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Introduction 
 

The following protocols have been developed and approved by the Madison Emergency Physicians (MEP) EMS Medical Directors 
after reviewing evidence-based guidelines, local treatment protocols, and the best practices of EMS systems recognized as leaders 
of the nation.  Care will be provided in accordance with DHS 110 and with applicable laws, rules, regulations, and these medical 
guidelines. These protocols define the standard of care for EMS providers working under the medical direction of MEP EMS Medical 
Directors and delineate the expected practice, actions, and procedures to be followed.    

No protocol can account for every clinical scenario encountered, and the MEP EMS Medical Directors recognize that in rare 
circumstances deviation from these protocols may be necessary and in a patient’s best interest. Variance from protocol should 
always be done with the patient’s best interest in mind and backed by documented clinical reasoning and judgment. Whenever 
possible, prior approval by direct verbal order from on-line medical control (OLMC) is preferred. Additionally, all variance from 
protocol should be documented and submitted for review by agency Medical Director in a timely fashion.   

The right is reserved by the MEP EMS Medical Directors to amend, revoke, or add to any of the following protocols or methods of 
operations as circumstances for the good of the service may require.  

A General Approach Protocol and Guidelines are included to reduce the need for extensive reiteration of basic assessment and 
other considerations in every guideline. If a patient does not fit under a clear protocol or guideline, a provider is expected to utilize 
their best clinical judgement in coordination with assistance from OLMC as necessary to determine appropriate patient care and 
destination.  

Definition of a patient 
Our goal is to ensure the provision of appropriate medical care for every patient, regardless of presenting problem or medical 
condition. Any person requesting EMS service shall receive a professional evaluation, treatment, and transportation as necessary in 
a systematic, orderly fashion regardless of the chief complaint, medical condition, or ability to pay.  
 
An adult for whom EMS has responded who denies illness or injury, presents with no signs of symptoms of illness or injury, has a 
minimal or absent mechanism of injury, and appears competent to decline EMS services, may be considered NOT to be an EMS 
patient. However, this individual should be treated like a patient in terms of documentation, to the degree the EMS provider can 
complete, including information pertaining to how the EMS provider determined that the patient was NOT requiring further EMS 
evaluation. EMS Provider discretion may override the above criteria at any time in favor of a complete assessment and care. A 
minimal exam can be performed quite passively: skin signs (especially color and moisture), movement or ambulatory status, 
appropriate responses to questions – all can be observed from across the room. If indeed there is a medical problem that 
progresses, observations made by the initial responders can help with an eventual diagnosis and further need for care, even if no 
treatment or interventions were done during the first interaction. For patients who did not seek medical attention and decline any 
medical evaluation (e.g. on the scene of a multi patient MVC), reasonable efforts should be made to document, as above, for all 
persons the EMS providers interacted with.  
 
Patient Confidentiality 
The patient-physician relationship, the patient-registered nurse relationship, and the patient-EMS Provider relationship are 
recognized as privileged. This means that the physician, nurse, or EMS provider may not testify as to confidential communications 
unless:  

• The patient consents. 
• The disclosure is allowable by law (such as Medical Board or Nursing Board proceedings, or criminal or civil litigation in 

which the patient's medical condition is in issue).  
The EMS provider must keep the patient's medical information confidential. The patient likely has an expectation of privacy, and 
trusts that personal, medical information will not be disclosed by medical personnel to any person not directly involved in the 
patient's medical treatment.  

• Exceptions 
o The patient is not entitled to confidentiality of information that does not pertain to the medical treatment, 

medical condition, or is unnecessary for diagnosis or treatment. 
o The patient is not entitled to confidentiality for disclosures made publicly. 
o The patient is not entitled to confidentiality with regard to evidence of a crime. 



 

  

Introduction 
 
Additional Considerations:  

• Any disclosure of medical information should not be made unless necessary for the treatment, evaluation or diagnosis of 
the patient. 

• Any disclosures made by any person, medical personnel, the patient, or law enforcement should be treated as limited 
disclosures and not authorizing further disclosures to any other person. 

• Any discussions of prehospital care by and between the receiving hospital, the crewmembers in attendance, or at in-
services or audits are done strictly for educational or performance improvement purposes. Further disclosures are not 
authorized. 

• Radio communications should not include disclosure of patient names or other identifying information. 
 
Mandatory Reporting 

• EMS Providers are required by law to report any suspected abuse or neglect or threatened abuse or neglect to a child seen 
in the course of their professional duties. Anyone who suspects a child is being maltreated may make such a referral. 
Persons making reports in good faith are immune from criminal or civil liability.  

• If you suspect an elder adult or adult at risk has experienced, is currently experiencing, or is at risk of experiencing abuse, 
neglect, self-neglect, or financial exploitation, an EMS provider is also required to report to appropriate county-based 
agency.   

• In the instance that a child or elderly patient has a life or limb threatening condition AND the caregivers are refusing 
evaluations, law enforcement must be contacted and the patient should be transported to the closest appropriate 
emergency department as soon as possible. CONTACT OLMC for assistance as needed.  
 

Language Considerations 
Communication is a key to a thorough evaluation of the patient’s condition and determining necessary treatment. Interpretation 
services are available through the dispatch center for EMS personnel to contact in the event of a language barrier. 
 
Pediatric Protocols  
For the purposes of these clinical care protocols, pediatric patients are those who are verified to be <12 years of age or NOT showing 
signs of puberty, except where identified in a specific protocol or for major traumatic injuries, then pediatrics refers to <18 years of 
age. Considerations of patient age and size have been interwoven in the guidelines throughout the document. When caring for 
pediatric patients, consider use of the Broslow-Luten® weight/length-based system to determine medication dosages and 
equipment sizes. 
 

 
 

These protocols will be reviewed on a regular basis with updates as appropriate and necessary, anticipated at minimimum every two 
years. The MEP EMS Medical Directors welcome feedback and thoughts on how we can continue to support optimal and effective 

evidence-based care that is operational feasible and understandable to our EMS Providers in the field. 
 

In accordance with Wisconsin Statute 256 and Chapter 110 of the Wisconsin Administrative Code, effective January 1, 2020, the 
following medical treatment protocols are authorized by all of the MEP EMS Medical Directors. Changes to these protocols can be 

made only with authorization of the specific agency’s Medical Director. 
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GUIDELINES FOR USE OF PROTOCOLS 
 
The major sections are color-coded to allow for rapid identification and are organized as follows:  

 
Within each protocol, if viewing protocol in an electronic version, it will be possible to link directly to a referenced guideline, 
protocol, medication, or procedure by clicking on the hyperlink.   Each of these links will be color coordinated to match the above 
color-coded sections. If CONTACT OLMC is recommended or required, it will be listed in red.  

Guidelines are listed in black  
Protocols are listed in purple 
Procedures are listed in green 
Medications are listed in blue 

 
 
INCLUSION and EXCLUSION criteria are listed to help 
best determine appropriate protocols to follow for each 
patient presentation. 

 
Other protocols to consider should guide the EMS 
Provider to think about protocols that would develop a 
broader differential diagnosis or protocols that may 
need to be referenced to facilitate optimal care of a 
patient. 
 
Protocols are separated by level: EMR (gray), EMT 
(orange), AEMT (yellow), and paramedic (light blue). 
Each subsequent level is responsible for ALL care 
performed by lower levels within each protocol. While 
each step in a protocol generally builds on others as the 
EMS Provider moves through a protocol, it may often be 
necessary to perform some tasks simultaneously or out 
of sequence as dictated by clinical needs. 
 
Every protocol begins with the General Approach 
protocol which is meant to facilitate a standard 
approach to every patient encounter and reduce the 
need for reiteration of basic assessment and other 
considerations in every protocol. This should be 
followed for every patient encounter. 
 
A notes section may be present at the end of a protocol 
or in separate boxes to provide key information that 
may be critical to supporting decision making within a 
protocol.  
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GUIDELINES FOR USE OF PROTOCOLS 
Medications 

• Medication names, dosages, and routes of administration are listed for each medication within the protocols. 
• Initial dose listed refers to adult dose and is sometimes given as a range to allow for EMS Provider discretion regarding need 

to initiate treatment with lower or higher doses pending a patient’s age, frailty, prior exposure to medication, or current 
clinical status. A weight-based dose is then provided and should be utilized for pediatric patients, with the max dose 
allowed being the adult dose. Recognize there may occasionally be different doses listed for varying routes of 
administration.  

• In anticipation of potential drug shortage or ordering issues, occasionally multiple types of a drug class may be listed. If this 
is the case, the preferred medication of choice to carry is listed first. Refer to Medications Summary for required and 
preferred medications to carry, if no shortages exist.  

• It is critical to have thorough understanding of indications, contraindications, side effects, and potential interactions of any 
medication you may administer. Most commonly applicable information is provided in the medication summary pages at 
the end of this document, but it should be noted that this section is not meant to provide comprehensive pharmacologic 
information for each medication. Utilization of other, more detailed references are necessary to ensure adequate 
knowledge base and comprehension of pharmacology.  

• Pregnancy Categories are included on each individual medication page 
o A: Generally acceptable. Controlled studies in pregnant women show no evidence of fetal risk. 
o B: May be acceptable. Either animal studies show no risk but human studies not available or animal studies 

showed minor risks and human studies done and showed no risk. 
o C: Use with caution if benefits outweigh risks. Animal studies show risk and human studies not available or neither 

animal nor human studies done. 
o D: Use in LIFE-THREATENING emergencies when no safer drug available. Positive evidence of human fetal risk. 
o X: Do not use in pregnancy. Risks involved outweigh potential benefits. Safer alternatives exist. 

