9 mL of NORMAL SALINE to create 
Push-Dose Pressor Epi 1:100,000.  This will yield 10mcg/mL. 

 Administer 1 mL/minute IV/IO, titrate to maintain SBP 100mm Hg 
 May repeat 2x prn, max total dose 300mcg (30 mL)  
 Contraindications - Hypotension secondary to blood loss 
 Precautions: 

 Rapid (1 minute) onset, short (5-10 minute) duration 
 Monitor heart rate and blood pressure throughout administration 

 
 

Sepsis continued... 

PEDIATRIC 
 

SUSPECTED SEPSIS  
 NORMAL SALINE: 

 20mL/kg IV/IO, regardless of blood pressure, assess lung sounds frequently 
 For newborns and infants 10 mL/kg IV/IO, assess lung sounds and BP frequently 
 May repeat 2x prn, for age appropriate hypotension 

 
IF PATIENT REMAINS HYPOTENSIVE (AGE APPROPRIATE HYPOTENSION) 
 PUSH-DOSE PRESSOR EPINEPHRINE (1:100,000): 

 Dilute: Discard 9 mL of Epi 1:10,000 (0.1mg/mL) and draw up 9 mL of NORMAL SALINE to create 
Push-Dose Pressor Epi 1:100,000.  This will yield 10mcg/mL. 

 Administer 1 mL/minute IV/IO, titrate to maintain age appropriate SBP 
 May repeat 2x prn, max total dose 300mcg (30 mL) 
 Contraindications - Hypotension secondary to blood loss 
 Precaution: 

 DO NOT administer faster than 1mL/minute 
 Push-Dose Pressor Epinephrine has a rapid (1 minute) onset, short (5-10 minute)

duration 
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Stroke 

 

INFORMATION 

ALL ITEMS SHALL BE EVALUATED REGARDLESS OF LEFT OR RIGHT WEAKNESS 

 Cincinnati Stroke Scale should be initial stroke assessment. 
 If Stroke suspected, patient shall receive a R.A.C.E. assessment. 
 Call a STROKE ALERT if Symptoms are within 24 hours with any of the following: 

 Any new positive finding from the Cincinnati Stroke Scale 
 R.A.C.E. (plus) assessment score > 0   
 Any patient who awakes with stroke symptoms  

If the time of onset of symptoms are unable to be determined, transport patient as a STROKE 
ALERT 

 
 Obtain the following information: Last time seen asymptomatic, Witness name, Witness phone         

number(s), Patient’s medications. 
 All Stroke Alerts should be transported to a COMPREHENSIVE STROKE CENTER  

 Exception: Known terminal illness or Hospice Care patients can still be treated as a STROKE 
ALERT. Transport these patients to the closest Stroke Center (Primary OR  Comprehensive). 

 Immediate notification of a Stroke Alert with the R.A.C.E (plus) score needs to be relayed to the        
COMPREHENSIVE STROKE CENTER. 

 

Stroke  

 ITEM ASSESSMENT R.A.C.E. "+" (plus) SCORE 

M
O

T
O

R
 

Facial Palsy 
Ask the patient to show their teeth: 

“Smile” 

0 –  Absent (symmetrical movement) 

1 –  Mild (slightly asymmetrical) 

2 –  Moderate to Severe (completely asymmetrical) 

Arm Motor Function 
Extend the arms of the patient 90 degrees 
(if sitting) or 45 degree (if supine) palms up 

0 –  Normal to mild (limb upheld > 10 seconds) 

1 –  Moderate (limb upheld < 10 seconds) 

2 –  Severe (patient unable to raise arms against gravity) 

Leg Motor Function 
Extend the leg of the patient 30 degrees  

(if supine) 1 leg at a time 

0 –  Normal to mild (limb upheld > 5 seconds) 

1 –  Moderate (limb upheld < 5 seconds) 

2 –  Severe (patient unable to raise leg against gravity) 

C
O

R
T

IC
A

L
 

Head and Eye Gaze 
Deviation 

Observe range of motion of eyes and look 
for head turning to 1 side. 

0 – Absent (normal eye movement to both sides,                                            
and no head deviation was observed)   

1 – Present (eyes and/or head deviation to 1 side was observed) 

Aphasia 
Ask the patient to follow 2 verbal orders: 

“Close your eyes” and “Make a fist” 

0 – Normal (performs both tasks correctly) 

1 –  Moderate (performs 1 task correctly) 

2 –  Severe (performs neither task) 

Agnosia 
Ask the patient: “Who’s arm is this?” when 
showing him or her the weak arm or “Can 

you move your arm?” 

0 –  Normal appropriate or correct answer  

1 –  Moderate (does not recognize limb or cannot move it)  

2 –  Severe (both of them) 

If Cortical Signs are present add a "+" (plus) sign next to total score 
and include the verbiage "plus" with encode. 

R.A.C.E. SCALE TOTAL:  Max Score of 11 
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Stroke 

Stroke Continued... 

PEDIATRIC 
 POSITIONING: 

 Supine: 
 All patients with the exception of those listed under 30o head elevation section 

 30o head elevation: 
 A diagnosed intracerebral hemorrhage (interfacility)  
 Patients short of breath  

 OXYGEN: 
 2 LPM NC regardless of pulse oximetry reading. Increase oxygen therapy as needed 

 IV ACCESS: 
 Establish an appropriate sized catheter 

  The antecubital is preferred 
 NORMAL SALINE: 

 10mL/kg IV/IO, regardless of the blood pressure, max dose 250 mL 
 TRANSPORT: 

 ALL PEDIATRIC Stroke Alerts SHALL be transported to a Comprehensive Stroke Center with 
pediatric capabilities. 

 
 

ADULT 
 POSITIONING: 

 Supine: 
 All patients with the exception of those listed under 30o head elevation section 

 30o head elevation: 
 A diagnosed intracerebral hemorrhage (interfacility transport)  
 Patient is short of breath  

 OXYGEN: 
 2 LPM NC regardless of pulse oximetry reading. Increase oxygen therapy as needed 

 IV ACCESS: 
 Establish an 18g catheter, the antecubital is preferred 

 NORMAL SALINE: 
 500mL IV/IO, regardless of the blood pressure 
 

 

Back to Table  
of Contents 

Last Issued/updated: 1/1/2019 



 

 
Cardiac Emergencies 
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Rapid A-Fib & A-flutter 

INFORMATION 

 Rapid atrial fibrillation and atrial flutter are defined as ventricular rates > 150 beats per minute.  

ADULT 
 Obtain a 12-lead and leave cables connected 
 

STABLE 
 CARDIZEM: 

 10 mg IV/IO, over 2 minutes 
 If no response in 5 minutes, repeat with 15 mg IV/IO, over 2 minutes 
 Contraindication: 

 Hypotension 
 Wide complex QRS 
 History of WPW  
 Sick sinus syndrome 
 Heart blocks 

 Precautions: 
 Use with caution for patients taking beta blockers 
 May cause hypotension, see treatment below 

 

UNSTABLE (HYPOTENSION) 
 NORMAL SALINE:  

 1L IV/IO, titrate to desired effect. Assess lung sounds and BP frequently. 
 May repeat 1x prn 
 Precautions - Particular care must be taken in the presence of significant coronary heart         

disease, CHF, and renal failure patients 
 

IF PATIENT REMAINS HYPOTENSIVE AFTER FLUID ADMINISTRATION 
 PUSH-DOSE PRESSOR EPINEPHRINE (1:100,000): 

 Dilute: Discard 9 mL of Epi 1:10,000 (0.1mg/mL) and draw up 9 mL of NORMAL SALINE to create 
Push-Dose Pressor Epi 1:100,000.  This will yield 10mcg/mL. 

 Administer 1 mL/minute IV/IO, titrate to maintain SBP 100mm Hg 
 May repeat 2x prn, max total dose 300mcg (30 mL)  
 Contraindications - Hypotension secondary to blood loss 
 Precautions: 

 Rapid (1 minute) onset, short (5-10 minute) duration 
 Monitor heart rate and blood pressure throughout administration 

 

IF PATIENT BECOMES NORMOTENSIVE AFTER FLUID ADMINISTRATION OR PUSH-DOSE PRESSOR           
EPINEPHRINE 
 CARDIZEM: as noted above 

 

CARDIZEM INDUCED HYPOTENSION 
 NORMAL SALINE: as noted above 
 CALCIUM CHLORIDE:  

 500mg IV/IO, over 2 minutes 
 

PEDIATRIC 
 Call for orders 

WARNING 

DO NOT cardiovert A-Fib/A-Flutter.  
Cardioversion of unstable A-Fib/A-Flutter        

may put patients at high risk                                  
for embolic stroke.

Rapid A-Fib & A-Flutter 
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Bradycardia 

 

INFORMATION 

 Bradycardia is defined as a heart rate < 50 beats per minute. 

Bradycardia 

ADULT 
 Obtain a 12-lead to rule out an MI and leave cables connected 
 

STABLE 
 Monitor and transport 
 
UNSTABLE (HYPOTENSIVE) 
 ATROPINE:   

 0.5mg IV/IO  
 May repeat prn, in 3 minute intervals, max total dose 3mg 
 Contraindication - Bradycardia in the presence of an MI/AV Block 
 

IF PATIENT DETERIORATES OR HYPOTENSION PERSISTS AFTER 2 DOSES OF ATROPINE  
 TRANSCUTANEOUS PACING:  

 Initial rate of 60 beats per minute and increase milliamps until capture is gained 
 Increase the rate as needed until the patient is hemodynamically stable 

 
SEDATION FOR TRANSCUTANEOUS PACING 
 VERSED: 

 5mg IN/IIV/IO 
 May repeat 1x prn, in 5 minutes 
 Contraindication - Hypotension 
 Precaution - Monitor for respiratory depression 
 

IF PATIENT REMAINS HYPOTENSIVE AFTER ATROPINE OR TRANSCUTANEOUS PACING 
 PUSH-DOSE PRESSOR EPINEPHRINE (1:100,000): 

 Dilute: Discard 9 mL of Epi 1:10,000 (0.1mg/mL) and draw up 9 mL of NORMAL SALINE to 
create Push-Dose Pressor Epi 1:100,000.  This will yield 10mcg/mL. 

 Administer 1 mL/minute IV/IO, titrate to maintain SBP 100mm Hg 
 May repeat 2x prn, max total dose 300mcg (30 mL)  
 Contraindications - Hypotension secondary to blood loss 
 Precautions: 

 Rapid (1 minute) onset, short (5-10 minute) duration 
 Monitor heart rate and blood pressure throughout administration 

WARNING 

 Go directly to transcutaneous pacing for unstable bradycardia in the presence of an MI 
as ATROPINE increases myocardial ischemia and may increase the size of the infarct. 
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Bradycardia 

 

Bradycardia continued... 
PEDIATRIC 
 Obtain a 12-lead and leave cables connected. 
STABLE 
 OXYGENATION:  

 Ensure adequate oxygenation first, as hypoxia is most likely to be the cause of the bradycardia 
 Monitor and transport 
 

UNSTABLE (AMS AND AGE APPROPRIATE HYPOTENSION) 
 Ensure adequate oxygenation and ventilation first, as hypoxia is most likely to be the cause of the    

bradycardia 
 VENTILATION: 

 Neonates:  
 1 breath every 3 seconds for at least 30 seconds  

 Infants/Children:  
 1 breath every 3 seconds for at least 1 minute  

 CHEST COMPRESSIONS: (IF PATIENT REMAINS UNSTABLE AFTER VENTILATIONS AND THE HEART RATE 
REMAINS BELOW 60 BEATS PER MINUTE) 

  220 compressions every 2 minutes 
 

IF NO RESPONSE TO OXYGENATION, VENTILATION, AND CHEST COMPRESSIONS 
 PUSH-DOSE PRESSOR EPINEPHRINE (1:100,000): 

 Dilute: Discard 9 mL of Epi 1:10,000 (0.1mg/mL) and draw up 9 mL of NORMAL SALINE to create 
Push-Dose Pressor Epi 1:100,000.  This will yield 10mcg/mL. 

 Administer 1 mL/minute IV/IO, titrate to maintain age appropriate SBP 
 May repeat 2x prn, max total dose 300mcg (30 mL) 
 Contraindications - Hypotension secondary to blood loss 
 Precaution: 

 DO NOT administer faster than 1mL/minute 
 Push-Dose Pressor Epinephrine has a rapid (1 minute) onset, short (5-10 minute)         

duration 
 Monitor heart rate and blood pressure throughout administration 
 

IF BRADYCARDIC AND AGE APPROPRIATE HYPOTENSION PERSISTS AFTER INITIAL DOSE OF EPINEPHRINE 
 TRANSCUTANEOUS PACING:  

 Initial rate of 80 beats per minute and increase milliamps until capture is gained 
 Increase the rate as needed until the patient is hemodynamically stable 
 

SEDATION FOR TRANSCUTANEOUS PACING 
 DO NOT DELAY TRANSCUTANEOUS PACING TO ESTABLISH IV ACCESS 
 VERSED 

 0.2 mg/kg IN/IV/IO, max single dose of 5mg 
 May repeat either route 1x prn, in 5 minutes  
 Contraindication - Hypotension 
 Precaution - Monitor for respiratory depression 
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ADULT 

 Obtain a 12-lead and leave cables connected 

LEFT VENTRICULAR FAILURE: PULMONARY EDEMA AND HYPOTENSION 

 PUSH-DOSE PRESSOR EPINEPHRINE (1:100,000): 
 Dilute: Discard 9 mL of Epi 1:10,000 (0.1mg/mL) and draw up 9 mL of NORMAL SALINE to      

create Push-Dose Pressor Epi 1:100,000.  This will yield 10mcg/mL. 
 Administer 1 mL/minute IV/IO, titrate to maintain SBP 100mm Hg 

 May repeat 2x prn, max total dose 300mcg (30 mL)  
 Contraindications - Hypotension secondary to blood loss 
 Precautions: 

 Rapid (1 minute) onset, short (5-10 minute) duration 
 Monitor heart rate and blood pressure throughout administration 

RIGHT VENTRICULAR FAILURE: POSITIVE V4R, CLEAR LUNG SOUNDS WITH HYPOTENSION 

 NORMAL SALINE: 
 1L IV/IO, titrate to desired effect. Assess lung sounds and BP frequently. 
 May repeat 1x prn 
 Precautions - Particular care must be taken in the presence of significant coronary heart         

disease, CHF, and renal failure patients 
IF PATIENT REMAINS HYPOTENSIVE AFTER FLUID ADMINISTRATION 
 PUSH-DOSE PRESSOR EPINEPHRINE (1:100,000): as noted above 
PEDIATRIC 
IF UNSTABLE (AMS AND AGE APPROPTIATE HYPOTENSION) 
 NORMAL SALINE: 

 20 mL/kg IV/IO, assess lung sounds and BP frequently 
 For newborns and infants 10 mL/kg IV/IO, assess lung sounds and BP frequently 
 May repeat 2x prn, for age appropriate hypotension 

 PUSH-DOSE PRESSOR EPINEPHRINE (1:100,000): 
 Dilute: Discard 9 mL of Epi 1:10,000 (0.1mg/mL) and draw up 9 mL of NORMAL SALINE to      

create Push-Dose Pressor Epi 1:100,000.  This will yield 10mcg/mL. 
 Administer 1 mL/minute IV/IO, titrate to maintain age appropriate SBP 

 May repeat 2x prn, max total dose 300mcg (30 mL) 
 Contraindications - Hypotension secondary to blood loss 
 Precaution: 

 DO NOT administer faster than 1mL/minute 
 Push-Dose Pressor Epinephrine has a rapid (1 minute) onset, short (5-10 minute)        

duration 
 Monitor heart rate and blood pressure throughout administration 

 
 
 
 

WARNING 

 Once SBP is 90 mm Hg or greater, refer to the “CHF (Pulmonary Edema)” protocol (pg. 56)  
 DO NOT ADMINISTER NTG FOR THESE PATIENTS 

 
Cardiogenic Shock 

 

INFORMATION 

 Cardiogenic shock can be characterized as the following: 
 A condition in which the heart suddenly can’t pump enough blood to meet the body’s needs 
 Most often caused by a severe heart attack 
 Rare, but often fatal if not treated immediately 

Cardiogenic Shock 
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ADULT 
 Obtain a 12-lead and leave cables connected 
 The right hand and right wrist should be avoided for vascular access if at all possible. These sites may 

be utilized for cardiac catheterization.  
 The right AC and anywhere on the left is acceptable 
 ASPIRIN:  WITH OR WITHOUT CHEST PAIN 

 324 mg  
 Contraindications:  

 < 16 years old 
 Active GI bleeding 

 Precaution - Unless the patient has taken 324mg within 24 hours, administer full dose 
 FENTANYL:  

 100mcg IV/IO/IN/IM  
 May repeat 1x prn, in 5 minute intervals 
 Contraindication - Pregnancy near term (32 weeks or greater) or in active labor 

 Precaution: 
 History of opiate abuse or drug seeking behavior 
 Monitor patient for respiratory depression 
 Discontinue if patient becomes drowsy 
 Can be reversed with NARCAN if necessary  

 
IF PAIN/DISCOMFORT PERSISTS AFTER MAXIMUM FENTANYL ADMINISTRATION OR DRUG SEEKING    
BEHAVIOR IS SUSPECTED 
 NITROGLYCERIN:  

 0.4mg SL 
 May repeat 2x prn, in 5 minute intervals 
 Contraindications: 

 SBP < 90 mm Hg  
 Heart Rate < 50 beats per minute or > 100 beats per minute 
 EDD (Viagra and Levitra within 24 hours and Cialis within 48 hours).  
 Right Ventricular Infarction (positive V4R) (refer to the “Cardiogenic Shock” protocol for 

right ventricular failure) 
 STEMI 

 
Chest Pain 

 

INFORMATION 

 Assume chest pain to be cardiac in nature until ruled out.  

Chest Pain 

PEDIATRIC 
 Call for orders 

Patients experiencing chest pain shall have multiple 12-leads performed throughout assessment 

and transport.  
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 This protocol may be run concurrent with the chest pain protocol as applicable. 
 STEMI Symptoms can be various and include: 

 Discomfort of the chest, arm, neck, back, shoulder or jaw  
 Syncope or near syncope 
 General weakness  
 Unexplained diaphoresis 
 SOB 
 Nausea/Vomiting 
 

STEMI ALERT CRITERIA 
 ST-Segment Elevation in 2 or more contiguous leads: 

 Convex (frown face) or straight morphology (any of the following): 
 2mm or greater in V2 and V3  
 1mm or greater in all other leads 

 Concave (smiley face) morphology  
 2mm or greater in any lead  

 All STEMI Alerts shall be transported as priority 2 
 
 
STEMI ALERT DISQUALIFIERS 
 The following are STEMI mimics: 

 Left Bundle Branch Block (QRS complexes > 0.12) 
 Pacemaker with QRS complexes > 0.12  
 Left Ventricular Hypertrophy (LVH) 
 Early repolarization 
 < 2mm  of elevation with a concave (smiley face) morphology  

 Patient presentations indicative of myocardial ischemia that DO NOT meet “STEMI Alert Criteria” 
should still be transported Priority 2 to a STEMI facility 

 
LEFT VENTRICULAR HYPERTROPHY FORMULA (LVH) 
 Count the small boxes of VI and V2 (“S” wave), the 

largest negative deflection from the isoelectric line  
(whichever is larger)  

 Count the small boxes of V5 or V6 (“R” wave), the 
largest positive deflection from the isoelectric line 
(whichever is larger)  

 Add the 2, if the result is > 35, suspect LVH 
 
V4R  
A V4R shall be completed on patients with ST segment 
elevation in 2 or more Inferior Leads (II, III, AVF) 

STEMI Alert 

 

INFORMATION 

STEMI Alert 
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ADULT 
 Obtain a 12-lead and leave cables connected 
 NITROGLYCERIN (if BP >160):  

 0.8mg SL (2 tablets) 
 May repeat with 0.4mg SL (1 tablet), 2x prn, every 5 minutes 
 Contraindications: 

 SBP < 90 mm Hg  
 Heart Rate < 50 beats per minute  
 EDD (Viagra and Levitra within 24 hours and Cialis within 48 hours).  
 Right Ventricular Infarction (positive V4R) (refer to the “Cardiogenic Shock” protocol  for 

right ventricular failure) 
 STEMI 

 CPAP - (10 cm H₂O): 
 Contraindications:  

 SBP < 90 mm Hg 
 Patients without spontaneous respirations 
 Patients with a decreased LOC (lethargic) 
 Patients < 30 kg  

 

 
CHF (Pulmonary Edema) 

 
INFORMATION 

 Signs & Symptoms: 
 Hypertension 
 Tachycardia 
 Orthopnea (SOB while lying flat) 
 Rales 
 Pedal Edema 

CHF (Pulmonary Edema) 

PEDIATRIC 
 Call for orders 

WARNING 
If patient is febrile or from a nursing home and pneumonia is suspected withhold nitrates. 

Back to Table  
of Contents 

Last Issued/updated: 1/1/2019 

https://s3.amazonaws.com/tsresources.targetsolutions.com/27AAD21C-DEAD-6202-745F-45BF294A4154.pdf
https://s3.amazonaws.com/tsresources.targetsolutions.com/963962DF-17D6-F9AA-8452-A1A8745D98FC.pdf


 

 

ADULT 
 Obtain a 12-lead and leave cables connected 
 
STABLE (AAOX4 WITH/WITHOUT HYPOTENSION) 
 VAGAL MANEUVERS 
 ADENOSINE:  

 12mg rapid IV/IO, with a simultaneous 20mL NORMAL SALINE flush 
 Print ECG during administration 
 Contraindication: 

 Heart Transplant 
 Patients taking Tegretol (Carbamazepine) 
 Patients with a history of second or third degree AV block (except in patients with a 

functioning artificial pacemaker) 
 Sick Sinus Syndrome without cardiac pacemaker in place 
 Active bronchospasm 

 
IF SVT FAILS TO CONVERT/ADENOSINE IS CONTRAINDICATED OR  PATIENT HAS HISTORY OF ATRIAL 
DYSRHYTHMIAS  
 CARDIZEM: 

 10mg IV/IO, over 2 minutes 
 If no response in 5 minutes, repeat with 15 mg IV/IO, over 2 

minutes 
 Contraindication: 

 Hypotension 
 Wide complex QRS 
 History of WPW or sick sinus syndrome 
 Heart Blocks 

 Precaution: 
 Use with caution for patients taking beta blockers 
 May cause hypotension, see treatment on following page 

 
Supraventricular Tachycardia 

 

INFORMATION 

 The distinction between Sinus Tachycardia (ST) and Supraventricular Tachycardia (SVT) can be difficult 
at very rapid rates. Utilize the following criteria to assist in determination of Sinus Tachycardia vs SVT: 

 SVT will generally have no discernible P-waves or there may be P-waves just after the QRS   
complex 

 History that favors Sinus Tachycardia (e.g., dehydration, fever, pain, anxiety, physical activity, 
exertional heat stroke, etc.)  

 Vagal maneuvers may gently slow down Sinus Tachycardia but will either not affect SVT OR   
abruptly break the SVT (SVT shouldn't gently terminate). 

 Adult:  
 QRS width < 0.12 (3 small boxes) 
 Rate > 150 beats per minute after Sinus Tachycardia has been ruled out  

 Pediatric: 
 QRS width < 0.09 (2 small boxes) 
 SVT in pediatrics is considered > 180 beats per minute  
 SVT in infants is considered > 220 beats per minute 

Supraventricular Tachycardia 
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CARDIZEM INDUCED HYPOTENSION 
 NORMAL SALINE:  

 1L IV/IO, titrate to desired effect. Assess lung sounds and BP frequently. 
 May repeat 1x prn 
 Precautions - Particular care must be taken in the presence of significant coronary heart         

disease, CHF, and renal failure patients 
 CALCIUM CHLORIDE:  

 500mg IV/IO, over 2 minutes 
 
UNSTABLE (ALTERED MENTAL STATUS WITH HYPOTENSION)  
 DO NOT DELAY CARDIOVERSION TO ESTABLISH IV ACCESS 
 VERSED (consider for sedation): 

 5mg IV/IO/IN 
 May repeat 1x prn 

 SYNCHRONIZED CARDIOVERSION:  
 100j, 200j, 300j, 360j 
 Repeat 360j until successfully converted 
 Contraindication - A-Fib or A-Flutter 
 Precaution - A brief trial of ADENOSINE can be used prior to cardioversion for a diagnostic      

tool if you suspect the underlying rhythm to be A-Fib or A-Flutter 
 

PEDIATRIC 
 Obtain a 12-lead and leave cables connected 
 
STABLE (AAOX4 WITH/WITHOUT AGE APPROPRIATE HYPOTENSION) 
 VAGAL MANEUVERS 
 ADENOSINE:  

 0.1mg/kg rapid IV/IO, with a simultaneous 10mL NORMAL SALINE flush 
 Max single dose 6mg 
 If no change in 1 minute: 

 0.2mg/kg rapid IV/IO, with a simultaneous 10mL NORMAL SALINE flush  
 Max single dose 12mg 

 Print ECG during administration 
 Contraindication -  (See adult) 

 
UNSTABLE (ALTERED MENTAL STATUS WITH AGE HYPOTENSION)  
 VERSED(consider for sedation): 

 0.1mg/kg IV/IO, max single dose 5mg 
 0.2mg/kg IN/IM, max single dose 5mg 
 May repeat 1x prn, max total dose 10mg  

 SYNCHRONIZED CARDIOVERSION:  
 0.5j/kg 
 If not effective, increase to 2j/kg 
 Repeat 2j/kg until successfully converted 
 Contraindication - A-Fib or A-Flutter 

 
Supraventricular Tachycardia 

 

Supraventricular Tachycardia continued... 
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Wide Complex Tachycardia 

 

WCT 

INFORMATION 

Wide Complex Tachycardia 
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ECG FEATURES THAT FAVOR A DIAGNOSIS OF VENTRICULAR TACHYCARDIA (V-TACH): 
 V-TACH has no discernible P waves 
 Precordial concordance: All chest leads point in the same direction (either positive OR negative) 
 Negative Lead V6 
 Backward frontal plane axis:  II, III, and aVF are negative, aVL and aVR are positive 
 Presence of capture beats or fusion beats (sinus beats that interrupt the WCT) 
 Rate usually > 120 beats per minute 
 QRS width > 0.12 (3 small boxes) 
  
 
  
 
 
 
 
 
 
 
 
ADULT 
 Obtain a 12-lead and leave cables connected 
 

STABLE WIDE COMPLEX TACHYCARDIA (WCT) 
 AMIODARONE INFUSION: 

 Dilute: 150mg of AMIODARONE in a 50mL bag of NORMAL SALINE 
 Administer over 10 minutes IV/IO by utilizing a 10 gtt set delivering 50 gtts/min             
 Administer all 150mg, even if the WCT terminates 
 May repeat 1x prn 

 Contraindications: 
 Marked sinus bradycardia 
 Cardiogenic Shock 
 2nd and 3rd Degree Heart Blocks 
 Hypotension 
 QTc > 500 
 

UNSTABLE WCT (ANY AMIODARONE CONTRAINDICATION)  
 DO NOT delay cardioversion to establish IV access 
 VERSED (consider for sedation): 

 5mg IV/IO/IN 
 May repeat 1x prn 

 SYNCHRONIZED CARDIOVERSION:  
 100j, 200j, 300j, 360j 
 Repeat 360j until successfully converted 