 
Procedures 

• Details regarding specific procedures are not outlined within the protocols. Rather, step by step guidelines for how to 
perform a procedure are included in the procedure section. Referenced procedures are identified by green text within the 
individual protocols.  

• At the top of each procedure page is a list of indications that should guide a provider to utilize this procedure, as well as 
contraindications to utilization of the specific procedure.  

• Protocols that reference specific procedure are listed alphabetically.  
• Procedures (or parts of procedures) that are within each level’s scope is detailed on the left hand side of the page, in similar 

format to the protocols. Just like the protocols, each subsequent level is responsible for ALL care performed by lower levels 
within each procedure. 

• Procedure section is meant to provide a “how to” resource for crew members and is not meant to replace education, 
training, and manufacturers guidelines. If at any time, there is concern or conflict on how to proceed on a procedure, please 
CONTACT OLMC or supervising officer as appropriate.   

 
 
If at any time, a near miss, an error, or deviation from protocol is identified, crew members should report the issue or concerns to 
their supervising officer, director or chief as soon as possible. The medical director should be notified within 24 hours.  
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GUIDELINES 

 

Abandoned Infant 
Communications 
Consent for Care and Transport 
Destination Determination 
Do Not Resuscitate (DNR) 
Emergency Interfacility Transfers 
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Lights and Sirens Use 
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Personal Protective Equipment 
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Persons with EMS Care Plans 
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ABANDONED INFANT 

 

OBJECTIVE:  To provide a guideline to EMS personnel that is following WI Statute 48.195. This statute relates to the right a parent 
has in relinquishing a child that is less than 72 hours old and has not been abused. 
 
BACKGROUND:  
Taking a child into custody 

• WI Statute 48.195 allows a parent to anonymously relinquish custody of a child that is 72 hours old or younger to a law 
enforcement officer, emergency medical technician (EMT), or hospital staff member and does not express any intent to 
return for the child. � 

• This can be accomplished by:  
o Bringing the child to any place where these personnel are located or � 
o Calling “911” and relinquishing custody on arrival of a law enforcement officer or EMT. � 

• Upon receipt of a child, any action necessary to protect the health and safety of the child shall be taken. The child then 
needs to be delivered to an intake worker within 24 hours. � 

Anonymity and Confidentiality  
• A parent who relinquishes custody and any person who assists the parent has the right to remain anonymous. � 
• This shall not affect the way the recipient performs his or her duties. � 
• No person may induce or coerce a parent or person assisting a parent into revealing his or her identity, unless the person 

has reasonable cause to suspect that the child has been the victim of abuse or neglect. � 
• No person shall pursue a parent or person assisting a parent unless the person has reasonable cause to suspect that the 

child has been the victim of abuse or neglect. � 
• No officer, employee, or agent of this state or of a political subdivision of this state may attempt to locate or ascertain the 

identity of a parent who relinquishes custody of a child. � 
• Any information obtained related to the relinquishment of the child shall be kept confidential. Information may be provided 

to specific agencies or persons as listed in Act 2. � 
Information for Parents �

• The recipient of the child shall make available to the parent the maternal and child health toll-free telephone number (1-
800-722-2295). The parent may refuse this number.  

Immunity from Liability  
• The parent or person assisting the parent is:  

o Immune from any civil or criminal liability � 
o Has the right to leave at any time � 
o The right not to accept any information and � 
o Immunity from prosecution. � 

• Any law officer, EMT or hospital staff who take a child into custody are immune from any civil or criminal liability for any 
good faith actions or omission occurring solely in connection with the act of receiving custody of the child. This person is 
not immune for any act or omission occurring in subsequently providing care for the child. � 

Medical Assistance Eligibility: A child taken into custody is presumed to be eligible for medical assistance. 
 
Procedure:  

• Accept the child. � 
• Initiate treatment of any life-threatening conditions. � 
• Attempt to verify that custody of the child is being relinquished. � 
• Provide the parent or person assisting the parent with the maternal and child health toll-free telephone number. This 

person has the right to refuse acceptance of this. � 
• Do not attempt to induce or coerce an identity from this person unless abuse is suspected. � 
• Do no attempt to pursue this person unless abuse is suspected. � 
• Provide medical care to child as appropriate. � 
• Transport child to the Emergency Department. � 
• Document appropriately on a Patient Care Record.�� 
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COMMUNICATIONS 

 

OBJECTIVE:  To provide guidelines for clear communication between EMS providers and receiving facilities or on-line medical control 

(OLMC).  

 

BACKGROUND:  
Effective communication is key to providing the best patient care possible. Proactive contact with a receiving facility provides the 

opportunity to collect personnel, resources, and equipment that may be needed to care for critically ill or injured patients, and 

thereby improve patient survival. Not every clinical scenario can be accounted for in standing guidelines and protocols and 

communication with OLMC can facilitate continued care of the patient.  

 

Procedure:  
Communication with receiving facility prior to delivery of patient 

• Begin each transmission with the agency name, unit number and wait for acknowledgement from the receiving facility.  

• Consider early notification of STEMI, Stroke, or Trauma followed by more detailed report once en route 

• Provide a clear, concise report that includes the following 

o Patient’s age and chief complaint or EMS Provider’s primary impression 

o Details related to primary impression/complaint that are pertinent to ER preparation 
§ Mechanism of injury / nature of illness 
§ Treatments provided and patient response 
§ Current vital signs (comment on previous abnormal vital signs if applicable) 
§ Any special needs that require pre-planning (security, fall-risk, etc.) 

o Approximate ETA 

• Consider utilization of triage categories and colors as outlined in Appendix: Radio Report Triage Colors 

 

Contacting on-line medical control 

• Contact on-line medical control for orders if: 

o EMS Provider is unable to determine appropriate guideline or protocol to utilize  

o Circumstance require deviation from appropriate guideline or protocol 

o CONTACT OLMC is indicated in specific guideline or protocol 

o EMS Provider discretion for advice, order, or further discussion of a case in real time 

• Follow above outline for communication with receiving facility or designated on-line medical control facility 

• If requesting orders/interventions, specify this first and request to speak to physician 

• Once order is received, repeat order back with details including ordered intervention, medication, doses, method of 

administration, and authorizing physician’s name to confirm appropriate orders have been received. 

• Once confirmed, carry out orders exactly as received.  

• If in EMS Provider’s opinion, the orders received are inappropriate and/or potentially dangerous to the patient 

o Question the physician up to three times regarding the rationale for those orders and ask for further clarification as 

well as explaining concerns 

o If EMS provider still in doubt then verbally state refusal to act on the orders 

o Document specifically and include time, orders, and reason for refusal 

o EMS medical director should be alerted within 48 hours of call to review case 

• Reminder that any orders received from OLMC must still be within scope of practice and credentialing of EMS Provider  

 

Transfer of care at hospital 

• Patient handoffs are known to be high-risk events for 

medical errors. Standardization and direct 

communication with the receiving provider(s) helps to 

ensure that important data is not missed.  

• EMS Providers have information that is critical to the 

overall care of the patient and this information should 

be presented in a concise fashion at the time of the 

patient care transfer.  

• The MIST mnemonic is an example of how information 

can be successfully exchanged at patient handoff 
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CONSENT FOR CARE AND TRANSPORT 

 

OBJECTIVE:  To provide guidelines for the EMS Provider in obtaining consent for the treatment and transport of patients.  
 
BACKGROUND: Before treating an individual or performing an intervention, consent must first be obtained from the individual or a 
legal surrogate.  
 
Procedure: 

1) A parent, including a parent who is a minor, may consent to medical or emergency treatment of his/her child. There are 
exceptions:  

a. Neither the child nor the parent may refuse medical treatment on religious grounds if the child is in imminent 
danger as a result of not receiving medical treatment, or when the child is in a life-threatening situation, or when 
the condition will result in serious handicap or disability. 

b. The consent of a parent is not necessary to authorize hospital or emergency health care when an EMS Provider in 
good faith relies on a minor's consent, if the minor is at least 15 years of age and emancipated or married. 

c. A minor who is pregnant may consent to care or transport if EMS call is related to pregnancy 
d. The parent or legal guardian is deemed to not have decision making capacity.  

2) When the parent or guardian is not present to consent or refuse 
a. If a minor has an injury or illness that is not deemed to not be life threatening, attempts should be made to 

contact the parent(s) or legal guardians. If this cannot be done promptly, patient should be transported.  
b. Based on EMS Provider discretion, contact Law Enforcement and/or CONTACT OLMC for assistance.  

3) A person is deemed to have decision-making capacity and he/she has the ability to provide informed consent if it can be 
demonstrated that the patient:  

a. Understands the nature of the illness/injury or risk of injury/illness 
b. Understands the possible consequences of delaying treatment and/or refusing transport 
c. Given the risks and options, the patient voluntarily refuses or accepts treatment and/or transport.  
d. The patient, or legal guardian, is able to communicate their choice.  

4) Determining whether or not a patient has decision-making capacity to consent or refuse medical treatment in the 
prehospital setting can be very difficult. Every effort should be made to determine if the patient has decision-making 
capacity, as defined above. 