 If a WCT converts with cardioversion and later returns to a WCT, use the last successful 
energy setting and increase as needed 

 Contraindications - WCTs that are irregularly-irregular 
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WCT PATIENT’S WHO CONVERT AFTER CARDIOVERSION  
 Immediate 12 lead to rule out any contraindications to AMIODARONE  
 AMIODARONE INFUSION: as noted on the previous page (if not already administered) 

 Only for patient’s who convert after (any of the following): 
 2 cardioversions by Fire Rescue 
 2 or more shocks by their Implantable Cardioverter (ICD) administer  

 DO NOT administer Amiodarone if the patient has already received Amiodarone 
 

PEDIATRIC 
 Pediatrics that have a QRS width ≥ 0.09 (2.25 boxes) 
 Obtain a 12-lead and leave cables connected 
 

STABLE WIDE COMPLEX TACHYCARDIA 
 AMIODARONE INFUSION: 

 Dilute: 5mg/kg of AMIODARONE in a 50 mL bag of NORMAL SALINE, max single dose 150mg 
 Administer over 25 minutes IV/IO by utilizing a 10 gtt set delivering 20 gtts/min               

 May repeat 1x prn 
 Contraindications: 

 Marked sinus bradycardia 
 Cardiogenic Shock 
 2nd and 3rd Degree Heart Blocks 
 Age appropriate hypotension 
 QTc > 500 

 

UNSTABLE WCT (ANY AMIODARONE CONTRAINDICATION)  
 DO NOT delay cardioversion to establish IV access 
 VERSED (consider for sedation): 

 0.1mg/kg IV/IO, max single dose 5mg 
 0.2mg/kg IN/IM, max single dose 5mg 
 May repeat 1x prn, max total dose 10mg  

 SYNCHRONIZED CARDIOVERSION:  
 0.5j/kg 
 If no response, increase to 2j/kg  
 Repeat 2j/kg until successfully converted 

 If a WCT converts with cardioversion and later returns to a WCT, use the last successful 
energy setting and increase as needed 

 Contraindications - WCTs that are irregularly-irregular 
 

PATIENT’S WHO CONVERT AFTER CARDIOVERSION 
 Immediate 12 lead to rule out any contraindications to AMIODARONE  
 AMIODARONE INFUSION: as noted above (if not already administered) 

 Only for patient’s who convert after (any of the following): 
 2 cardioversions by Fire Rescue 
 2 or more shocks by their Implantable Cardioverter (ICD) administer  

 DO NOT administer Amiodarone if the patient has already received Amiodarone 

 
Wide Complex Tachycardia 

Wide Complex Tachycardia continued... 
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       Regular Really Wide Complex Tachycardia 

 

INFORMATION 

ECG FEATURES THAT FAVOR A DIAGNOSIS OF REGULAR REALLY WIDE COMPLEX TACHYCARDIA (RRWCT): 
 RRWCT in adult and pediatric patients has a QRS width ≥ 0.20 (5 small boxes or 1 large box) 
 Rate usually < 120 beats per minute 
 
 
 
 
 
 
 
 
 
 
 
 
ADULT 
 
STABLE REGULAR REALLY WIDE COMPLEX TACHYCARDIA (RRWCT) 
 CALCIUM CHLORIDE: 

 1g IV/IO, over 2 minutes 
 Precaution – DO NOT administer in same IV/IO line as SODIUM BICARBONATE without            

thoroughly flushing 
 SODIUM BICARBONATE: 

 50 mEq, IV/IO, over 2 minutes 
 Precaution – DO NOT administer in same IV /IO line as CALCIUM CHLORIDE without                 

thoroughly flushing 
RRWCT WITH HYPOTENSION SHALL BE TREATED AS UNSTABLE  
 DO NOT delay cardioversion to establish IV access 
 VERSED (consider for sedation): 

 5mg IV/IO/IN 
 May repeat 1x prn 

 SYNCHRONIZED CARDIOVERSION:  
 100j, 200j, 300j, 360j 

 If a WCT converts with cardioversion and later returns to a WCT, use the last successful 
energy setting and increase as needed 

 Contraindications - WCTs that are irregularly-irregular 
 

IF UNSTABLE RRWCT FAILS TO CONVERT AFTER CARDIOVERSION OF 360J 
 CALCIUM CHLORIDE: as noted above 
 SODIUM BICARBONATE: as noted above 
 SYNCHRONIZED CARDIOVERSION:  

 360j every 2 minutes prn 

Regular Really Wide Complex Tachycardia 

RRWCT 
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PEDIATRIC 
 
STABLE REGULAR REALLY WIDE COMPLEX TACHYCARDIA 
 CALCIUM CHLORIDE: 

 20mg/kg IV/IO, over 2 minutes 
 Precaution – DO NOT administer in same IV/IO line as SODIUM BICARBONATE without         

thoroughly flushing 
 SODIUM BICARBONATE: 

 1mEq/kg IV/IO, over 2 minutes, max single dose 50mEq 
 May repeat 2x prn, in 5 minute intervals 
 Precaution – DO NOT administer in same IV /IO line as CALCIUM CHLORIDE without               

thoroughly flushing 
 

UNSTABLE REGULAR REALLY WIDE COMPLEX TACHYCARDIA (AGE APPROPRIATE HYPOTENSION) 
 DO NOT delay cardioversion to establish IV access 
 VERSED (consider for sedation): 

 0.1mg/kg IV/IO, max single dose 5mg 
 0.2mg/kg IN/IM, max single dose 5mg 
 May repeat 1x prn, max total dose 10mg  

 SYNCHRONIZED CARDIOVERSION:  
 0.5j/kg 
 If no response, increase to 2j/kg 

 If a WCT converts with cardioversion and later returns to a WCT, use the last successful 
energy setting and increase as needed 

 Contraindications - WCTs that are irregularly-irregular 
 

IF UNSTABLE RRWCT FAILS TO CONVERT AFTER CARDIOVERSION  
 CALCIUM CHLORIDE: as noted above 
 SODIUM BICARBONATE: as noted above 
 SYNCHRONIZED CARDIOVERSION:  

 2j/kg every 2 minutes prn 
 

 

 
       Regular Really Wide Complex Tachycardia 

Regular Really Wide Complex Tachycardia ctd. 
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ADULT 
 Obtain a 12-lead and leave cables connected 
 
STABLE POLYMORPHIC V-TACH 
 MAGNESIUM SULFATE: 

 Dilute: 2g of Magnesium Sulfate in a 50mL bag of NORMAL SALINE 
 Administer IV/IO utilizing a 60 gtts set, run wide open 

 Contraindication – 2nd and 3rd Degree Heart Blocks 
 Precaution - Rapid infusion may cause hypotension 
 

UNSTABLE POLYMORPHIC V-TACH (HYPOTENSION) 
 DO NOT delay defibrillation to establish IV access 
 VERSED (consider for sedation): 

 5mg IV/IO/IN 
 May repeat 1x prn 

 DEFIBRILLATION:  
 200j, 300j, 360j 

 If a PVT converts with defibrillation and later returns to a PVT, use the last successful 
energy setting and increase as needed 

 
IF UNSTABLE POLYMORPHIC V-TACH CONVERTS AFTER DEFIBRILLATION AND MAGNESIUM SULFATE 
HAS NOT ALREADY BEEN ADMINISTERED 
 MAGNESIUM SULFATE:  

 Dilute: 2g of Magnesium Sulfate in a 50mL bag of NORMAL SALINE 
 Administer over 10 minutes IV/IO by utilizing a 10 gtt set delivering 50 gtts/min    

 Contraindication – 2nd and 3rd Degree Heart Blocks 
 Precaution - Rapid infusion may cause hypotension 

 
Polymorphic Ventricular Tachycardia 

 
INFORMATION 

 Torsades de Pointes is an uncommon form of V-Tach characterized by a changing in amplitude or 
“twisting” of the QRS complexes. 

 Risk factors for Torsades: 
 Congenital long QT syndrome  
 Female gender 
 Renal/Liver failure 
 Medications that cause QT interval prolongation (e.g., anti-dysrhythmics, calcium channel     

blockers, psychiatric drugs, antihistamines) 

Polymorphic V-Tach/ Torsades de Pointes 

Torsades 
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Polymorphic Ventricular Tachycardia 

Polymorphic V-Tach/ Torsades de Pointes 

PEDIATRIC 
 Obtain a 12-lead and leave cables connected 
 
STABLE POLYMORPHIC V-TACH 
 MAGNESIUM SULFATE: 

 Dilute: 40mg/kg in a 50mL bag of NORMAL SALINE 
 Administer over 10 minutes IV/IO by utilizing a 10 gtt set delivering 50 gtts/min  

 Max dose 2g 
 Contraindication – 2nd  and 3rd Degree Heart Blocks 
 Precaution - Rapid infusion may cause hypotension 
 

UNSTABLE POLYMORPHIC V-TACH (AGE APPROPRIATE HYPOTENSION) 
 DO NOT delay defibrillation to establish IV access 
 VERSED (consider for sedation): 

 0.1mg/kg IV/IO, max single dose 5mg 
 0.2mg/kg IN/IM, max single dose 5mg 
 May repeat 1x prn, max total dose 10mg  

 DEFIBRILLATION:  
 2j/kg, 4j/kg 

 If a PVT converts with defibrillation and later returns to a PVT, use the last successful  
energy setting and increase as needed 

 
IF UNSTABLE POLYMORPHIC V-TACH CONVERTS AFTER DEFIBRILLATION AND MAGNESIUM SULFATE HAS 
NOT ALREADY BEEN ADMINISTERED 
 MAGNESIUM SULFATE: 

 Dilute: 40mg/kg in a 50mL bag of NORMAL SALINE 
 Administer over 10 minutes IV/IO by utilizing a 10 gtt set delivering 50 gtts/min  
 Max dose 2g 

 Contraindication – 2nd and 3rd  Degree Heart Blocks 
 Precaution - Rapid infusion may cause hypotension 

Back to Table  
of Contents 

Last Issued/updated: 1/1/2019, 7/22/19 

https://s3.amazonaws.com/tsresources.targetsolutions.com/A04BED33-2D64-C91C-3499-CF68BDC1A181.pdf
https://s3.amazonaws.com/tsresources.targetsolutions.com/388A6F2F-E6AF-4874-0120-3D1679B24599.pdf
https://s3.amazonaws.com/tsresources.targetsolutions.com/A04BED33-2D64-C91C-3499-CF68BDC1A181.pdf
https://s3.amazonaws.com/tsresources.targetsolutions.com/A04BED33-2D64-C91C-3499-CF68BDC1A181.pdf


 

 

ADULT 
 Every effort should be made to contact the patient’s primary caretaker (spouse, guardian etc.) and 

the LVAD coordinator immediately 
 The phone number for LVAD coordinator will be on the device and the equipment carrying 

bag 
 If needed, assist patient (caretaker) in replacing the device’s batteries or cables. 

 Locate patient’s emergency “bag” with backup equipment 
 Take all equipment associated with the LVAD system to the ED 
 Treat Non–LVAD associated conditions in accordance with the appropriate protocol 
 AUSCULTATE: 

 Determine the type of device, assess alarms, auscultate for pump sounds 
 Patients with a properly functioning LVAD may NOT have a detectable pulse, measurable 

blood pressure or accurate oxygen saturation 
 Auscultate chest and upper abdominal quadrants. Continuous humming sound = pump is 

working.  
 Locate the driveline site on the patient’s abdomen 

 DO NOT cause any trauma to the driveline site or wires 
 If there is bleeding at the driveline site, apply direct pressure 

 
HYPOPERFUSION 
 NORMAL SALINE: 

 1L IV/IO, titrate to desired effect. Assess lung sounds and BP frequently. 
 May repeat 1x, prn 
 Precautions - Particular care must be taken in the presence of significant coronary heart   

disease, CHF, and renal failure patients 
 

UNRESPONSIVE PATIENTS 
 ONLY perform chest compressions when the patient’s LVAD is not working and no other options 

exist to restart the LVAD 
 Evaluate unresponsive patients carefully for reversible causes by assessing: 

 A.E.I.O.U.-T.I.P.S. 
 H’s & T’s 

 CHECK BGL 
 CHEST COMPRESSIONS:  

 Position hands to the right of the sternum to avoid LVAD dislodgement 
 Contraindication: 

 DO NOT use the LUCAS Compression Device 
 Precaution - Performing Chest Compressions risks rupturing of the ventricular wall leading  

to fatal hemorrhage 

 

 
Left Ventricular Assist Devices - LVADs 

 

INFORMATION 

 Left Ventricular Assist Devices (LVADs), also known as Heart Pumps, are surgically implanted                 
circulatory support devices designed to assist the pumping action of the heart.  

Left Ventricular Assist Devices - LVADs 
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WARNING 
Be aware of the cables, controller, and batteries when preparing for transport. It may be best to place 

the stretcher straps under the LVAD cables so you are not creating any torque on the device. 