5) If the patient lacks decision-making capacity and the patient's life or health is in danger, and there is no reasonable ability 
to obtain the patient's consent, proceed with transport and treatment of life-threatening injuries/illnesses. If you are 
unable or unsure how to proceed, consider Law Enforcement and/or CONTACT OLMC.  

6) Consent may be inferred by the patient's actions or by express statements. If you are not sure that you have consent, clarify 
with the patient, legal surrogate, or CONTACT OLMC. This may include consent for treatment decisions or 
transport/destination decisions.  

7) Implied Consent -A patient of any age who is unable to effectively communicate due to injury, accident, illness or 
unconsciousness AND is suffering from a possible life-threatening event.  

a. The principle of implied consent presumes that if the individual with the injury or illness was conscious and able to 
communicate, he or she would consent to emergency treatment.  

b. In these situations, the patient may be transported without consent. Law enforcement, physical and/or chemical 
restraint may be required. 

8) Involuntary Consent: A person, other than the patient, in rare circumstances may authorize consent. This may include a 
court order (guardianship), authorization by a law enforcement officer for prisoners in custody or detention, or for persons 
under a mental health hold or commitment who are a danger to themselves or others or are gravely disabled.  CONTACT 
OLMC if you need to discuss or clarify these types of circumstances. 
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DESTINATION DETERMINATION GUIDELINE 

 

OBJECTIVE:  To provide guidelines for the transport of patients with a time critical diagnosis to the most appropriate facility that can 
provide definitive level of care.   
 
BACKGROUND: Wisconsin law gives the patient the right to make the ultimate decision of destination as long as it is operationally 
available to the EMS service. Occasionally, patients may need to be directed away from their preferred institution in favor of a 
specialty resource center, which can provide advanced level of care not available at every facility. Efforts should be made, if at all 
possible, to transport a patient to their medical home emergency department/hospital.  
 
PROCEDURE: 
When feasible, patients and/or their health care power of attorney should be permitted to make autonomous decisions regarding 
their destination facility. If a patient assessment suggests that the patient should go to a different hospital than their requested 
choice, but the patient is able to make decisions and disagrees with the recommendation, attempts should be made to quickly 
educate the patient regarding the reasoning behind the recommendation of transport to alternate facility. Ultimately, the patient 
has the right to choose if they demonstrate decision making capacity. If a receiving facility recommends diversion or defers a patient 
to another facility, this should be communicated to the patient and followed if at all possible, as it is presumed to be recommended 
in the best interest of the patient. However, if the crew determines that it is in the patient’s best interest to continue to the facility 
requesting diversion, attempts should be made to discuss with the physician at that facility, but ultimately, the EMS provider is 
authorized to make this determination as diversion is not binding. Any patient who is judged to be too unstable for transfer to 
definitive care or requires immediate stabilization should be transported to the closest Emergency Department.  
 
Below are regional health care facilities that have specific capabilities or are specialty resource centers that should be considered in 
the evaluation and destination decision making for patients with time critical diagnoses.  
 

 

 
 

SSM Health St. Mary’s  
Janesville  

SSM Health St. Mary’s  
Madison 

Unity Point Meriter Hospital 

UW Health Hospital 

SSM Health Sun Prairie 
Emergency Center 

UW Health Hospital 
The American Center 

Stoughton Hospital 

Aurora Medical Center  
Summit 

Watertown Regional 
Medical Center

Fort Memorial  
Hospital 

Edgerton 
Hospital 

Upland Hills Health Hospital 

Monroe Clinic Hospital 

Beloit Memorial Hospital  
Mercy Walworth 

Hospital  

Aurora Lakeland  
Medical Center  Mercyhealth Hospital 

Janesville  

Mile Bluff Medical Center 

Reedsburg Area 
Medical Center 

SSM Health  
St. Clare Hospital  

Divine Savior  
Healthcare  

Prairie Ridge Health  

Sauk Prairie 
Healthcare  
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DESTINATION DETERMINATION GUIDELINE 

 

 
TRAUMA 
Level I/II  

• Aurora Medical Center -- Summit 
• Mercy Hospital – Janesville  
• UW Hospital Main Campus – Madison 

 
Level III  

• Aurora Lakeland – Elkhorn  
• Beloit Hospital – Beloit  
• Divine Savior Healthcare – Portage  
• Mercy Walworth – Lake Geneva  
• Mile Bluff Medical Center – Mauston  
• Reedsburg Area Medical Center – Reedsburg  
• Sauk Prairie Hospital – Sauk Prairie  
• St. Clare Hospital – Baraboo 
• St. Mary’s Hospital – Madison   
• St. Mary’s Hospital – Janesville  

 
Level IV 

• Edgerton Hospital and Health Services – Edgerton  
• Meriter Hospital – Madison  
• Monroe Clinic – Monroe 
• Prairie Ridge Health Hospital – Columbus  
• St. Mary’s Emergency Center – Sun Prairie 
• Stoughton Hospital – Stoughton 
• Upland Hills Health – Dodgeville 
• Watertown Regional – Watertown  

 
Pediatric Trauma 

• UW Hospital Main Campus – Madison  
 
 
 
 

STEMI – 24/7 PCI Capable 
• Aurora Medical Center Summit – Oconomowoc 
• Beloit Hospital – Beloit 
• Mercy Hospital – Janesville  
• St. Mary’s Hospital – Madison 
• UW Hospital Main Campus – Madison  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

STROKE  
Comprehensive Stroke Center or 24/7 Thrombectomy Capable 

• St. Mary’s Hospital – Madison 
• UW Hospital Main Campus – Madison  

Primary Stroke/Acute Stroke Ready – 24/7 CT & tPA Capable 
• Aurora Lakeland – Elkhorn  
• Aurora Medical Center Summit – Oconomowoc 
• Beloit Hospital – Beloit 
• Divine Savior Healthcare – Portage 
• Edgerton Hospital and Health Services – Edgerton  
• Fort Memorial Hospital – Fort Atkinson 
• Mercy Hospital – Janesville 
• Meriter Hospital – Madison 
• Prairie Ridge Health Hospital – Columbus  
• Reedsburg Area Medical Center – Reedsburg  
• The Richland Hospital – Richland Center 
• St. Clare Hospital – Baraboo 
• St. Mary’s Hospital – Janesville 
• St. Mary’s Emergency Center – Sun Prairie 
• Stoughton Hospital – Stoughton 
• Upland Hills Health – Dodgeville 
• UW at The American Center – Madison  
• VA Hospital – Madison 
• Watertown Regional – Watertown 

 
 
OB, Labor and Delivery Receiving 

• Aurora Lakeland – Elkhorn  
• Aurora Medical Center Summit – Oconomowoc 
• Beloit Hospital – Beloit 
• Divine Savior Healthcare – Portage 
• Fort Memorial Hospital – Fort Atkinson 
• Mercy Hospital – Janesville  
• Mercy Walworth – Lake Geneva  
• Meriter Hospital – Madison 
• Monroe Clinic – Monroe 
• Prairie Ridge Health Hospital – Columbus  
• Reedsburg Area Medical Center -- Reedsburg 
• The Richland Hospital – Richland Center 
• Sauk Prairie Hospital – Sauk Prairie 
• St. Clare Hospital – Baraboo 
• St. Mary’s Hospital – Madison 
• St. Mary’s Hospital – Janesville 
• Upland Hills Health – Dodgeville 
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DO NOT RESUSCITATE (DNR) 

 

OBJECTIVE: To provide guidance on when the initiation of potentially life prolonging treatment is inappropriate under Wisconsin Do 
Not Resuscitate (DNR) laws and to ensure that care is provided in accordance with a patient’s wishes to the best of the EMS 
Provider’s ability in the setting of cardiopulmonary or respiratory arrest.   
 
BACKGROUND: 

1) As defined in Wisconsin Statute 154.17(2), a valid Do Not Resuscitate (DNR) order directs EMS Providers not to attempt 
cardiopulmonary resuscitation on the person for whom the order is issued if that person suffers cardiac or respiratory 
arrest.  

2) Currently, the only DNR orders that are legally recognized 
prehospital are State of Wisconsin authorized DNR bracelets.  

a. Plastic ID bracelet obtained directly from physician that 
includes physician’s signature, physician’s printed name, 
physician telephone number, and preprinted logo of the state of Wisconsin  

b. Metal Bracelet from StickyJ® Medical ID. Per Wisconsin Statute 154, StickyJ® is 
the current State of Wisconsin authorized vendor of the metal bracelets; 
however, the previous MedicAlert® bracelets will continue to be recognized. 

3) In order to receive a prehospital DNR bracelet, the patient or health care power of 
attorney will complete an Emergency Care Do Not Resuscitate Order (DNR) with the State 
of Wisconsin, but the form 
itself cannot be used to 
communicate a patient’s 
wishes to responders. This 
form provides specific care 
instructions to emergency 
responders as detailed 
below when a valid DNR 
bracelet is identified.  

 
 
PROCEDURE: 

1) If the patient is pulseless and/or not breathing, check the patient’s wrist for a DNR bracelet. If present, without evidence of 
tampering or damage, provide standard care.  Chest compressions, advanced airway management, cardiac resuscitation 
drugs, ventilatory assistance, or defibrillation should not be performed.  

2) If the patient has a Physician Orders for Life Sustaining Treatment (POLST) or other advanced directive form identifying 
patient wishes for Do Not Resuscitate (DNR) that appears to be valid with patient or healthcare power of attorney and 
physician signatures present – initiate resuscitation as standard and CONTACT OLMC to discuss following POLST or DNR 
documentation.  

3) A patient or health care power of attorney of an incapacitated patient may direct EMS providers to initiate resuscitation, 
thus revoking the DNR order and the bracelet should be removed as soon as possible.  

4) If resuscitation has been initiated and a valid DNR order is subsequently found and verified, then resuscitative efforts can be 
discontinued, CONTACT OLMC if needed.  

5) In cases where the patient’s status is unclear or the validity of the DNR order is questioned, EMS personnel should initiate 
resuscitation until additional information can be obtained to clarify the best course of action and consider CONTACT OLMC.  

 
Under Wisconsin Statute 154.23, no physician, EMS Provider, or health care professional may be held criminally or civilly liable, or 
charged with unprofessional conduct, for any of the following:  

1) Under the directive of a DNR order, withholding or withdrawing, or causing to be withheld or withdrawn, resuscitation from 
a patient 

2) Failing to act upon the revocation of a DNR order unless the person had actual knowledge of the revocation 
3) Failing to comply with a DNR order if the person or facility did not have actual knowledge of the DNR order of if the person 

in good faith believed that the order had been revoked 
 

Special Consideration: For scene safety and/or family wishes, an EMS provider may decide to implement resuscitative efforts even if 
all criteria for death are met. Documentation should reflect this decision making and consideration for CONTACT OLMC if time 
allows.  
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EMERGENCY INTERFACILITY TRANSFERS 

 

OBJECTIVE:  To provide guidelines for the EMS Provider during emergent patient transfer between hospitals.  
 
BACKGROUND: Occasionally, a situation may arise that an EMS Provider is requested for an emergent interfacility transfer of a 
critically ill or injured patient that may need rapid transport to a higher level of care. This is not meant to authorize services or care 
that is not part of an EMS Service’s operation plan with the state of Wisconsin.   
 
Procedure: 

1) If an EMS provider is requested to perform an emergent interfacility transfer, if possible, an attempt should be made to 
contact agency supervising officer prior for consultation prior to responding and transporting the patient.  

2) In general, an emergency interfacility transfer should only be considered for time critical diagnoses, such as those involving 
management at a specialty care facility (e.g. major trauma, STEMI, stroke, pediatrics, obstetrics) AND if an authorized 
service is not available within a reasonable amount of time.  

3) Transport and care decisions should be made based on the needs of the patient, any expected changes in their clinical 
condition and the familiarity/comfort level of responding EMS providers with the clinical situation as well as any 
medications or devices being used.  

4) If the EMS Provider responding is not knowledgeable of the medications being administered, the medications infusing or 
care expected is not in the EMS Provider’s scope of practice, or level of care required exceeds the EMS Provider’s scope, 
capabilities, or comfort level then an additional provider who is appropriately credentialed and familiar with the 
medications, devices, and care required should accompany the patient and the EMS Provider for the entire transfer to the 
receiving facility. If there is any difficulty with this provision, then the agency supervising officer should be contacted 
immediately for guidance.  

5) A specific plan of care should be made with the sending facility prior to departure. Care en route should default to standard 
protocols unless otherwise specifically directed, though EMS Providers should maintain care only within their scope of 
practice. If a patient’s condition changes or concerns regarding care arise, the receiving facility should be contacted for 
assisted or CONTACT OLMC.  

6) Unless extenuating circumstances (i.e. mass casualty incident) or it is otherwise outlined in an agency’s operational plan, an 
EMS Provider performing an emergency interfacility transfer should only deliver patients to the emergency department of a 
receiving facility.  
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HELICOPTOR EMS or PHYSICIAN RESPONSE 
 

 

OBJECTIVE:  To provide guidelines for the appropriate utilization of Helicopter EMS (HEMS) or EMS physician field response if 
available. To assure the safest, most appropriate method of transportation based on the needs of a patient.  
 
BACKGROUND:  
EMS Providers are trained and equipped to manage prehospital emergency situations. Occasionally, a situation occurs that may 
benefit from care beyond the scope of an EMS Provider such as utilization of HEMS or EMS physician field response. The highest 
credentialed EMS Provider on scene will determine if HEMS resource or an EMS Physician response should be utilized.   
 
HEMS provides a critical and potentially lifesaving resource and should be appropriately integrated with a prehospital system. 
However, It is important to understand that HEMS is not without risk. Between 1980 and 2008, there were 264 HEMS-related 
fatalities (223 crew members, 34 patients and five others were lost)1. As with any medical intervention, it carries potential benefits 
and risks that should be weighed accordingly by the EMS provider based on the specific emergency situation.  
 
Procedure:  
 
HEMS transport should be considered when it provides a significant advantage over ground transport in terms of timely delivery of 
the patient from the scene to definitive care.  The helicopter estimated time of arrival, the time it takes to ground transport a 
patient to a helicopter rendezvous site, the helicopter scene time, and the helicopter off-load time are factors to be considered 
when determining whether or not a helicopter is the most expeditious and appropriate method of transport. Recognize that HEMS 
transport at distances shorter than 45 miles or ground transport times less than 30-45 minutes, ground transport will typically be 
faster.  
 
Appropriate reasons to use an air medical helicopter in the out-of-hospital setting includes:  

• Patient has a significant potential to require high-level life support available from HEMS, which isn't available by ground 
transport 

• Patient has a significant potential to require a time-critical intervention and HEMS will meaningfully shorten the time of 
delivery of definitive care to the patient 

• Patient is located in a geographically isolated area, which would make ground transport impossible or greatly delayed 
• Local EMS resources are exceeded 

 
Under no circumstances should patient transport be delayed to use a helicopter.  
 
In some areas, an EMS or emergency physician may be available for field response. Currently this includes: 

• MEP staffed by EMS physicians from Madison Emergency Physicians and supported by SSM Health 
• MARV (BADGER) staffed by EMS and MedFlight Physicians supported by UW Health 
• MD staffed by EMS and emergency physicians supported by Mercy Health 

 
Physician field responders are meant to provide additional resources in the rare occasion when advanced skills, authority, or access 
to hospital resources may be warranted and do not replace ALS resources that are part of our integrated prehospital care systems.  
Some examples of when this resource should be considered include: 

• Mass casualty incident – physicians can provide on scene medical support or provision of treat/release and/or alternative 
destination transport 

• Prolonged/complicated extrication requiring on-scene medical care outside of the EMS provider skill set (e.g. field 
amputation) 

• Expanding events with unclear patient involvement or community threats 
 
In these situations, a trained EMS physician who is knowledgeable about the local EMS and healthcare resources can be beneficial.  
 
 
 
 
1 

  Abernethy, M., Bledso, B., & Carrison, D. (2010, February 28). Reduce Inappropriate Helicopter Utilization in EMS. Retrieved from 

https://www.jems.com/articles/print/volume-35/issue-3/vehicle-ops/reducing-inappropriate-helicop.html
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LIGHTS AND SIRENS USE 

 

OBJECTIVE:  To provide guidelines for the appropriate use of lights and sirens, (L&S), when transporting a patient from the scene of 

an emergency to the hospital to identify patients for whom L&S use can potentially reduce morbidity and mortality. Every effort 

should be made to eliminate the unnecessary use of emergency lights and sirens use during transport to improve patient comfort 

and enhance safety for the patient, the crew, and our communities.  

 

BACKGROUND:  
First do no harm. This principle of medical care helps to guide medical decisions by reminding healthcare providers that while 

attempting to provide treatments to improve a patient’s outcome, there are risks that can cause harm. The primary role of EMS 

providers and agencies is to deliver healthcare, often for medical emergencies, and weighing the risks and benefits of all aspects of 

delivering care – including the risks and benefits of the treatment of lights and siren (L&S) use. Another tenant of medicine is that 

treatments that have a known risk should be delivered in the lowest possible effective dose. There are some situations where the 

medical treatment of L&S use can improve patient outcome by the time that it saves, but there is a risk when L&S lead to EMS 

vehicle crashes, provider or patient injury, bystander injuries, EMS provider hearing loss, or worsened patient condition due to 

anxiety and stress. 

 

L&S are useful in gaining attention when “requesting the right of way”, but neither warning lights nor siren are always effective. EMS 

vehicle operators (EMSVOs) must always assume that the motoring public and pedestrians do not see or hear the EMS vehicle. The 

time saved by using L&S during response and transport has been evaluated by several studies. These all show that a relatively short 

amount of time is saved by L&S use. While this may be of clinical importance to patient outcome in critical time-sensitive conditions 

like a STEMI, the consensus among the researchers in this field is that the time is not significant in most of the responses or 

transports. In addition to the amount of time saved with L&S transport, an equally important discussion is whether that time is 

clinically important to patient outcome. For most conditions, EMS professionals can provide appropriate care to reduce the 

importance of saving a few minutes by L&S transport. While we do not fully understand the potential negative physiologic effects 

from L&S use, any EMS vehicle crash that occurs when exercising the privileges of L&S is detrimental to the health of both EMS 

providers and their patients. 