 

TRANSPORT 
 Non-LVAD chief complaints should be transported according to the “Transport Destinations”        

protocol 
 If there are any questions regarding this, contact the Battalion Commander and LVAD        

Coordinator 
 

 LVAD FACILITIES: 
Cleveland Clinic 
2950 Cleveland Clinic Blvd,  
Weston, FL 33331 
954-226-9196 
 
Florida Hospital Transplant Institute 
2415 N. Orange Ave 
Orlando, FL 32804 
407-303-2474, opt 2 
 
Jackson Memorial Hospital 
1120 NW 14th Street, C-205 
Miami, FL 33136-109 
United States 
305-585-2255 pg. #1300 
 
Memorial Regional Hospital 
3501 Johnson Street 
Hollywood, FL 33021 
United States 
954-232-5094 
 
Shands Hospital 
1600 S.W. Archer Rd. 
Gainesville, FL 32608 
United States 
352-265-0497 
Fax - 352-265-0556  
 
Tampa General Hospital 
1 Tampa General Circle 
Tampa, FL 33606 
866-844-8237 

 
Left Ventricular Assist Devices - LVADs 

 

Left Ventricular Assist Devices - LVADs ctd. 
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ADULT & PEDIATRIC 
 

DETERMINATION OF DEATH 
 The Paramedic may determine that the patient is dead/non-salvageable and decide not to                  

resuscitate if:  
 At least 1 of the following conditions is present:  

 Lividity  
 Rigor mortis  
 Tissue decomposition  
 A valid DNRO is presented or discovered  

AND 
 If all of the following are present:  

 Asystole  
 Pupils fixed and dilated  
 Apneic  
 Without hypothermic mechanism for arrest  
 

PRIMARY VS. SECONDARY CARDIAC ARREST 
 Determine if Primary or Secondary cardiac arrest and refer to the age appropriate “Cardiac Arrest”          

algorithm, ( Adult or Pediatric) 
 

 
 
 

 
 
 
 
 

MICCR – MINIMALLY INTERRUPTED CARDIO-CEREBRAL RESUSCITATION 
 Emphasis is placed on minimizing interruptions in compressions to no more than 5 seconds 
 Perform all assignments in Pit Crew fashion and make all efforts to obtain a ROSC prior to leaving the 

scene 
 Once available, apply the LUCAS Compression Device with minimal interruptions to chest compressions 

and set to continuous compressions if applicable. Patient should be placed on the scoop stretcher for 
transport purposes 

 DO NOT turn off the LUCAS Compression Device for defibrillations, or advanced airway procedures  

Primary Arrest:  
 AMI  
 Cardiac arrhythmias   
 Cocaine Overdose 
 Electrocution (Alternating Curren t) 
 Unknown Origin 

Secondary Arrest: 
 ALL PEDIATRICS 
 Hypoxia (e.g., Narcotic OD, FBAO, Hanging) 
 Drowning 
 CHF 
 Lightning Strike (Direct Current) 
 Trauma  
 Cyanide Exposure 
 Third Trimester Pregnancy 

 
Standing Orders 

 

INFORMATION 

 All witnessed cardiac arrest patients must be transported. 
 Exception: Hospice/DNR patients 

 In general, when the scene is safe, all Cardiac Arrests should be worked on scene. 

Standing Orders 
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ADULT & PEDIATRIC (continued) 
 
MEDICATIONS 
 Medications should be delivered as soon as possible after the rhythm check (during compressions) 

and circulated for 2 minutes 
 Follow all IVP medication administrations with: 

 NORMAL SALINE: 
 10 mL flush 

 Search for possible causes and treat accordingly (i.e., H’s & T’s, BGL, etc.) 
 
TERMINATION OF EFFORTS (ADULT ONLY) requires an order from the Medical Director or Online  
Medical Control  
 Consider calling the Medical Director or Online Control for terminating efforts. 
 The Battalion should be on scene and: 

 “Persistent Asystole” for 15 minutes  
 EtCO2 of < 10 mm Hg  
 Patient is normothermic 
 NORMAL SALINE: 

  500 mL has been administered 
 1 DEFIBRILLATION  

 360 joules (can be performed at any time during the arrest) 
 All reversible causes have been addressed 
 All ALS interventions have been completed 
 Social support group is in place for the family if needed. 

 
EtCO2 LEVELS  

During arrest, maintain EtCO2 levels greater than, 10mmHg. If EtCO2 levels are less than 10mmHg,  
increase effectiveness of compressions. Levels of less than 10mmHg have virtually no chance of  
achieving ROSC. An EtCO2 level of approximately 20mmHg is ideal.  

 
Standing Orders 

 

Standing Orders continued... 

H’s 
 Hydrogen Ion (Acidosis):    Ventilation 
 Hyperkalemia (Renal Failure):   Calcium Chloride, Sodium Bicarb, Albuterol 
 Hypoglycemia:    Glucose 
 Hypoxia:     Oxygen & Ventilate 
 Hypovolemia:     Fluid Bolus  
 Hypothermia:     Warming 

T’s 
•Toxins or Tablets (OD):    Opiates (Narcan) 
      Tricyclic Antidepressants (Sodium Bicarb) 
      Calcium Channel Blocker (Calcium Chloride) 
•Tension Pneumothorax:   Bilateral Pleural Decompression 
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Adult Cardiac Arrest  
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ADULT 
 

POST ARREST 
 Patients with a ROSC should be managed in the following order: 

 12 LEAD 
 RATE:  

 UNSTABLE BRADYCARDIA (HYPOTENSIVE) 
 TRANSCUTANEOUS PACING:  

 Initial rate of 60 beats per minute and increase milliamps until capture        
is gained 

 Increase the rate as needed until the patient is hemodynamically stable 
 RHYTHM:   

 Reference specific protocol 
 BLOOD PRESSURE: (Goal is to maintain a SBP of 100 mm Hg) 

 NORMAL SALINE:   
 1L IV/IO, titrate to desired effect. Assess lung sounds and BP frequently. 
 May repeat 1x, prn 
 Precautions - Particular care must be taken in the presence of significant             

coronary heart disease, CHF, and renal failure patients 
 If patient remains hypotensive: 
 PUSH-DOSE PRESSOR EPINEPHRINE (1:100,000): 

 Dilute: Discard 9 mL of Epi 1:10,000 (0.1mg/mL) and draw up 9 mL of NORMAL  
SALINE to create Push-Dose Pressor Epi 1:100,000.  This will yield 10mcg/mL. 

 Administer 1 mL/minute IV/IO, titrate to maintain SBP 100mm Hg 
 May repeat 2x prn, max total dose 300mcg (30 mL)  
 Contraindications - Hypotension secondary to blood loss 
 Precautions: 

 Rapid (1 minute) onset, short (5-10 minute) duration 
 Monitor heart rate and blood pressure throughout administration 

 Apply ICE PACKS to the axilla and groin for patients who remain unresponsive 
 Contraindication– Trauma 

 

 

 
Adult Post Resuscitation  

 

Adult Post Resuscitation 
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POST V-FIB/V-TACH CONSIDERATIONS IF NO IVP AMIODARONE WAS ADMINISTERED AND 2 SHOCKS 
HAVE BEEN DELIVERED 
 AMIODARONE INFUSION: 

 Dilute: 150mg of AMIODARONE in a 50mL bag of NORMAL SALINE 
 Administer over 10 minutes IV/IO by utilizing a 10 gtt set delivering 50 gtts/min          
 Administer all 150mg, even if the WCT terminates 
 May repeat 1x prn 

 Contraindications: 
 Marked sinus bradycardia 
 Cardiogenic Shock 
 2nd and 3rd Degree Heart Blocks 
 Hypotension 
 QTc > 500 
 

POST TORSADES CONSIDERATIONS IF MAGNESIUM SULFATE HAS 
NOT ALREADY BEEN ADMINISTERED 
 MAGNESIUM SULFATE: 

 Dilute: 2g of Magnesium Sulfate in a 50mL bag of NORMAL SALINE 
 Administer over 10 minutes IV/IO by utilizing a 10 gtt set delivering 50 gtts/min          

 Contraindication – 2nd and 3rd Degree Heart Blocks 
 Precaution - Rapid infusion may cause hypotension 

 
 
 
 

 
Adult Post Resuscitation  

Adult Post Resuscitation Continued... 
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Cardiac Arrest (Pediatric) 
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Pediatric Post Resuscitation  
PEDIATRIC 
 

POST ARREST 
 Patients with a ROSC should be managed in the following order: 

 12 LEAD 
 RATE: Reference specific protocol 
 RHYTHM:  Reference specific protocol 
 BLOOD PRESSURE: (Refer to the “Handtevy” system) 

 NORMAL SALINE: 
 20mL/kg IV/IO. Assess lung sounds and BP frequently 
 For newborns and infants 10 mL/kg IV/IO, assess lung sounds and BP frequently 
 May repeat 2x prn, for age appropriate hypotension 

 If patient remains hypotensive: 
 PUSH-DOSE PRESSOR EPINEPHRINE (1:100,000): 

 Dilute: Discard 9 mL of Epi 1:10,000 (0.1mg/mL) and draw up 9 mL of NORMAL 
SALINE to create Push-Dose Pressor Epi 1:100,000.  This will yield 10mcg/mL. 

 Administer 1 mL/minute IV/IO, titrate to maintain age appropriate SBP 
 May repeat 2x prn, max total dose 300mcg (30 mL) 
 Contraindications - Hypotension secondary to blood loss 
 Precaution: 

 DO NOT administer faster than 1mL/minute 
 Push-Dose Pressor Epinephrine has a rapid (1 minute) onset,                     

short (5-10 minute) duration 
 Monitor heart rate and blood pressure throughout administration 

 Apply ICE PACKS to the axilla and groin for patients who remain unresponsive 
 Contraindication– Trauma 

 

POST V-FIB/V-TACH CONSIDERATIONS IF NO IVP AMIODARONE WAS ADMINISTERED AND 2 SHOCKS 
HAVE BEEN DELIVERED 
 AMIODARONE INFUSION: 

 Dilute: 5mg/kg of AMIODARONE in a 50 mL bag of NORMAL SALINE, max single dose 150mg  
 Administer over 25 minutes IV/IO by utilizing a 10gtt set delivering 20 gtts/min                  

 May repeat 1x prn 
 Contraindications: 

 Marked sinus bradycardia 
 Cardiogenic Shock 
 2nd and 3rd Degree Heart Blocks 
 Age appropriate hypotension 
 QTc > 500 
 

POST TORSADES CONSIDERATIONS IF MAGNESIUM SULFATE HAS NOT ALREADY BEEN ADMINISTERED  
 MAGNESIUM SULFATE: 

 Dilute: 40mg/kg in a 50mL bag of NORMAL SALINE 
 Administer over 10 minutes IV/IO by utilizing a 10gtt set delivering 50 gtts/min      

 Max dose 2g 
 Contraindication - 2nd and 3rd  Degree Heart Blocks 
 Precaution - Rapid infusion may cause hypotension 
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ADULT 
 
HYPERKALEMIA 
 CALCIUM CHLORIDE: 

 1g IV/IO  
 Precaution – DO NOT administer in same IV/IO line as SODIUM BICARBONATE without         

thoroughly flushing 
 ALBUTEROL: 

 2.5mg via nebulizer 
 Continuous treatments (if an advanced airway is utilized, administer via in-line          

nebulization) 
 SODIUM BICARBONATE: 

 50 mEq IV/IO  
 Precaution – DO NOT administer in same IV/IO line as CALCIUM CHLORIDE without thoroughly 

flushing 
 
EXCITED DELERIUM 
 SODIUM BICARBONATE:   

 100 mEq IV/IO 
 COLD NORMAL SALINE (if available):   

 1L IV/IO, titrate to desired effect. Assess lung sounds and BP frequently. 
 May repeat 1x, prn 
 Precautions - Particular care must be taken in the presence of significant coronary heart        

disease, CHF, and renal failure patients 
 

THIRD TRIMESTER 
 Manually displace the uterus to the left 
 All third trimester patients in cardiac arrest should be treated as if they are in SECONDARY ARREST 
 Transport to the closest OB hospital 

 Exception: Trauma alerts 
 
 
 
 
 
 
 
 
 
DRUG OVERDOSE 
 Treat all drug overdoses as a SECONDARY ARREST  

 Exception: Cocaine overdose 
 Treat Cocaine overdoses as a PRIMARY ARREST 

 
Special Considerations 

 
INFORMATION 

 The below treatments are in addition to standard therapy. 

Special Considerations 
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 ADULT 
 

CPR INDUCED CONSCIOUSNESS 
 Defined as patients without a spontaneous heartbeat who gain consciousness while receiving CPR 
 VERSED: 

 5mg IN/IM 
 May repeat 1x prn, in 5 minutes 
 Contraindication - Hypotension 
 Precaution - Monitor for respiratory depression 

 
HYPOGLYCEMIA 
  D10:  

 250mL IV/IO, rapid infusion 
 

 
 

 
Special Considerations 

 

Special Considerations Continued... 
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Special Considerations 

 

Special Considerations Continued... 

ADULT & PEDIATRIC 
 
ELECTROCUTION  
 Treat as a PRIMARY ARREST 
 Immediate DEFIBRILLATION as applicable 
 Consider Spinal Motion Restriction 
 Transport patient as a Trauma Alert 
 
LIGHTNING STRIKE  
 Treat as a SECONDARY ARREST 
 Immediate DEFIBRILLATION as applicable 
 Consider Spinal Motion Restriction 
 Transport patient as a Trauma Alert 
 
CYANIDE EXPOSURE 
 Treat as a SECONDARY ARREST 
 Any firefighter who suffers cardiac arrest during or within 6 hours after a fire incident, shall be treated 

for a Cyanide Exposure  
 Refer to the “Cyanide Exposure” protocol, for Cyanokit dosing 

 
HANGING 
 Treat as a SECONDARY ARREST 
 Consider spinal motion restriction 
 Transport to closest facility  
 
DROWNING 
 Treat as a SECONDARY ARREST  
 No drowning victim is to be pronounced dead at the scene if the possibility of hypothermia exists  
 Remove patient’s wet clothes, dry, and cover with blankets 
 Transport patient as a Trauma Alert 
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 Standing Orders 

 
INFORMATION 

 The goal for effectively managing patients with an overdose/poisoning is to: 
 Support the ABCs 
 Terminate seizures 
 Terminate any lethal cardiac arrhythmias  
 Reverse the toxic effects of the poison/medication with a specific antidote  

 The treating paramedic should consider contacting the Florida Poison Control Center at                           
1-800-222-1222 as soon as possible for additional treatment recommendations.  

 Treatment recommendations from Florida Poison Control should be followed. 
 Document the directed treatment and the name of the representative on the ePCR Report. 