 

For a comprehensive discussion on lights and sirens usage with an annotated bibliography, please see: 

https://www.ems.gov/pdf/Lights_and_Sirens_Use_by_EMS_May_2017.pdf 

 

Procedure:  

• All situations should be assessed in the context of weather conditions, geographical location, the clinical condition of the 

patient, and what resources are available. If EMS Provider feels that the patient requires lights and sirens use to reduce time to 

definitive care and that the potential time savings and clinical benefit of that time savings outweighs the risks of use of lights 

and sirens, the EMS Provider should also have consideration for if an alternative resource exists such as paramedic intercept, 

physician response, or HEMS that may provide the treatment needed.  

• Driving with lights and sirens may be considered in the following clinical or circumstances:  

o Difficulty in sustaining a patient’s airway, breathing, or circulation 

o Inability to establish an airway or provide adequate ventilation 

o Severe trauma such as penetrating wounds to head, neck or torso, major amputations, neurovascular compromise of 

an extremity, significant multi-system trauma 

o Acute coronary syndrome with evidence of STEMI or other signs of impending deterioration 

o Severe, uncontrolled hemorrhage 

o Shock, unresponsive to available treatment 

o Status epilepticus not controlled by available treatment 

o Severe neurologic conditions with substantial or rapidly deteriorating level of consciousness 

o Obstetric/intrapartum emergencies that threaten the survival of mother or fetus such as prolapsed cord, breech 

presentation, arrested delivery 

• Recognize that critical care level or emergent transports should not be automatically handled as requiring lights and sirens – 

clinical judgement and patient criteria listed above should be applied on transfers to determine level of urgency and transport 

mode.  

 

For any lights and sirens transport, case circumstances and rationale for choosing emergent transport must be specifically 
documented. 
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MEDICAL PROVIDER ON SCENE 

 

OBJECTIVE:  To provide guidance to EMS Providers when a physician or other medical provider is on the scene of a call.  
 
BACKGROUND: Occasionally, a physician or other medical provider may be on the scene of a call, which may cause confusion, 
uneasiness, and medical/legal considerations. The medical evaluation and management of patients at the scene of an emergency is 
the responsibility of the person most appropriately trained in emergency medical care, which is typically the EMS Provider 
responding to the emergency call. However, occasionally a physician on scene may wish to deliver care to an ill or injured patient, or 
to direct EMS providers in medical management. All efforts should be made to not have a physician provide care or be involved in 
resuscitation that exceeds his or her prior training and experience. Any healthcare professional other than a physician may not 
assume medical management of a patient and cannot direct patient care.  
 
This guideline does not apply to agency medical directors or dedicated physician scene response. 
 
 
Procedure:  
Physician on Scene: 

• A physician with an established doctor-patient relationship 
o Should the on-scene physician wish to assume control of patient management, he or she may do so if the 

physician: 
§ Provides photo identification verifying his/her credentialing as a physician 
§ Agrees to accompany the patient in the ambulance to the hospital 
§ CONTACT OLMC – If OLMC physician supports the on-scene physician assuming control of the patient 

• A physician without an established doctor-patient relationship 
o Should the physician on scene wish to assume control of patient management, ALL of the following must be 

satisfied: 
§ Physician must show proof of current state medical license. If any doubt of their identity exists, the 

physician must provide further proof of identification as requested by EMS Provider.  
§ Physician agrees to accompany the patient in the ambulance to the hospital. 
§ Physician must provide license information for the run report.  
§ Physician must assume complete medical/legal responsibility for all patient care activities until such time 

as care is formally transferred to another physician.  
§ CONTACT OLMC – If OLMC physician supports the on-scene physician assuming control of the patient 

• In the event the on-scene physician agrees to assume control of patient management and above criteria are met then: 
o All interactions with physician on scene should be documented, including their full name, medical license number, 

as well as any interventions performed at their direction.  
o Orders given by the on-scene physician may be carried out by the EMS crews provided they are within the scope of 

practice of the EMS Provider, even if it is in conflict with existing protocols. If not, orders must be carried out by 
the on-scene physician.  

o If the EMS Provider feels uncomfortable or disagrees with any aspect of patient care in the field, then he/she 
should politely voice his/her concerns and should CONTACT OLMC for further assistance. The on-scene physician 
should be encouraged to discuss with the OLMC physician.  

o The OLMC physician has the authority to supersede any or all of the orders given by the on-scene physician at any 
time during pre-hospital care.  

o Consideration for enlisting the aid of law enforcement as necessary to regain control of an emergency scene or 
resume authority of the scene. 

 
Non-Physician Medical Personnel on the Scene 

• If a bystander at an emergency scene identifies himself or herself as a health care provider other than a physician: 
o EMS Provider should inform the individual that they may assist the emergency team and/or offer suggestions but 

are not able to assume medical management of the patient and cannot direct patient care.  
o EMS Provider should recognize and acknowledge the expertise of other medical professionals and consideration 

made to use them as needed for the best outcome of the patient (e.g. for CPR or to facilitate communication).  
• If an on-scene medical professional is obstructing EMS efforts or is compromising patient care, the EMS provider should 

redirect the interfering person, request law enforcement assistance, and CONTACT OLMC.  
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PERSONAL PROTECTIVE EQUIPMENT 

 

OBJECTIVE:  To establish best practice guidelines for use of personal protective equipment by EMS providers.  

 

BACKGROUND:  Proper use of personal protective equipment and adherence to universal precautions can significantly reduce the 

risk of exposure to blood, body fluids, and other potentially infectious material.  Because EMS providers interact with all types 

patient populations, it is imperative that we take standard precautions, such as the use of personal protective equipment whenever 

working with a patient. 

 

 

Procedure:  
• Gloves 

o All EMS providers shall wear gloves under the following conditions 

▪ With all patient contact 

▪ If you are in contact with blood, blood products, or other body fluid or secretions 

▪ During contact with articles or surfaces potentially contaminated by the patient 

▪ During placement of intravenous lines or while drawing blood 

▪ While doing any other surgical or invasive procedure 

▪ While cleaning re-usable equipment contaminated with body fluids or blood 

▪ During all decontamination procedures 

o Gloves used in the patient care area should not be worn in the driver’s compartment 

o Gloves are to be disposed of after single use 

• Masks 

o Masks should be worn any time there is a risk of splash, spray, or aerosolization of body fluids 

o Masks should be worn during intubation or suctioning of an intubated patient. 

o Direct mouth to mouth resuscitation is not recommended.  

• Eye Protection 

o Eye protection should be worn any time there is a risk of splash or spray of body fluids 

o Eye protection should be worn during intubation or suctioning of an intubated patient. 

o EMS Providers wearing glasses should consider using an additional eye shield 

• A gown should be worn when splashes of blood or body fluid are likely (e.g. imminent delivery).  

• Clothes contaminated with blood or body fluids should be appropriately laundered or discarded.  

• Needles, blades, and other sharp objects must be disposed of immediately in a proper sharps container. Used needles 

should not be manipulated by hand or recapped. 

• All personnel with parenteral or mucocutaneous exposures: 

o Must be reported to the agency supervising officer 

o Notify and check into the emergency department, preferably the one the patient was transported to 

o Significant exposure forms should be available in the Emergency Department  

• Follow specific guidelines or recommendations provided by public health or agency in situations of potential exposure to 

highly infectious disease or other special considerations. If any questions or concerns, contact supervising officer or OLMC 

as needed.  
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PERSONS IN LAW ENFORCEMENT CUSTODY 

 

OBJECTIVE:  To provide guidelines for the evaluation, management, and transport of a patient requiring EMS assessment while in 

the custody of Law Enforcement.    

 

BACKGROUND: As with every patient interaction, it is important that the EMS Provider serve as a patient advocate and use their 

best medical judgment to assist Law Enforcement in making safe, appropriate decisions regarding medical aid and disposition 

decisions. It should be noted that EMS is not equipped nor authorized to provide “medical clearance.” Rather, an EMS Provider 

should provide assessment, treatment, and transportation decisions as they would any other patient.  

 

PROCEDURE: 
If a patient in law enforcement custody is being transported by EMS and is being restrained by hand cuffs: 

1) Handcuffs are only to be placed by law enforcement and are not permitted to be managed by EMS Providers.  

2) Law enforcement is required to ride with EMS so as to be able to be readily available to remove the handcuffs if it is needed 

in an emergency situation to facilitate the medical care of the patient.  

 

If a patient in law enforcement custody is refusing assessment, treatment, and/or transport when EMS feels it is appropriate: 

1) Evaluate the patient’s medical decision-making capacity according to the Refusal of Care or Transport. 
2) Consider utilization of family, friends, Law Enforcement Agent, and/or CONTACT OLMC for support of recommendation to 

assess, treat, and/or transport the patient.  

3) Advise the Law Enforcement Agent of the decision of the patient, and consider potential risks or hazards to Law 

Enforcement if the patient were to refuse (i.e. lacerations that may pose a biohazard to officers or other detainees) 

a. If Law Enforcement requests transport, document their request and coordinate safe transport to the closest, most 

appropriate Emergency Department. In these instances, the Law Enforcement Agent must take the patient into 

Protective Custody and is effectively making decisions as the healthcare power of attorney for the patient.  

b. Document that Law Enforcement has taken Protective Custody of the patient.  

c. In this instance, the Law Enforcement Agent must accompany the patient to the Emergency Department 

4) If the patient is evaluated to have capacity and does not pose an undue risk to law enforcement, follow guidelines for a 

patient refusal against medical advice.  

 

If a patient in custody of Law Enforcement is evaluated by EMS and transport to the Emergency Department is recommended but 

the Law Enforcement Agent is refusing transport: 

1) Discuss with the Law Enforcement Agent why transportation is indicated, and that medical clearance is not authorized by 

EMS Personnel in the field.  

2) Recommend contacting supervising officer or CONTACT OLMC for consultation and assistance.   

3) If Law Enforcement continues to decline transport for medical evaluation and management, allow the patient to remain in 

the custody of the Law Enforcement Agent, and advise them that EMS may be re-contacted at any time to provide medical 

assistance as needed 

4) Document the Law Enforcement Agency as well as the name and badge number of the responsible officer along with 

specifics of the discussion.  

 

These patient encounters have a higher than average incidence of scrutiny on review; as such, take steps to ensure that your 

documentation is clear, descriptive and complete. Law Enforcement Agent names and badge numbers are essential in the EMS 

Provider documentation.  
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PERSONS WITH EMS CARE PLANS 

 

OBJECTIVE:  To support patients with an established EMS care plan approved by the medical director.  
 
BACKGROUND: In an effort to support the most appropriate care for patients with complex medical conditions or psychosocial 
factors contributing to their medical care needs and requests of the emergency system, EMS care plans may be developed for some 
patients in partnership with the medical director and the patient’s healthcare providers. These care plans may deviate from standard 
protocol due to the patient’s specific situation or medical condition, and if approved by the agency medical director, supersede 
standard protocol treatment and should be treated as direct physician orders on how to manage that specific patient. 
 
PROCEDURE: 
All patients with EMS care plans requesting EMS evaluation and/or transport shall be treated according to the most appropriate 
protocols with the following factors taken into account: 

• All patients suffering from a time critical diagnosis or whose conditions is covered under the Destination Determination 
Guideline shall be transported to the closest appropriate receiving facility. The presence of an EMS care plan does NOT 
supersede the Destination Determination Guideline.  

• Patients with a designated EMS Care Plan should be evaluated, treated, and transported in accordance with the care plan as 
long as care is within scope of EMS Provider and unless above time critical diagnosis is identified.  

• If an EMS Provider, at any time, has concerns or questions regarding appropriateness of EMS Care Plan, they should default 
to the standard protocols, contact their supervising officer if applicable, and/or CONTACT OLMC for guidance. 

• If a patient has been known to have been discharged from an emergency department within the last 48 hours, they should 
generally be transported back to the same emergency department if appropriate and not conflicting with Destination 
Determination Guideline.  
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REFUSAL OF CARE OR TRANSPORT  

 

OBJECTIVE:  To provide guidelines for the EMS Provider for patients who are refusing assessment, treatment, or transport.    
 
BACKGROUND: It is important to understand that a patient has the right to make decisions, even if those decisions are deemed 
hazardous to their health or well-being by an EMS Provider. Every effort should be made to adequately inform a patient of the risks 
and benefits of an assessment or intervention to allow for informed decision making by a patient or legal surrogate. An EMS 
Provider must perform and document a decisional capacity assessment for a patient who is refusing care or transport. 
 
Procedure: 

1) Refer to Consent for Care and Transport Guideline for obtaining consent for assessment, treatment, and/or transport of a 
patient.  

2) Perform as thorough of a history and physical exam, including vitals, as possible. 
3) Discuss recommendations including reasoning behind recommendations, risks and consequences of refusing assessment, 

treatment, and/or transport at the patient or legal surrogate’s level of understanding. 
4) Attempt to speak with whomever called 911, as well as any family, friends, bystanders, law enforcement and/or medical 

personnel on scene to assist in discussion with the patient or legal surrogate.  
5) Consider: CONTACT OLMC and request they speak with patient or legal surrogate as this may increase the likelihood of 

patient or legal surrogate approving EMS Provider’s recommendation for assessment, treatment, and/or transport 
6) Complete an agency specific refusal form, if applicable.  

 
If a patient or legal surrogate is refusing recommended assessment, treatment, or transport or EMS treatment has already been 
initiated, then a capacity assessment must be performed and documented: 

1) A person is deemed to have decision-making capacity if the patient can demonstrate all of the following: 
• Understanding the nature of the illness/injury or risk of injury/illness 
• Understanding the possible consequences of delaying treatment and/or refusing transport 
• Given the risks and options, the patient voluntarily refuses or accepts treatment and/or transport.  
• The patient is able to communicate their choice 

2) A patient’s decisional capacity may be impaired as a result of, but not limited by the following 
• Intoxication with alcohol or drugs: Determined by the EMS Provider evaluation demonstrating impairment of 

mental or physical functioning secondary to this and not by reported ingestion. Evidence of intoxication may 
include an inability to stand on one’s own, staggering, falling, vomiting/urinating/defecating on clothing, inability 
to respond appropriately to questions or follow commands 

• Altered mental status or encephalopathy secondary to acute trauma or medical conditions (e.g. hypoxia, 
hypotension, hypoglycemia, dehydration, infection, etc): Recognize that a patient’s condition and decision making 
capacity may change based on treatment of acute traumatic or medical conditions 

• Chronic or congenital conditions such as dementia, psychiatric illness, or mental disabilities: It is important to 
understand a patient’s baseline mental status and abilities in order to compare to current status.  

• Suicidal or homicidal ideation or attempts at self-harm: Law Enforcement must be involved to assist in 
determination of protective custody 

3) If a patient appears to lack decisional capacity based on the above and is continuing to refuse recommended assessment, 
treatment, and/or transport: 

• Request Law Enforcement support 
o If patient is taken into Protective Custody, follow Persons in Law Enforcement Custody Guideline 
o If Law Enforcement does not determine patient should be taken into Protective Custody, recommend 

contacting supervising officer or CONTACT OLMC for consultation and assistance.   
o Document the Law Enforcement Agency as well as the name and badge number of the responsible officer 

along with specifics of the discussion.  
• Document all attempts that have been made to assess, treat, and/or transport patient including capacity 

assessment with details of how this was performed.  
• Recommend obtaining any witnesses or law enforcement signatures to support documentation.  
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TERMINATION or WITHHOLDING OF RESUSCITATION 

 

OBJECTIVE:  To identify patients in cardiac arrest for whom withholding or ceasing resuscitative efforts in the field is appropriate. 
Please see Do Not Resuscitate Guideline for patients with a DNR order/bracelet.  
 
BACKGROUND: When there is no response to prehospital cardiac arrest treatment or there is evidence of injuries incompatible with 
life, it is acceptable and often preferable to cease or not initiate futile resuscitation efforts in the field. In most situations, ALS 
providers are capable of performing initial resuscitation that is equivalent to in-hospital resuscitation attempts and there is usually 
no additional benefit to emergency department resuscitation. CPR that is performed during patient packing and transport has been 
demonstrated to be less effective than CPR done on the scene. Additionally, EMS providers risk physical injury while attempting to 
perform CPR in a moving ambulance while unrestrained. Given that ROSC and good neurologic recovery is dependent on focused, 
timely resuscitation with high quality, uninterrupted CPR and timely defibrillation – the priority for most patients in cardiac arrest is 
high performance CPR on scene with appropriate cessation of efforts when indicated.  
 
Current evidence is not adequate to determine field termination of pediatric patients; therefore, care should be initiated on scene 
and transport initiated according to Cardiac Arrest Protocol unless criteria for withholding resuscitation efforts is met. 
 
Procedure:  
Resuscitative efforts should not be undertaken for any adult patient any of age who is pulseless and apneic if one or more of the 
following criteria is present: 

1) Decapitation 
2) Incineration 
3) Decomposition of body tissue 
4) Rigor mortis and/or dependent lividity 
5) Massive deforming head and/or chest injury 
6) Freezing to the point of rigor mortis or inability to provide chest compressions 

 
Resuscitation may be withheld in the field under the following circumstances in a presumed TRAUMATIC arrest if ALL of the 
following criteria are met: 

1) Patient is at least 18 years of age. 
2) Patient is in cardiac arrest at the time of arrival of EMS Providers. 
3) No sign of life such as pupillary reflexes, spontaneous movement, response to pain. 
4) Asystole or PEA<40 on rhythm strip. 
5) If mechanism of injury does not correlate with clinical condition or suspicion for possible non-traumatic cause of arrest, 

follow standard Cardiac Arrest protocol and treat according to non-traumatic guidelines.  
If above is not met, initiate resuscitation according to Cardiac Arrest protocol and consideration for prompt transport to the closest 
appropriate trauma center (preferred Level I/II) or CONTACT OLMC. 
 
Resuscitation may be terminated in the field if ROSC is not obtained under the following circumstances in a presumed NON-
TRAUMATIC arrest if all of the following criteria have been met: 

1) Patient is at least 18 years of age. 
2) Patient is in cardiac arrest at the time of arrival of EMS Providers. 
3) Patient has received appropriate advanced life support treatment for cardiac rhythm. 
4) Resuscitation has occurred according to protocol for at least 20 minutes. 
5) Patient’s final rhythm is asystole or PEA<40, confirmed by printed strip in two leads. 
6) Patient’s airway is secured with either endotracheal tube or blindly inserted airway device, confirmed by EtCO2. 
7) Quantitative EtCO2 is <20mmHg despite effective compressions and resuscitation according to protocol for at least 20 

minutes. 
8) All EMS Providers involved in the patient’s care agree with the discontinuation of resuscitation.  