 
 
 

Standing Orders 

WARNING 
 

 Use caution when supporting blood pressure with fluids. Many medications depress myocardial  
contractility and heart rate, which predispose the patient to heart failure even with boluses as little 
as 500mL. Assess lung sounds and blood pressure frequently. 

 It may be necessary to limit the amount of fluids the patient receives. 
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ADULT 
 Obtain a 12-lead and leave cables connected 
 
ISOLATED HYPOTENSION 
 NORMAL SALINE:  

 1L IV/IO, titrate to desired effect. Assess lung sounds and BP frequently. 
 May repeat 1x prn 
 Precautions - Particular care must be taken in the presence of significant coronary heart         

disease, CHF, and renal failure patients 
 Refer to the “Bradycardia” protocol, if applicable 
 
PEDIATRIC 
 Obtain a 12-lead and leave cables connected 
 
ISOLATED HYPOTENSION 
 NORMAL SALINE: 

 20 mL/kg IV/IO. Assess lung sounds and BP frequently 
 For newborns and infants 10 mL/kg IV/IO, assess lung sounds and BP frequently 
 May repeat 2x prn for age appropriate hypotension 

 Refer to the “Bradycardia” protocol (pg. 50), if applicable 
 
 

 
Beta Blocker Overdose 

 
INFORMATION 

 Signs & Symptoms: 
 Bradycardia  
 Hypotension 
 Cardiac arrhythmias 
 Hypothermia 
 Hypoglycemia 
 Seizures 

 Follow the appropriate protocol if patient is symptomatic and treatment is not listed below. 

Beta Blocker Overdose 

Common Beta Blockers:  
 Atenolol 
 Carvedilol 
 Metoprolol 
 Propranolol 
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ADULT 
 Obtain a 12-lead and leave cables connected 
 
ISOLATED HYPOTENSION 
 CALCIUM CHLORIDE:  

 1g IV/IO, over 2 minutes  
 NORMAL SALINE: 

 1L IV/IO, titrate to desired effect. Assess lung sounds and BP frequently. 
 May repeat 1x, prn 
 Precautions - Particular care must be taken in the presence of significant coronary heart            

disease, CHF, and renal failure patients 
 
HYPOTENSION WITH BRADYCARDIA OR NON-RESPONSIVE TO ABOVE TREATMENT 
 Refer to the “Bradycardia” protocol (pg. 50), if applicable 
 
PEDIATRIC 
 Obtain a 12-lead and leave cables connected 
 
ISOLATED HYPOTENSION 
 CALCIUM CHLORIDE: 

 20mg/kg IV/IO, over 2 minutes 
 May repeat every 10 minutes until symptoms resolve, max total dose 1g 

 NORMAL SALINE: 
 20 mL/kg IV/IO. Assess lung sounds and BP frequently. 
 For newborns and infants 10 mL/kg IV/IO, assess lung sounds and BP frequently 
 May repeat 2x prn for age appropriate hypotension 
 

HYPOTENSION WITH BRADYCARDIA OR NON-RESPONSIVE TO ABOVE TREATMENT 
 Refer to the “Bradycardia” protocol (pg. 50), if applicable 

 
 

 
Calcium Channel Blocker Overdose 

 
INFORMATION 

 Signs & Symptoms: 
 Hypotension 
 Syncope 
 Seizure 
 AMS 
 Non-Cardiogenic Pulmonary Edema 
 Bradycardia  

 Follow the appropriate protocol if patient is symptomatic and treatment is not listed below. 

Calcium Channel Blocker Overdose 

Common Calcium Channel Blockers:  
 Norvasc 
 Cardizem 
 Cardene  
 Procardia 
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ADULT 
 Obtain a 12-lead and leave cables connected 
 
PATIENTS PRESENTING WITH STABLE SVT, WCT, CHEST PAIN, HTN, OR SEIZURES 
 VERSED: 

 5mg IV/IO/IN/IM 
 May repeat 1x prn, in 5 minutes 
 Contraindication - Hypotension 
 Precaution - Monitor for respiratory depression 

 Follow appropriate protocol if: 
 Above treatment is unsuccessful  

OR 
 If the patient has an unstable cardiac arrhythmia 

 
PEDIATRIC 
 Obtain a 12-lead and leave cables connected 
 VERSED: 

 0.1 mg/kg IV/IO, max single dose 5mg 
 0.2 mg/kg IN/IM, max single dose of 5mg 
 May repeat either route 1x prn 
 Contraindication-Hypotension 
 Precaution - Monitor for respiratory depression 

 
 

 
Cocaine Overdose 

 
INFORMATION 

 Signs & Symptoms: 
 Tachycardia 
 Supraventricular and ventricular cardiac arrhythmias 
 Chest pain/STEMI 
 HTN 
 Seizures 
 Excited delirium 
 Hyperthermia 

 Follow the appropriate protocol if patient is symptomatic and treatment is not listed below. 

Cocaine Overdose 
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Narcotic Overdose 

 

Narcotic Overdose 

Common Narcotics: 
 Fentanyl 
 Codeine 
 Dilaudid 
 Heroin 
 Methadone 
 Lorcet 
 Vicodin  
 Oxycontin 
 Lortab 
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 Coma 
 Seizures 
 Cardiac arrhythmia 
 Acidosis 

ADULT 
 Obtain a 12-lead and leave cables connected 
 
FOR PATIENT WITH A QRS COMPLEX > 0.10 SECONDS (2.5 SMALL BOXES) 
 SODIUM BICARBONATE 8.4%: 

 50 mEq IV/IO, over 2 minutes 
 May repeat 2x prn, in 5 minute intervals 
 Precautions - Discontinue treatment when QRS complexes are < 0.10 seconds (2.5 small boxes) 

 
ISOLATED HYPOTENSION 
 NORMAL SALINE:  

 1L IV/IO, titrate to desired effect. Assess lung sounds and BP frequently. 
 May repeat 1x, prn 
 Precautions - Particular care must be taken in the presence of significant coronary heart         

disease, CHF, and renal failure patients 

 
TCA Overdose 

Common TCA:  
 Amitriptyline 
 Desipramine 
 Doxepin 

 
INFORMATION 

Signs & Symptoms: 
 Mad as a hatter 
 Red as a beet 
 Hot as hell 
 Dry as a bone 
 Blind as a bat 
 

 
 Follow the appropriate protocol if patient is symptomatic and treatment is not listed below. 

Tricyclic Antidepressant (TCA) Overdose 

PEDIATRIC 
 Obtain a 12-lead and leave cables connected 
 
FOR PATIENT WITH A QRS COMPLEX > 0.08 SECONDS (2 SMALL BOXES)  
 SODIUM BICARBONATE 8.4%:  

 1mEq/kg IV/IO, over 2 minutes, max single dose 50 mEq 
 May repeat 2x prn, in 5 minute intervals, max total dose 150 mEq 
 Precautions - Discontinue treatment when QRS complexes are < 0.08 seconds (2 small boxes) 

ISOLATED HYPOTENSION 
 NORMAL SALINE: 

 20 mL/kg IV/IO. Assess lung sounds and BP frequently 
 For newborns and infants 10 mL/kg IV/IO, assess lung sounds and BP frequently 
 May repeat 2x prn, for age appropriate hypotension 

WARNING 
TCAs cause death primarily through lethal cardiac arrhythmias. Wide QRS complexes are an ominous 

sign and must be treated with SODIUM BICARBONATE immediately. 
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 Chemical Restraint 

 

INFORMATION 

 Restrained patients shall NOT be placed in a prone position. 
 Chemical restraint may be used in addition to physical restraint for the following: 

 VIOLENT/COMBATIVE PATIENTS are Violent, agitated patients who place themselves and/or 
crew in danger 

 DELIRIUM WITH AGITATED BEHAVIOR PATIENTS  
 Some of the causes of delirium with agitated behavior are as follows, but not limited to:  

Overdose on stimulant or hallucinogenic drugs, Drug withdrawal, Non-medicated psy-
chiatric     patients, Heat trauma, Diabetic emergency,  

 Patients may display Bizarre, aggressive behavior which may be associated with the use 
of cocaine (crack), PCP (angel dust), bath salts, Flakka, methamphetamines and           
amphetamines 

 Mentally, the subject is unable to focus and process any rational thought or focus his/
her attention to any one thing. Physically, the organs within the subject are functioning 
at such an excited rate that they begin to shut down. These two factors occurring at the 
same time cause a person to act erratically enough that they become a danger to them-
selves and to the public.  

 Some of the symptoms of delirium with agitated behavior are as follows, but not limited 
to:  Bizarre or aggressive behavior, Dilated pupils , High body temperature , Incoherent 
speech, Inconsistent breathing patterns, Fear and panic,  Profuse sweating, shivering, or 
hyperthermia ,  High-risk situation of sudden death, Naked. 

Chemical / Physical Restraints 

ADULT  
 Law enforcement must first gain physical control of the patient 
 Communicate in a calm and nonthreatening manner. 
 Offer your assistance to the patient. 
 Carefully document the rationale for the use of restraints.  
 
VIOLENT/COMBATIVE/DELIRIUM WITH AGITATED BEHAVIOR  
 VERSED: 

 5mg IV/IO/IN/IM 
 May repeat 1x prn, in 5 minutes  
 Contraindication - Hypotension 
 Precaution - Monitor for respiratory depression 

Or 
 Haloperidol: 

 5 mg IM  
 Diphenhydramine (Benadryl)  

 50 mg IM or SLOW IV. If administering Benadryl IV dilute in 9mL of normal saline of normal sa-
line 

 
 Initiate cardiac/capnography monitoring. 
 Treat dysrhythmias per specific protocol  
 Expedite transport to closest appropriate facility. 
 
RAPID COOLING FOR A TEMPERATURE OF > 103 DEGREES F 
 Apply ice packs to axilla and groin area 
 SODIUM BICARBONATE: 50 mEq, IV/IO, over 2 minutes 
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Chemical Restraint 

 

Chemical Restraint continued….  

Pediatric 
 Law enforcement must first gain physical control of the patient 
 
VIOLENT/COMBATIVE/DELIRIUM WITH AGITATED BEHAVIOR  
 VERSED: 

 0.1 mg/kg IV/IO, max single dose 5mg 
 0.2 mg/kg IN/IM, max single dose of 5mg 
 May repeat either route 1x prn in 5 minutes  
 Contraindication - Hypotension 
 Precaution - Monitor for respiratory depression 

Or 
 Haloperidol: 

 0.1mg/kg (max 5 mg)  
 Diphenhydramine (Benadryl)  

 1mg/kg (max 50 mg) IM. 
 

 Initiate cardiac/capnography monitoring. 
 Treat dysrhythmias per specific protocol  
 Expedite transport to closest appropriate facility. 
 
RAPID COOLING FOR A TEMPERATURE OF > 103 DEGREES F 
 Apply ice packs to axilla and groin area 
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 Pain 

 

INFORMATION 

Patients should be asked to quantify their pain on an analog pain scale (from 0 = least severe to 10 = most 
severe). This number should be documented before and after each therapy and used to measure the  
effectiveness of analgesia.  
 
This guideline is indicated for patients who are experiencing pain regardless of transport interval  
 

 

Pain Management 

ADULT  
 The patient/extremity should be placed in a position of comfort if not contraindicated.  
 The extremity should be elevated and immobilized if not contraindicated.  
 An ice/cool pack should be applied if applicable.  
 Verbal reassurance to control anxiety 
 
MINOR/MODERATE PAIN MANAGEMENT 
 ACETAMINOPHEN:  

 15 mg/kg PO/IV (max dose 1 gram).  
 Contraindications: 

 PO if patient likely to require surgery  
 Pregnancy and/or in active labor 
 Patients with a history of liver disease.  
 Patients with a history of alcohol abuse 
 Patients with a history of chronic renal disease 
 Patients who are taking Warfarin (Coumadin) 
 Patients who consumed acetaminophen or products containing acetaminophen in the 

last eight hours or three grams in the last 24 hours.  
 

MODERATE/SEVERE PAIN MANAGEMENT 
 FENTANYL:  

 100mcg IV/IO/IN/IM  
 May repeat 1x prn, in 5 minute intervals 

 Contraindication - Pregnancy near term (32 weeks or greater) or in active labor 
 Precaution: 

 History of opiate abuse or drug seeking behavior 
 Monitor patient for respiratory depression 
 Discontinue if patient becomes drowsy 
 Can be reversed with NARCAN if necessary 
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 Pain Management 

 

Pain Management continued….  

PEDIATRIC 
 The patient/extremity should be placed in a position of comfort if not contraindicated.  
 The extremity should be elevated and immobilized if not contraindicated.  
 An ice/cool pack should be applied if applicable.  
 Verbal reassurance to control anxiety 
 
MINOR/MODERATE PAIN MANAGEMENT 
 ACETAMINOPHEN:  

 15 mg/kg PO/IV (max dose 1 gram) 
 Contraindications: 

 PO if patient likely to require surgery 
 Pregnancy and/or in active labor 
 Patients with a history of liver disease 
 Patients with a history of alcohol abuse 
 Patients with a history of chronic renal disease 
 Patients who are taking Warfarin (Coumadin) 
 Patients who consumed acetaminophen or products containing acetaminophen in the 

last 8 hours or three grams in the last 24 hours 
 Patients less than 6 months of age 
 

MODERATE/SEVERE PAIN MANAGEMENT 
 FENTANYL: 

 1mcg/kg IV/IO, over 2 minutes  
 1.5mcg/kg IN/IM 
 Max single dose 100mcg 
 May repeat 1x prn, in 5 minutes, max total dose 200mcg 
 Contraindications: 

 Patients less than 6 months of age  
 Pregnancy near term (32 weeks or greater) or in active labor 

 Precautions: 
 Monitor patient for respiratory depression 
 Discontinue if patient becomes drowsy 
 Can be reversed with NARCAN if necessary 
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 Decompression Sickness 

 
INFORMATION 

 Signs & Symptoms  
 Stroke-like symptoms 
 Visual disturbances 
 AMS 
 Paralysis or weakness 
 Numbness/tingling 
 Bowel/bladder dysfunction  

 Any patient with these signs & symptoms who has used SCUBA gear or compressed air within a 
      48-hour period shall be considered a decompression sickness patient. 
 Transport the patient to the closest emergency department or trauma center with a helipad. 
 Consider the availability of a Hyperbaric Chamber. 
 Contact DAN (Diver Alert Network) at (919) 684-4326 for medical consultation as needed. 