If above criteria are not met OR patient is a presumed hypothermic arrest, patient is pregnant with estimated gestational age >20 
weeks (or palpable uterus above the umbilicus) or drowning or submersion is suspected etiology of arrest → continue resuscitation 
according to Cardiac Arrest protocol or CONTACT OLMC.  
 
After termination of resuscitation, do not alter patient condition, do not remove any equipment (lines, tubes, etc) as the patient is 
now a potential coroner’s case.  
 
EMS Provider discretion for continuation of resuscitation efforts despite meeting above criteria pending scene safety, location, 
bystander input compelling this decision or if an EMS Provider feels that continuing resuscitation would be a safety hazard to EMS 
personnel → CONTACT OLMC. Documentation should reflect this decision making.  
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TRAUMA TRIAGE 

 

OBJECTIVE:  To provide a resource to help EMS Providers make decisions regarding the most appropriate destination for injured 
patients.    
 
BACKGROUND: Traumatic injuries is a leading cause of death in the United States. Research has demonstrated that patients with 
severe traumatic injuries who are treated at trauma centers have improved survival. Note that this is not meant to be utilized in the 
setting of mass casualty incidents or disaster triage, rather for use for individual traumatically injured patients.  
 
Procedure: Any airway compromise not able to be managed by EMS Provider should be taken to the CLOSEST FACILITY for 
immediate stabilization no matter what the trauma care capabilities are.  
 
 
 

Measure vital signs and evaluate level of consciousness 

Step 1 • Glasgow Coma Scale (GCS) ≤13 
• Systolic Blood Pressure (mmHg) <90mmHg or lower limit of normal for pediatrics 
• Respiratory Rate <10 or >29 or upper limit of normal for pediatrics bpm 
• Need for Ventilatory Support 

 Transport to closest 
Trauma I/II Center, 
Pediatric Trauma 
Center, or highest 

level of trauma care 
available 

Assess anatomy of injury 

Step 2 

• Penetrating injury to head, neck, torso, or extremities proximal to elbow or knee 
• Chest wall instability or deformity (e.g. flail chest) 
• ≥2 proximal long-bone fractures 
• Crushed, degloved, mangled, or pulseless extremity 
• Amputation proximal to wrist or ankle 
• Suspected pelvic fractures 
• Open or depressed skull fracture 
• Paralysis 
 
 

 All No 

 All No 

Assess mechanism of injury and evidence of high-energy impact 

Step 3 

• Falls 
o Adults >20 feet  
o Pediatrics >10 feet or two times the height of the child  

• High Risk Auto Crash 
o Intrusion >12 inches occupant site or >18 inches any site 
o Ejection from automobile 
o Death in same passenger compartment 

• Auto vs pedestrian/bicyclist thrown, run over, or with significant (>20mph) impact 
• Motorcycle crash >20mph 
 

Assess special patient or system considerations 

Step 4 

• Older Adults 
o Risk of injury/death increases after age 55 years 
o SBP <110 may represent shock after age 65 years 
o Low impact mechanisms (e.g. ground level falls) might result in severe injury 

• Anticoagulants and/or bleeding disorders 
• Burns 

o Without other trauma mechanism preferentially transport to burn center if available 
o With trauma mechanism triage to trauma center  

• Pregnancy >20 weeks 
• EMS Provider Judgement 
 

 All No 

Transport to closest 
leveled trauma 

center or pediatric 
trauma center if 

available 

Consider Trauma 
Center or Specialty 

Resource Center 

Any Yes 

Any Yes 

Any Yes 

Any Yes 
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CLINICAL CARE PROTOCOLS 

 

General Approach   
Cardiopulmonary  
 Airway Management 

 Bradycardia - Symptomatic 

 Cardiac Arrest  
 Cardiac Arrest – Post ROSC 

 Chest Pain, Suspected ACS, or STEMI 

 Difficulty Breathing 

 Tachycardia  
OB/Neonatal  
 Childbirth  
 Childbirth Complications 

 Neonatal Resuscitation 
General Medical and Traumatic  
 Abdominal Pain 

 Allergic Reaction or Anaphylaxis 

 Altered Mental Status 

 Behavior and Psychiatric Emergencies 

 Bites and Envenomations 

 Brief Resolved Unexplained Event (BRUE) 

 Burns  
 Dizziness or Vertigo 

 Fever or Suspected Sepsis 

 Hemorrhage Control 

 Hyperthermia or Heat Exposure 

 Hypoglycemia or Hyperglycemia 

 Hypotension or Shock 

 Hypothermia or Cold Exposure 

 Nausea or Vomiting 

 Overdose or Toxic Exposure 

 Pain Management  

 Public Safety Personnel Rehab 

 Seizure  
 Stroke-Like Symptoms 

 Syncope or Near-Syncope 

 Traumatic Injuries 
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GENERAL APPROACH 

 

 

EM
R 

 
• Assess scene safety and mitigate risk to the best of your ability 
 
• If insufficient information, or scene is determined to be unsafe, stage and call for Law Enforcement and/or additional 

resources as appropriate 
 
• If a Hazmat incident is identified, notify Communications Center 

  
• Utilize appropriate Personal Protective Equipment 
 
• All patients will have a minimum assessment performed and a patient care record (PCR) completed. See Appendix: 

Documentation of Patient Care 
 

• Any patient contact that does not result in an EMS transport must have a completed refusal form and document 
appropriate evaluation of medical decision-making capacity to refuse à Refusal of Care or Transport 

 
• Bring all necessary equipment to the patient’s side 
 
• Perform initial assessment, including evaluation of the patient’s airway, breathing, and circulation to assess for life 

threats or need for immediate intervention prior to moving patient to ambulance or transporting from scene, if it is safe 
to do so 

o If a patient is not conscious and not (or ineffectively) breathing, immediately check for a pulse. If no pulse is 
palpated à Cardiac Arrest  

o If patient has an obstructed airway or ventilations inadequate but has a pulse à Airway Management 
o If patient has an exsanguinating hemorrhage à Hemorrhage Control  

 
• Perform a focused history and physical based on patient’s chief complaint à Follow appropriate symptoms-based 

protocol 
 
• A baseline set of vital signs should be obtained and documented at the earliest possible time and repeated 

approximately every 5 minutes for critical patients or approximately every 15 minutes for all other patients 
 

• If a patient has evidence of a time critical condition such as a major trauma, STEMI, or stroke, attempts should be made 
to minimize scene time to <10 minutes, as definitive care is needed and time sensitive  
 

• Maintain an on-going assessment throughout transport; to include patient response/possible complications of 
interventions, need for additional interventions, and assessment of evolving patient complaints and conditions 

 
• Document all findings and information associated with the assessment, performed procedures, any administration of 

medications, any contact with OLMC or transfers of care in the PCR  
 

• Consider ALS early if patient has evidence of hemodynamic instability, unable to manage patient’s airway, suspect a 
paramedic level intervention will be required, or if not comfortable managing the patient with current level of service  

 
• Consider HEMS or Physician Response early if appropriate 

 
• Transport according to Lights and Sirens Use and Destination Determination Guidelines  

 
• If EMS personnel have questions regarding treatment or course of action, or if a patient does not present as listed in 

protocol and/or treatment should be considered outside of protocols as listed, CONTACT OLMC 
 

EM
R 

EM
T 

PA
RA

M
ED

IC
 

AE
M

T 

21



 

 
 

CARDIOPULMONARY 

 

Airway Management 
Bradycardia Symptomatic 
Cardiac Arrest 
Cardiac Arrest – ROSC  
Chest Pain, Suspected ACS, or STEMI 
Difficulty Breathing 
Tachycardia 
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AIRWAY MANAGEMENT 

 

 
 
 
 
 

EM
R 

• General Approach 
• If maintaining spontaneous respirations:  Pulse Oximetry 

o Oxygen via nasal cannula or non-rebreather, titrate to SpO2 >93% or work of breathing 
o Allow or assist the patient into a position of comfort, usually upright 

• If airway obstruction is suspected à Airway Obstruction 
• If apneic or agonal respirations 

o Open airway with jaw thrust/head-tilt chin lift 
o Suctioning, if indicated 
o Consider inserting Basic Airway Adjuncts 
o Assist ventilations with Bag Mask Ventilation/Assisted Ventilation 

§ Ventilate enough just to see chest rise 
§ Two rescuer mask seal technique preferred at a rate for adults (10-12 breaths/min) and pediatrics (12-

20 breaths/min) 
• If opioid intoxication is suspected à Naloxone per Overdose or Toxic Exposure Protocol  
• Maintain C-spine precautions if suspected traumatic injury per Spinal Motion Restriction 
• Maintain NPO (nothing by mouth)  

 

EM
T-

B  

• Consider Non-Invasive Positive Pressure Ventilation if no contraindications 
• If patient is in cardiac arrest à Consider Blind Airway Insertion Device Placement  
• Capnography, Cardiac Monitoring 

AE
M

T  • If patient is in cardiac arrest OR If patient is apneic or with agonal respirations, unconscious à Consider Blind Airway 
Insertion Device Placement 

 

• If BVM is not effective in maintaining oxygenation and/or ventilation and/or patient is apneic or with agonal 
respirations, unconscious à Consider Blind Airway Insertion Device Placement or Endotracheal Tube Placement 

o Utilize Advanced Airway - Preparation procedure 
o If Endotracheal Tube Placement is attempted first, recommend moving to Blind Airway Insertion Device 