 Treatment recommendations from DAN (Diver Alert Network) should be followed. 
 Document the treatment and the name of the representative on the ePCR Report. 

 Try to obtain an accurate history of the dive: 
 Depth of dives 
 Air mixture type in tanks 
 Number of dives 
 Interval between dives  

 All dive equipment must be brought to the hospital. 

Decompression Sickness 

ADULT & PEDIATRIC 
 POSITIONING: 

 Transport patient in a supine position 
 For cardiac arrhythmias, refer to appropriate protocol 
 Rule out a tension pneumothorax 
 OXYGEN  

 15 LPM via NRB regardless of SpO2  
 NORMAL SALINE: 

 Adult: 
 500mL IV/IO, regardless of the blood pressure 

 Pediatric:  
 10mL/kg IV/IO, regardless of the blood pressure, max dose 250mL 
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 Non-Fatal Drowning 

 

INFORMATION 

 Consider spinal motion restriction in the presence of trauma (e.g., diving, rough surf, vehicle 
accident with subsequent submersion, etc.). 

Non-Fatal Drowning 

ADULT & PEDIATRIC 
NON-FATAL DROWNING 
 All non-fatal drowning patients MUST BE TRANSPORTED to the hospital 
 For cardiac arrhythmias, refer to appropriate protocol 
 CPAP - (10 cm H2O) for pulmonary edema secondary to near drowning:  

 Contraindications:  
 SBP < 90 mm Hg 
 Patients without spontaneous respirations 
 Patients with a decreased LOC (lethargic) 
 Patients < 30 kg  

 

IF PATIENT IS HYPOTENSIVE WITH CLEAR LUNG SOUNDS 
 NORMAL SALINE:  

 Adult:  
 1L IV/IO, titrate to desired effect. Assess lung sounds and BP frequently. 
 May repeat 1x, prn 
 Precautions - Particular care must be taken in the presence of significant coronary heart 

disease, CHF, and renal failure patients 
 Pediatric:  

 20mL/kg IV/IO, assess lung sounds and BP frequently 
 May repeat 2x prn, for age appropriate hypotension 

 

IF PATIENT IS HYPOTENSIVE WITH PULMONARY EDEMA 
 PUSH-DOSE PRESSOR EPINEPHRINE (1:100,000): 

 Adult: 
 Dilute: Discard 9 mL of Epi 1:10,000 (0.1mg/mL) and draw up 9 mL of NORMAL SALINE  

to create Push-Dose Pressor Epi 1:100,000.  This will yield 10mcg/mL. 
 Administer 1 mL/minute IV/IO, titrate to maintain SBP 100mm Hg 

 May repeat 2x prn, max total dose 300mcg (30 mL)  
 Contraindications - Hypotension secondary to blood loss 
 Precautions: 

 Rapid (1 minute) onset, short (5-10 minute) duration 
 Monitor heart rate and blood pressure throughout administration 

 Pediatric: 
 Dilute: Discard 9 mL of Epi 1:10,000 (0.1mg/mL) and draw up 9 mL of NORMAL SALINE  

to create Push-Dose Pressor Epi 1:100,000.  This will yield 10mcg/mL. 
 Administer 1 mL/minute IV/IO, titrate to maintain age appropriate SBP 

 May repeat 2x prn, max total dose 300mcg (30 mL) 
 Contraindications - Hypotension secondary to blood loss 
 Precaution: 

 DO NOT administer faster than 1mL/minute 
 Push-Dose Pressor Epinephrine has a rapid (1 minute) onset, short (5-10 minute)        

duration 
 Monitor heart rate and blood pressure throughout administration 
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 Heat Emergencies 

 

When treating heat stroke: 

“COOL FIRST, TRANSPORT SECOND” 

INFORMATION 

Heat Emergencies 

ADULT & PEDIATRIC 
 
ALL HEAT EMERGENCIES 
 Move patient into the back of the rescue as soon as possible. Decrease the air-conditioning            

temperature in the patient compartment. 
 Obtain a temperature 
 Remove excessive clothing 
 Provide oral hydration (preferably water) if available and patient is able to swallow and follow      

commands 
 
HEAT CRAMPS & HEAT EXHAUSTION  
 NORMAL SALINE: 

 Adult:  
 1L IV/IO, titrate to desired effect. Assess lung sounds and BP frequently. 
 May repeat 1x, prn 
 Precautions - Particular care must be taken in the presence of significant coronary 

heart disease, CHF, and renal failure patients 
 Pediatric:  

 20mL/kg IV/IO, assess lung sounds and BP frequently 
 May repeat 2x prn, for age appropriate hypotension 

 
HEAT STROKE WITH TEMPERATURE OF > 103 DEGREES F OR ALTERED MENTAL STATUS 
 Apply ICE PACKS to axilla and groin area.  
 NORMAL SALINE: (COLD NORMAL SALINE preferred, if available) 

 Adult:  
 1L IV/IO, titrate to desired effect. Assess lung sounds and BP frequently. 
 May repeat 1x, prn 
 Precautions - Particular care must be taken in the presence of significant coronary 

heart disease, CHF, and renal failure patients 
 Pediatric:  

 20mL/kg IV/IO, assess lung sounds and BP frequently 
 For newborns and infants 10 mL/kg IV/IO, assess lung sounds and BP frequently 
 May repeat 2x prn, for age appropriate hypotension 

  

 Signs & Symptoms of heat stroke include any of the following:  
 AMS 
 Seizures  
 Hypotension  
 Sweating may be absent 
 

 Patients with a heat-related illness associated with an altered mental status should be considered to 
have heat stroke once all the other possibilities for the AMS have been ruled out (hypoglycemia, 
drugs/alcohol, trauma, etc.). 
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ADULT & PEDIATRIC 
 
 Apply rainbow sensor and obtain SpCO readings 
 OXYGEN: 

 15 LPM via NRB regardless of SpO2, unless the patient requires ventilatory support 
 

IF SPCO IS > 20% OR  PATIENT PRESENTS WITH ANY OF THE FOLLOWING SYMPTOMS 
 Headache 
 Nausea/Vomiting 
 Dizziness 
 Altered Mental Status 
 Chest pain 
 Dyspnea 
 Visual Disturbances  
 Seizures  
 Syncope 

 Transport the patient to the closest emergency department or trauma center with a helipad. 

 Carbon Monoxide Exposure 

 
INFORMATION 

 Carbon Monoxide (CO) properties: 
 Chemical asphyxiant 
 Colorless 
 Odorless  
 Tasteless   
 Slightly less dense than air 
 Toxic to humans when encountered in concentrations above 35 parts per million (ppm) 
 Lower doses of CO can also be harmful due to a cumulative effect 

 Patients exposed to carbon monoxide (smoke inhalation, etc.) require a full head to toe patient            
examination including SpCO monitoring with the rainbow sensor  

 All rescuing crew members shall wear their SCBA if the patient is in a hazardous environment. 
 Consider Cyanide Exposure. 

 Refer to the “Cyanide Exposure” protocol if applicable 
  

Carbon Monoxide Exposure 

WARNING 

 Patients with CO exposures can have normal pulse oximetry readings and still 
be hypoxic.  

 Strong consideration for hyperbaric treatment should be given to all pediatric 
and obstetrical patients with confirmed CO exposures due to their higher    
susceptibility to the effects of CO exposures regardless of SpCO level or   
symptoms. 
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ADULT & PEDIATRIC 
 
CONFIRMED OR SUSPECTED CYANIDE EXPOSURE 
 OXYGEN:  

 15 LPM via NRB regardless of SpO2, unless the patient requires ventilatory support 
 CYANOKIT: 

 Adult:  
 Preparation: 

 Reconstitute 5g vial by adding 200 mL of NORMAL SALINE to the vial by using 
the transfer spike. 

 With the vial in the upright position, fill to the “fill line” 
 Mix the solution by rocking or rotating the vial for 30 seconds. DO NOT SHAKE 
 Use vented IV tubing and infuse as indicated below 

 5g IV/IO, infused over 10-15 minutes 
 5gtts/sec (broken infusion stream) 
 May repeat 1x prn. 
 The Cyanokit should be administered through a separate/dedicated IV/IO line 

 Pediatric:  
 Preparation and dosing - Refer to “Handtevy” system 
 May repeat 1x prn 
 The Cyanokit should be administered through a separate/dedicated IV/IO line 
 

 Transport the patient to the closest emergency department or trauma center with a helipad. 

 Cyanide Exposure 

 
INFORMATION 

Signs & Symptoms: 
 AMS 
 Pupil Dilation  
 General Weakness 
 Confusion 
 Bizarre behavior 
 Excessive sleepiness 
 
 Cyanide exposures may result from inhalation, ingestion or absorption from various cyanide           

containing compounds, including exposure to fire or smoke in an enclosed space. 
 Direct cyanide exposure (non-smoke inhalation) is a Hazardous Materials Incident. 
 Consider Carbon Monoxide Exposure. 

 Refer to the “Carbon Monoxide Exposure” protocol (pg. 99), if applicable 
 

 Coma 
 Shortness of breath 
 Headache 
 Dizziness 
 Seizures 

Cyanide Exposure 
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ADULT & PEDIATRIC 
 
Nerve Agent & Insecticide Poisioning 
 Administer DuoDote(s)  

 For early symptoms (severe rhinorrhea or mild to moderate dyspnea): administer one 
 DuoDote. 
 If no improvement in patient’s status in 10 minutes, administer another DuoDote . 
 For severe respiratory distress, coma, or seizures: administer three DuoDotes auto-injectors . 

 Note: 
 If risk of exposure from fumes is high, call for a hazardous materials team. PPE (usually Level 

A) with SCBA must be worn in the hazardous area. PPE with a minimum of Level C protection 
must be worn for treatment outside the hazardous area. 

 The endpoint for treatment is manifested by patient improvement with clear lung sounds. 
 Directions: 

1. Tear open the plastic pouch at any of the notches. Remove the DuoDote® auto-injector from 
its protective pouch. 

2. Place the DuoDote® in your dominant hand. Firmly grasp the center of the DuoDote® with the 
green tip (needle end) pointing down. 

3. With your other hand, remove the gray safety release. The DuoDote® auto-injector is now 
ready to be administered. 

4. The injection site is the mid-outer thigh area. The DuoDote® can inject through clothing.  
However, make sure pockets at the injection site are empty. 

5. Swing and firmly push the green tip against the mid-outer thigh; it should be at a 90 degree 
angle to the thigh. Continue to firmly push until you feel the DuoDote® trigger and begin in-
jecting the antidote. IMPORTANT: After the auto-injector triggers, hold the DuoDote® in place 
against the injection site for approximately 10 seconds. 

6. Remove the DuoDote® from the thigh and look at the green tip. If the needle is visible, the 
drug has been administered. If the needle is not visible, check to be sure the grey safety     
release has been removed and repeat the previous steps beginning with Step 4, but push 
harder in Step 5. 

7. After the drug has been administered, dispose of the unit in a biohazard puncture-resistant 
container. If biohazard container is not available push the needle against a hard surface to 
bend the needle back against the auto-injector. 

8. Reassess the patient, immediately move yourself and the patient away from the                  
contaminated area and seek definitive care for the patient. 

 Nerve Agent & Insecticide Exposure 

 
INFORMATION: The DuoDote® contains 2.1mg of atropine and 600 mg of Pralidoxime Chloride  

 SIGNS AND SYMPTOMS 
 Exposure may produce the classic SLUDGE syndrome (excessive Salivation, Lacrimation, Urina-

tion, Diarrhea, Gastrointestinal distress, and Emesis).  
 The patient will have constricted pupils (miosis, which may last as long as 2 months) with in-

halation or skin exposure.  
 Ingestion may or may not cause miosis. However, stimulation of nicotinic receptors will pro-

duce tachycardia, muscle paralysis (apnea), muscle twitching/fasciculation, and seizures. 
•     Do not induce vomiting or give Furosemide (Lasix®) or Morphine. 

Nerve Agent & Insecticide Exposure 
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ADULT & PEDIATRIC 
 
 The following conditions should be managed as soon as they are discovered: 

 M-Massive hemorrhage  
 A-Airway control 
 R-Respiratory Support 
 C-Circulation  
 H-Head Injury/Hypothermia 
 

 Unless otherwise noted, IV fluids should be given for a SBP < 90 mm Hg and should be given at a 
rate (boluses) necessary to maintain peripheral pulses (which is typically a SBP of 80-90 mm Hg). 

 
 
 
 
 

Trauma Standing Orders 

INFORMATION 
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Trauma Arrest Standing Orders 

 
ADULT & PEDIATRIC 
 
DETERMINATION OF DEATH 
 Resuscitation should NOT be attempted for trauma patients that have ALL 3 of the following      

presumptive signs of death present: 
 Apneic 
 Asystole  
 Fixed and dilated pupils    
 OR   
 Injuries incompatible with life (e.g., decapitation, massive crush injury, incineration, etc.) 
 

SPECIAL CONSIDERATIONS 
 PEA: 

 Defined as an organized rhythm greater than 20 bpm. Anything less is considered asystole 
and should be treated as such. 

 PENETRATING CHEST TRAUMA: 
 Bilateral needle decompression may be performed in an attempt to achieve ROSC 
 Resuscitation efforts DO NOT need to be started if the patient did not regain a pulses        

immediately following the bilateral needle decompression 
 TRANSPORT: 

 If air transport is not available and ground transport is greater than 40 minutes, it is            
acceptable to transport to the nearest ED 

 
 

Trauma Arrest Standing Orders 
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START Triage  
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JumpSTART Triage 1-8 years old 
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 Trauma Criteria (Adult) 
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Level 2—Paramedic Judgement / Anticoagulant/Antiplatelets   

 

ADULT & PEDIATRIC 
 

 
Grey Criteria 
 Patients who do not meet “Trauma Alert” criteria, but meet one (1) or more of the following  criteria 

may be at risk for significant injury.  

 Special consideration should be given to them, including bypassing a local hospital via air transport or 
ground transport to the nearest Trauma Center.  

 This Level 2—Paramedic Judgement criteria includes: 

· Sustained Heart Rate of > 110 beats/min  

· Persistent tachypnea >30 respirations/min  

· Systolic BP value is less than the pulse rate (Shock Index >1). (Shock Index=Pulse / Sys BP) 

· Systolic BP value less than 110. 

· Head injury with loss of consciousness, amnesia or new altered mental status 

· Significant soft tissue injury including de-gloving injury or large wound.  

· Any penetrating injury  

· Any suspected long bone fracture or large joint dislocation 

· Any ejection,  partial ejection or fall from a moving vehicle; including bicycle or animal 

· Death or other “Trauma Alert” patient in the vehicle 

· Intrusion into vehicle  

· Any fall with a persistent complaint of pain  

· Any blunt trauma with: persistent complaint of pain, or on blood thinners, or history of bleeding 
disorder or 65 years of older 

· End stage renal disease or dialysis 

· Paramedic judgment in any case that is not covered in these criteria; many of the criteria may re-
quire paramedic judgment 

 If there is any question the Battalion should be consulted and if still uncertain, then contact the Trauma 
Center or the Medical Director 

 Any of the above criteria can be overridden by the Battalion and/or Medical Control   

 
Anticoagulant/Antiplatelets CONSIDERATIONS 

·All medications within the anticoagulant and antiplatelet classes should be included excluding  ASPIRIN. 
Paramedic judgement is an option if the Paramedic attending to the patient has reason to   believe any 
patient requires a Trauma consultation.  

 

Level 2—Paramedic Judgement / Anticoagulant/Antiplatelets   
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Burn Injuries 

 

INFORMATION 

ADULT & PEDIATRIC 
 

 Stop the burning process by irrigating with copious amounts of room temperature water or            
NORMAL SALINE for 2 minutes. Never apply ice directly to burns. 

 Determine Total Body Surface Area (TBSA) percentage of the burn 
 DO NOT attempt to remove tar, clothing, etc., if adhered to the skin 
 Remove jewelry and watches from burned area 
 Consider Pain Management Protocol 
 DO NOT use IM route for medication administration 
 Consider Carbon Monoxide and Cyanide Exposure 
 
1st & 2nd DEGREE BURNS < 15% TBSA or 3rd DEGREE BURNS < 5% TBSA 
 Apply a dry sterile dressing 
 
2nd DEGREE BURNS > 15% TBSA or 3rd DEGREE BURNS > 5% TBSA 
 Apply a dry sterile burn sheet 
  NORMAL SALINE: 

 Adult: 
 500mL IV/IO, regardless of the blood pressure 

 Pediatric:  
 10mL/kg IV/IO, regardless of the blood pressure, max dose 250mL 
 

ELECTRICAL BURNS 
 Treat associated burns as indicated. 
 If patient is in cardiac arrest, follow appropriate protocol. 
 
CHEMICAL BURNS 
 Irrigate liquid chemical burns with copious amounts of water or sterile saline. Brush off dry chemicals 

prior to irrigation. 
 Remove patient’s clothing and ensure that the patient is decontaminated prior to transport, in order 

to avoid contaminating personnel and equipment. Personnel shall wear protective clothing and/or   
respiratory protection as needed when removing chemicals. 

Burn Injuries  

 Advanced airway procedures shall be considered for patients with respiratory involvement               
(i.e., hoarse voice, singed nasal hairs, carbonaceous sputum in the nose or mouth, stridor or facial 
burns).  

 
FIRST DEGREE BURNS 

 Involves only the epidermis and are characterized as red and painful 
 
SECOND DEGREE BURNS 

 Involves the epidermis and varying portions of the underlying dermis with blistering 
 
THIRD DEGREE BURNS 

 Involves deep tissue damage and will appear as thick, dry, white, leathery burns (regardless of 
race or skin color) 
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Burn Injuries 

 ADULT & PEDIATRIC 
 

Burn Injuries continued….  

Child Adult 

Infant 

Palm and fingers 

of patient  

= 1% TBSA 
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Chest Trauma  

 
INFORMATION 

ADULT & PEDIATRIC 
 
PENETRATING OBJECTS 
 Stabilize with a bulky dressing 
 
FLAIL CHEST 
 Stabilize with a bulky dressing. 
 
OPEN PNEUMOTHORAX (SUCKING CHEST WOUND) 
 Apply a vented chest seal or occlusive dressing to all open chest wounds and monitor for signs &     

symptoms of a tension pneumothorax 
  Apply on expiration if possible 

 
TENSION PNEUMOTHORAX 
 Needle decompression should be performed when ALL of the following findings are present: 

 Respiratory distress or difficulty ventilating with a BVM 
 Decreased or absent breath sounds to the affected side  
 Decompensated shock (SBP < 90 mm Hg) 

 Primary site: 
 2nd or 3rd intercostal space, midclavicular line 

 
 Secondary site: 

 5th intercostal space of the midaxillary line 
 
 
 
 
 
 
 

Chest Trauma  

FLAIL CHEST 
 Occurs when 2 or more adjacent ribs are fractured 
 

OPEN PNEUMOTHORAX (SUCKING CHEST WOUND) 
 Occurs when air enters the pleural space, causing the lung to collapse 

 
TENSION PNEUMOTHORAX 

 Occurs when air continues to enter the pleural space without an exit or release, causing an       
increase in intrathoracic pressure  

 Intrathoracic pressure decreases cardiac output and gas exchange. 
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 Head Injuries 

 
INFORMATION 

ADULT & PEDIATRIC 
 
ALL HEAD INJURIES 
 OXYGEN: 

 15 LPM via NRB regardless of SpO2, unless the patient requires ventilatory support 
 NORMAL SALINE:  

 Adult: (only enough to maintain SBP of 110-120) 
 1L IV/IO, titrate to desired effect. Assess lung sounds and BP frequently. 
 May repeat 1x, prn 
 Precautions - Particular care must be taken in the presence of significant coronary 

heart disease, CHF, and renal failure patients 
 Pediatric: (only enough to maintain an age appropriate SBP within normal range. Refer to  

 “Handtevy” system) 
 20mL/kg IV/IO, assess lung sounds and BP frequently  
 For newborns and infants 10 mL/kg IV/IO, assess lung sounds and BP frequently 
 May repeat 2x prn for age appropriate hypotension 

 
DEPRESSED OR OPEN SKULL FRACTURE 
 Pressure dressings should not be applied to depressed or open skull fractures unless there is           

significant hemorrhage present, as this can cause an increase in ICP 
 
ICP/HERNIATION 
 POSITIONING:  

 30o head elevation 
 Maintain EtCO2 between 30-35 mm Hg and SpO2 > 90% while continuously monitoring BP 

Head Injuries  

 Patients with a depressed Level of Consciousness may be unable to protect their airway. 
 Adequate oxygenation of the injured brain is critical to preventing secondary injury.  
 Consider Advanced Airway Management.  

 Especially for patients with a GCS of < 9 
 If patient becomes combative refer to the “Chemical Restraint” protocol  
INTRACRANIAL PRESSURE/HERNIATION SIGNS INCLUDE: 

 A decline in the GCS of 2 or more points 
 Development of a sluggish or nonreactive pupil 
 Paralysis or weakness on 1 side of the body 
 Cushing’s Triad:  

 A widening pulse pressure (increasing systolic, decreasing diastolic)  
 Change in respiratory pattern (irregular respirations) 
 Bradycardia 

WARNING 
A SINGLE INSTANCE OF HYPOTENSION OR HYPOXIA (SpO2 < 90%) IN PATIENTS WITH A BRAIN INJURY 

MAY INCREASE THE MORTALITY RATE BY 150%. 
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 Open Fracture 

 

ADULT   
 Gross contamination, such as leaves or gravel, should be removed if possible 
 Cover open fractures with a moist sterile dressing 
 Fractures should be splinted in the position found 

 Exception: No pulse present OR the patient cannot be transported due to the extremity’s   
unusual position 

 2 attempts can be made to place the injured extremity in a normal anatomical position.  
 Discontinue attempts if the patient complains of severe pain or if there is resistance to 

movement felt 
 Reassess neurovascular status before and after repositioning of patient’s extremity 

 

PEDIATRIC 
 Gross contamination, such as leaves or gravel, should be removed if possible 
 Cover open fractures with a moist sterile dressing 
 Fractures should be splinted in the position found 

 Exception: No pulse present OR the patient cannot be transported due to the extremity’s    
unusual position 

 2 attempts can be made to place the injured extremity in a normal anatomical position  
 Discontinue attempts if the patient complains of severe pain or if there is resistance to 

movement felt 
 Reassess neurovascular status before and after repositioning of patient’s extremity 

 

Open Fracture  
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 Hemorrhagic Shock 

 
INFORMATION 

ADULT & PEDIATRIC 
 

 Maintain body temperature with blankets and consider increasing the temperature in the patient 
compartment 

 Control all major external bleeding 
 Establish bilateral vascular access, utilizing largest catheter size possible 
 NORMAL SALINE: (only enough to maintain peripheral pulses) 

 Adult:  
 1L IV/IO, titrate to desired effect. Assess lung sounds and BP frequently. 
 May repeat 1x, prn 
 Precautions - Particular care must be taken in the presence of significant coronary 

heart disease, CHF, and renal failure patients 
 Pediatric:  

 20 mL/kg IV/IO. Assess lung sounds and BP frequently. 
 For newborns and infants 10 mL/kg IV/IO, assess lung sounds and BP frequently 
 May repeat 2x prn, for age appropriate hypotension 

 
 

 

Hemorrhagic Shock  

COMPENSATED SHOCK 
 Anxiety 
 Agitation  
 Restlessness  
 Normotensive  
 Capillary refill normal to delayed 
 Tachycardia  

DECOMPENSATED SHOCK 
 Decreased LOC 
 Hypotension 
 Peripheral cyanosis  
 Delayed capillary refill 
 Inequality of central/distal pulses 
 Tachycardia  
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 Neurogenic Shock 

 
INFORMATION 

ADULT 
 Maintain body temperature with blankets and consider increasing the temperature in the patient  

compartment 
 NORMAL SALINE:  

 1L IV/IO, titrate to desired effect. Assess lung sounds and BP frequently. 
 May repeat 1x, prn 
 Precautions - Particular care must be taken in the presence of significant coronary heart        

disease, CHF, and renal failure patients 
 

IF PATIENT REMAINS HYPOTENSIVE 
 PUSH-DOSE PRESSOR EPINEPHRINE (1:100,000): 

 Dilute: Discard 9 mL of Epi 1:10,000 (0.1mg/mL) and draw up 9 mL of NORMAL SALINE to      
create Push-Dose Pressor Epi 1:100,000.  This will yield 10mcg/mL. 

 Administer 1 mL/minute IV/IO, titrate to maintain SBP 100mm Hg 
 May repeat 2x prn, max total dose 300mcg (30 mL)  
 Contraindications - Hypotension secondary to blood loss 
 Precautions: 

 Rapid (1 minute) onset, short (5-10 minute) duration 
 Monitor heart rate and blood pressure throughout administration 

 
PEDIATRIC 
 Maintain body temperature with blankets and consider increasing the temperature in the patient   

compartment 
 NORMAL SALINE: 

 20mL/kg IV/IO, assess lung sounds and BP frequently 
 For newborns and infants 10 mL/kg IV/IO, assess lung sounds and BP frequently 
 May repeat 2x prn, for age appropriate hypotension 

IF PATIENT REMAINS HYPOTENSIVE 
 PUSH-DOSE PRESSOR EPINEPHRINE (1:100,000): 

 Dilute: Discard 9 mL of Epi 1:10,000 (0.1mg/mL) and draw up 9 mL of NORMAL SALINE to      
create Push-Dose Pressor Epi 1:100,000.  This will yield 10mcg/mL. 

 Administer 1 mL/minute IV/IO, titrate to maintain age appropriate SBP 
 May repeat 2x prn, max total dose 300mcg (30 mL) 
 Contraindications - Hypotension secondary to blood loss 
 Precaution: 

 DO NOT administer faster than 1mL/minute 
 Push-Dose Pressor Epinephrine has a rapid (1 minute) onset, short (5-10 minute)        

duration 
 Monitor heart rate and blood pressure throughout administration 

Neurogenic Shock  

Signs & Symptoms: 
 Warm/Dry skin (especially below the area of the injury) 
 Hypotension with a heart rate within normal limits 
 Paralysis 
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ADULT 
 Assess for vaginal bleeding and a rigid abdomen 

 In the third trimester, this could indicate an abruptio placenta or a ruptured uterus 
 POSITIONING: 

 Pregnant patients not requiring spinal motion restriction shall be transported on their left side 
 If a pregnant patient requires spinal motion restriction, place 4-6 inches of padding under the 

patient’s right side while maintaining normal anatomical alignment 
 
ALL THIRD TRIMESTER PREGNANCY TRAUMA PATIENTS 
 OXYGEN 

 15 LPM via NRB regardless of SpO2, unless the patient requires ventilatory support 
 

IF HYPOTENSIVE 
 Establish bilateral vascular access, utilizing largest catheter size possible  
 NORMAL SALINE (only enough to maintain peripheral pulses):  

 1L IV/IO, titrate to desired effect. Assess lung sounds and BP frequently. 
 May repeat 1x, prn 
 Precautions - Particular care must be taken in the presence of significant coronary heart          

disease, CHF, and renal failure patients 
 

 

 Trauma in Pregnancy 

 
INFORMATION 

Trauma in Pregnancy  

PHYSIOLOGICAL CHANGES DURING PREGNANCY 
 Due to the following physiological changes in pregnancy, it is often difficult to assess for shock: 

 Mother’s heart rate increases.  
 By the third trimester, the HR can be 15-20 beats per minute above normal. 
 Both the systolic and diastolic blood pressures drop 5-15 mm Hg during the second trimester. 
 The mother’s cardiac output and blood volume increases.   

 Therefore, the pregnant patient may lose 30-35% of her blood volume before the signs 
& symptoms of shock become apparent. 

 Supine hypotension usually occurs in the third trimester. 
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ADULT 
 Perform initial assessment 
 POSITIONING: 

 Transport patients in their third trimester and not in active labor on their left side 
 

IF WATER HAS BROKE 
 Document: 

 Time  
 Color of fluid 
 

IF BLOOD PRESENT  
 Document: 

 Time  
 Volume 
 

IF CROWNING 
 Prepare for a field delivery 
  DO NOT delay transport to the closest appropriate hospital 
 
FOCUSED HISTORY 
 Obtain: 

 Number of previous pregnancies (GRAVIDA) 
 Number of previous viable births (PARA) 
 Documented multiple births? 
 Gestational Diabetes? 
 Narcotic use? 
 Due date? 
 Frequency and length of contractions? 
 Feeling of having to push or have a bowel movement? 
 

 
 

 
Standing Orders 

Standing Orders 

INFORMATION 

 Obstetrical patients are defined as gestation > 20 weeks. 
PHYSIOLOGICAL CHANGES DURING PREGNANCY 

 Mother’s heart rate increases.  
 By the third trimester, the HR can be 15-20 beats per minute above normal. 
 Both the systolic and diastolic blood pressures drop 5-15 mm Hg during the second trimester. 
 The mother’s cardiac output and blood volume increases.   

 Therefore, the pregnant patient may lose 30-35% of her blood volume before the    
signs & symptoms of shock become apparent. 

 Supine hypotension usually occurs in the third trimester. 
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ADULT 
 Assess and treat for shock 
 Rapidly transport to any approved OB or GYN facility 
 
FOR ACTIVE BLEEDING 
 Loosely place trauma pads over the vagina in an effort to stop the flow of blood 
 DO NOT pack the vagina 
 
IF HYPOTENSIVE 
 NORMAL SALINE:  

 1L IV/IO, titrate to desired effect. Assess lung sounds and BP frequently. 
 May repeat 1x, prn 
 Precautions - Particular care must be taken in the presence of significant coronary heart         

disease, CHF, and renal failure patients 

 
1st & 2nd Trimester Complications  

 
INFORMATION 

1st TRIMESTER  
 Weeks 1 - 12 of the pregnancy 

 
2nd TRIMESTER 

 Weeks 13 - 27 of the pregnancy 
 
ECTOPIC PREGNANCY (usually first trimester) 

 Signs & Symptoms:  
 Sudden onset of severe lower abdominal pain  
 Vaginal bleeding 
 Amenorrhea (absence of menstruation) 
 Referred pain to the left shoulder 
 Cullen's Sign (periumbilical ecchymosis)  
 Grey Turner’s sign (ecchymosis of the flanks) 
 Abdominal distention and tenderness 

 
SPONTANEOUS ABORTION (usually before 20 weeks of gestation) 

 Signs & Symptoms:  
 Abdominal cramping 
 Vaginal bleeding  
 Passage of tissue or fetus 

1st & 2nd Trimester Complications  
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ADULT 
 Assess and treat for shock 
 If in cardiac arrest refer to the “Cardiac Arrest Special Considerations” protocol (pg. 75) 
 POSITIONING: 

 During transport, place 4-6 inches of padding under the patient’s right side while maintaining 
normal anatomical alignment 

 
FOR ACTIVE BLEEDING 
 Loosely place trauma pads over the vagina in an effort to stop the flow of blood 
 DO NOT pack the vagina 

 
IF HYPOTENSIVE 
 NORMAL SALINE:  

 1L IV/IO, titrate to desired effect. Assess lung sounds and BP frequently. 
 May repeat 1x, prn 
 Precautions - Particular care must be taken in the presence of significant coronary heart         

disease, CHF, and renal failure patients 

 
3rd Trimester Complications  

 

3rd Trimester Complications  

INFORMATION 

THIRD TRIMESTER 
 Weeks 28 - delivery 

PLACENTA ABRUPTIO 
 Signs & Symptoms: 

 Sudden onset of severe abdominal pain and tenderness 
 Painful uterine contractions 
 Vaginal bleeding with dark red blood 
 Patient may present in shock 

PLACENTA PREVIA 
 Signs & Symptoms: 

 Painless vaginal bleeding (bright red blood) 
UTERINE RUPTURE 

 Signs & Symptoms: 
 Sudden, intense abdominal pain  
 Vaginal bleeding 
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ADULT 
 Check blood glucose level 
 

SEVERE PRE-ECLAMPSIA (NOT IN ACTIVE LABOR) 
 MAGNESIUM SULFATE:  

 Dilute: 2g of Magnesium Sulfate in a 50mL bag of NORMAL SALINE 
 Administer over 10 minutes IV/IO by utilizing a 10 gtt set delivering 50 gtts/min           

 MUST repeat 1x  
 Contraindication – 2nd and 3rd Degree Heart Blocks 
 Precaution - Rapid infusion may cause hypotension 

 

ECLAMPSIA 
 VERSED: 

 5mg IV/IO/IN/IM 
 May repeat 1x prn, in 5 minutes if seizure reoccurs or does not subside 
 Contraindication-Hypotension 
 Precaution-Monitor for respiratory depression 

 MAGNESIUM SULFATE:  
 Dilute: 4g of Magnesium Sulfate in a 50mL bag of NORMAL SALINE 

 Administer IV/IO utilizing a 60 gtt set, run wide open 
 Contraindication – 2nd and 3rd Degree Heart Blocks 
 Precaution - Rapid infusion may cause hypotension 

 
 
IF UNABLE TO ESTABLISH VASCULAR ACCESS  

 MAGNESIUM SULFATE:  
 4g IM (8 mL total)  
 4 mL per injection site max. This will require 2 injection sites  
 Contraindication – 2nd and 3rd Degree Heart Blocks 
 Precaution - Rapid infusion may cause hypotension 

 
Pre-Eclampsia/Eclampsia 

 

INFORMATION 

SEVERE PRE-ECLAMPSIA 
 A rare pregnancy complication characterized by high blood pressure that usually begins after  

20 weeks of pregnancy.  
 Signs & Symptoms: 

 HTN (SBP > 160 mm Hg  OR  a DBP of > 110 mm Hg) with any of the following: 
 AMS 
 Visual disturbances 
 Headache 
 Pulmonary edema 

ECLAMPSIA 
 Signs & Symptoms: 

 Any of the severe pre-eclampsia signs & symptoms associated with: 
 Seizures OR Coma 

 Either condition can occur for up to 30 days postpartum. 

Pre-Eclampsia/Eclampsia 

OR 
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NEONATE 
 
MECONIUM STAINING 
 If upon delivery of the head there is meconium staining present: 

 Use a bulb syringe to clear secretions from the mouth and then nose before delivery of the 
shoulders 

 Meconium aspirators are rarely needed, however consideration for usage may be given in     
patients whose airway is obstructed by meconium that cannot be cleared by simpler methods 

 
Meconium Staining 

 
INFORMATION 

 Meconium will appear as a yellow to dark green substance that may be noted in the amniotic fluid,   
coming from the vagina or covering the neonate’s head. 

Meconium Staining 
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ADULT 
 
NORMAL DELIVERY 
 POSITIONING: 

 Place patient on her back with knees flexed and feet flat on the floor 
 Control delivery of the head, with gentle perineal pressure 
 DO NOT apply manual pressure to the uterine fundus prior to the birth of the child  
 DO NOT pull or push on the neonate 
 DO NOT allow sudden hyperextension of the neonate’s head 
 Once the head delivers: 

 Suction the mouth and then the nose 
 Support the neonate’s head as it rotates to align with the shoulders, gently guide the          

neonate’s head downward to deliver the anterior shoulder 
 Once the anterior shoulder delivers, gently guide the neonate’s head upward to deliver the 

posterior shoulder and the rest of the body 
 
UPON DELIVERY OF THE NEONATE 
 Dry, warm, and stimulate the neonate 
 Keep the neonate at the same level of the placenta 
 Once the umbilical cord stops pulsating (usually 3-5 minutes): 

 Clamp the cord in the following fashion: 
 Place the first clamp 4” away from the neonate’s body 
 Milk the cord away from the neonate and towards the 

mother (this will minimize splatter) 
 Place the second clamp 2” away from the first, towards the mother 
 Cut the cord between the 2 clamps 

 Place the neonate on the mother’s chest, skin-to-skin, and cover with a dry blanket 
 Record and encode an APGAR score at 1 and 5 minutes and document the delivery time 
 Apply firm continuous pressure, manually massaging the uterine fundus after the placenta delivers 
 Preserve the placenta in the bag provided with the OB Kit or a “Red Bio-Hazard bag” for inspection 

by the receiving hospital 

 
Normal Delivery 

 

Normal Delivery 
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ADULT 
 
BREECH BIRTH (FEET OR BUTTOCKS PRESENTATION) 
 If the head does not deliver within 3 minutes of the body: 

 Elevate the mother’s hips (knee to chest position) 
 Insert a gloved hand into the vagina 
 Push the vaginal wall away from the neonate’s nose and mouth 

 Expedite transport while maintaining the knee to chest position and the neonate’s airway 
 OXYGEN 

 Administer blow-by OXYGEN to the neonate 
 

 
Delivery Complications 

 

Delivery Complications 

SHOULDER DYSTOCIA (DIFFICULTY IN DELIVERING THE SHOULDERS) 
MCROBERT’S PROCEDURE: 

 Hyperflex the mother’s legs tightly to her abdomen 
 It may be necessary to apply suprapubic pressure (mother’s lower abdomen) 
 Gently pull on the neonate’s head 
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NUCHAL CORD 
 Check for the presence of a nuchal cord after delivery of the head 
 If the cord is around the neck: 

 Gently hook your finger under the loop 
 Pull it over the neonates head 
 You may have to repeat this if there is more than 1 

loop present 
 If you are unable to free the cord:  

 Clamp the cord in 2 places 
 Cut the cord between the clamps 

 
PROLAPSED UMBILICAL CORD 
POSITIONING: 

 Place mother in the knee to chest position 
 Manually displace the uterus to the left 
 Insert a gloved hand into the vagina 

 Push the neonate up and away from the umbilical cord regardless if there is a pulse present or 
not 

 Maintain this position during transport 
 Frequently reassess the umbilical cord for the presence of a pulse, as contractions are likely to        

compress the umbilical cord 
 Wrap the exposed cord in a moist sterile dressing 
 Expedite transport to closest OB facility 

 
Delivery Complications 

Delivery Complications Continued... 

Manual displacement of the uterus 
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Agitated or Violent Patient/Behavioral Emergency  
Anaphylaxis and Allergic Reaction  
Altered Mental Status  
*Back Pain  
End-of-Life Care/Palliative Care  
Hyperglycemia  
Hypoglycemia  
Nausea-Vomiting  
Pain Management  
Seizures  
Shock  
*Sickle Cell Pain Crisis  

Resuscitation  
Cardiac Arrest (VF/VT/Asystole/PEA)  
Adult Post-ROSC (Return of Spontaneous Circulation) Care  
Determination of Death/Withholding Resuscitative Efforts  
Do Not Resuscitate Status/Advance Directives/Healthcare Power of Attorney (POA) Status 
Termination of Resuscitative Efforts 

Pediatric-Specific Guidelines   
Brief Resolved Unexplained Event (BRUE)  
Pediatric Respiratory Distress (Bronchiolitis)  
Pediatric Respiratory Distress (Croup)  
Neonatal Resuscitation 

OB/GYN   
Childbirth  
Eclampsia/Pre-Eclampsia  
Obstetrical and Gynecological Conditions  
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Respiratory  
Airway Management  
Bronchospasm (due to Asthma and Obstructive Lung Disease)  
Pulmonary Edema  

Trauma  
General Trauma Management  
*Blast Injuries  
Burns  
*Crush Injury  
Extremity Trauma/External Hemorrhage Management  
*Facial/Dental Trauma  
Head Injury  
*High Threat Considerations/Active Shooter Scenario  
Spinal Care  

Toxins and Environmental  
Poisoning/Overdose Universal Care  
Acetylcholinesterase Inhibitors (Carbamates, Nerve Agents, Organophosphates) Exposure 
*Radiation Exposure  
Topical Chemical Burn  
Stimulant Poisoning/Overdose  
Cyanide Exposure  
Beta Blocker Poisoning/Overdose  
Bites and Envenomation  
Calcium Channel Blocker Poisoning/Overdose  
Carbon Monoxide/Smoke Inhalation  
Opioid Poisoning/Overdose  
Airway Respiratory Irritants  
Riot Control Agents  
Hyperthermia/Heat Exposure  
*Hypothermia/Cold Exposure  
Drowning  
Dive (SCUBA) Injury/Accidents  
*Altitude Illness  
Conducted Electrical Weapon Injury (e.g. TASER®)  
Electrical Injuries  
Lightning/Lightning Strike Injury 

APPENDICES   
I. Author, Reviewer and Staff Information  
II. Public Review Comment Contributors  
III. Universal Documentation Guideline  
IV. Medications  
V. Approved Abbreviations  
VI. Burn and Burn Fluid Charts  
VII. Neurologic Status Assessment 
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