Placement after two unsuccessful attempts  
o Orogastric Tube Insertion 

• If indicated, consider advanced airway placement via Advanced Airway - Drug Assisted Airway 
o PEDIATRICS: Do NOT proceed to Drug Assisted Airway unless failure to oxygenate or ventilate with Basic Airway 

Adjuncts, Bag Mask Ventilation, and Blind Airway Insertion Device Placement 
o Must have two paramedics present with at least one paramedic currently authorized by Medical Director to 

perform Drug Assisted Airways 
o After successful airway placement, if patient demonstrates any signs of discomfort such as increasing blood 

pressure, increasing HR, tearing, pulling at lines or tubes, coughing or gagging on invasive airway device, clinical 
signs of agitation, administer:  

§ Fentanyl 25-100mcg or 1mcg/kg IV/IO AND/OR Midazolam 2.5-5mg or 0.2mg/kg IV/IO OR 
§ Ketamine 25-100mg or 0.5-1mg/kg IV/IO  
§ May repeat either option x 2  

o If inadequate sedation after above à CONTACT OLMC  
• If unable to place or maintain an advanced airway and if unable to adequately oxygenate or ventilate à Surgical Airway 

Procedure 

NO
TE

S  
 

• If BIAD in place and adequate ventilations, do not replace with an endotracheal tube 
• For managing airways in pediatric patients, goal is to utilize the least invasive intervention necessary to successfully 

oxygenate and ventilate  

INCLUSION Criteria: Patients with evidence of ineffective oxygenation or ventilation, respiratory failure, or inability to maintain 
patency of airway    
EXCLUSION Criteria: Neonates  
Other Protocols to Consider:  Allergic Reaction/Anaphylaxis, Altered Mental Status, Chest Pain/Suspected ACS, Cardiac Arrest, 
Difficulty Breathing, Hypotension/Shock, Overdose or Toxic Exposure, Seizure, Stroke Like Symptoms, Traumatic Injury 
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BRADYCARDIA - SYMPTOMATIC 

 

 

 

 

 

 

EM
R 

 
• General Approach 
• Consider Pulse Oximetry, Oxygen, titrate to SpO2 >93% or work of breathing.  

• Optimize oxygenation and ventilation  

• In pediatric patients, if signs of poor perfusion (altered mental status, hypoxia, hypotension, weak pulse), initiate 

compressions with assisted ventilations at 15:2 (30:2 if single provider) 

• If pulses are lost at any point à Cardiac Arrest 
• Blood Glucose 

 

EM
T -

B  • As soon as possible acquire 12-lead EKG and transmit if able 

• Place defibrillation pads on patient 

AE
MT

 
 • IV/IO access, if appropriate, consider IVF bolus 

If 
im

m 

 

• If persistent symptomatic bradycardia and suspected primary AV-block or increased vagal tone consider 

o Atropine 0.5mg or 0.02mg/kg IV/IO (min 0.1mg,), may repeat every 3-5 minutes, max 3mg  

• If persistent symptomatic bradycardia with evidence of cardiopulmonary compromise  

o Transcutaneous Cardiac Pacing and consider analgesia/sedation prior to pacing or as soon as possible 

§ Ketamine 10-50mg or 0.5mg/kg IV/IO/IM OR 

§ Fentanyl  25-100mcg or 0.5-1mcg/kg IV/IO/IM/IN AND 

• Midazolam  2.5-5mg or 0.2mg/kg IV/IO/IM/IN OR 

• Lorazepam 0.5-2mg or 0.1mg/kg IV/IO/IM  

§ May repeat analgesia/sedation dose x 2 

o Consider Epinephrine infusion 2-12mcg/min IV/IO infusion, titrate to improved perfusion  

o If suspected imminent arrest, consider Push dose Epinephrine 0.5-2ml every 1-2 minutes IV/IO 
• If suspected hyperkalemia as etiology of bradycardia 

o Calcium Gluconate 2g or 100mg/kg IV/IO OR Calcium Chloride 1g or 20mg/kg IV/IO 

o Sodium Bicarbonate 1mEq/kg IV/IO 

o Albuterol 5mg via nebulizer, repeat as needed to run continuously 

 

 

 

• Begin external cardiac pacing at 30mA and increase energy by 10mA until capture is achieved – occurs when paced 

electrical spikes on the monitor correspond with palpable pulse. 

• Utilize pacing guide below for rate starting points - consider increasing pace rate by 10bpm increments until 

hemodynamic response/improved perfusion.  

 

INCLUSION Criteria: Patients with a heart rate <60bpm with either symptoms (altered mental status, chest pain, difficulty breathing, 

seizure, syncope, hypotension/shock, pallor, diaphoresis) or evidence of hemodynamic instability. 

EXCLUSION Criteria: Neonates 
Other Protocols to Consider:  Airway Management, Cardiac Arrest, Chest Pain/Suspected ACS/STEMI, Difficulty Breathing, 
Hypotension/Shock, Overdose or Toxic Exposure, Pain Management, Syncope 
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PACING GUIDE 

AGE 0-36 months 36 months – 12 years >12 years 

RATE 120 bpm 100 bpm 70 bpm 
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CARDIAC ARREST 

 

 

 

 

 

EM
R 

• General Approach 
• Immediately begin 2-minute cycles of Pit-Crew CPR with continuous chest compressions at 100-120bpm  

• Open airway/passive oxygenation via nasal canula or nonrebreather or via Bag Mask Ventilation with continuous ~ every 

10 compressions or 30:2 ratio  

• Apply AED and defibrillate if indicated  

• If patient has evidence of gravid uterus above umbilicus, displace uterus to left and CONTACT OLMC 

• If Mechanical Chest Compression Device is available, consider placement after 6 minutes of Pit-Crew CPR 

EM
T- B  • After 6 minutes, consider placement of Blind Airway Insertion Device.  

AE
MT

 
 

• If trauma is most likely cause of cardiac arrest but does not meet criteria for Termination or Withholding of Resuscitative 
Efforts, apply cardiac monitor and treat based on presenting rhythm.  

o Asystole or PEA with rate <40bpm à Terminate resuscitation 

o PEA with rate >40bpm à prompt transport to the nearest trauma center with continued resuscitation  
o Vfib/Vtach à Defibrillate per protocol and prompt transport to the nearest trauma center  

• AED or Manual Defibrillation, if indicated, every two minutes 

o Adults: highest energy setting or per manufacturer  

o Pediatrics: 2J/kg then increase by 2 J/kg to max of 10J/kg or max energy setting  

• IV/IO access, consider IVF bolus. Do not interrupt CPR or defibrillation for IV/IO placement 

o For pediatric patients, IO placement should be attempted first 

o For adult patients, IO is preferred, but if IV attempt failed x 2, must move to IO placement 

 

• If evidence of traumatic etiology with concern for blunt or penetrating trauma to chest à bilateral Chest Decompression 

• If advanced airway not already placed, consider Blind Airway Insertion Device Placement or Endotracheal Tube 
Placement 

• Administer as soon as possible Epinephrine 1mg or 0.01mg/kg IV/IO, repeat every 3-5 minutes 

o Consider max of 5 doses in Asystole/PEA if no evidence of response 

• If Vfib/Vtach 

o Amiodarone 300mg or 5mg/kg IV/IO after second defibrillation, if persistent or recurrent Vfib/Vtach, may repeat 

at 150mg or 5 mg/kg  

o If persistent or recurrent Vfib/Vtach after three defibrillations, then consider changing pad placement, consider 

Dual-Sequential Defibrillation, or immediate transport to nearest PCI capable hospital 

• Consider reversible causes of cardiac arrest which may include the following: 

o Known dialysis patient or suspected hyperkalemia  

§ Calcium Gluconate 2g or 100mg/kg IV/IO OR Calcium Chloride 1g or 20mg/kg IV/IO AND 

§ Sodium Bicarbonate 1mEq/kg IV/IO 

o Torsades de Pointes: Magnesium Sulfate 2g or 50mg/kg slow IV/IO  

o Tension pneumothorax à Chest Decompression  

o Tricyclic Antidepressant Overdose à Sodium Bicarbonate 1mEq/kg IV/IO 

o Calcium Channel Blocker Overdose à Calcium Chloride 1g or 20mg/kg slow IV/IO OR Calcium Gluconate 2mg or 

100mg/kg IV/IO 

o Beta Blocker Overdose à Consider Glucagon 5mg or 50mcg/kg slow IV/IO 

 

• For initiation of resuscitation or if no response to treatment à Termination or Withholding of Resuscitative Efforts  

• Resuscitate in the location found unless scene is unsafe or unmanageable 

• Goal is to limit any pauses in chest compressions to be less than 10 seconds 

• Do NOT interrupt CPR for airway management, drug administration 

• If available, Mechanical Chest Compression Device should be used if transporting a patient in cardiac arrest 

INCLUSION Criteria: Patients who present not responsive and not breathing adequately without a palpable pulse  

EXCLUSION Criteria: Patients who meet criteria for Withholding of Resuscitative Efforts such as wearing an identifiable DNR bracelet; 

Neonates (infants less than 28 days old) 
Other Protocols to Consider:  Airway Management, Cardiac Arrest – ROSC, Hypothermia/Cold Exposure, Pit-Crew CPR 
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CARDIAC ARREST – POST ROSC CARE 
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R 

 
• Optimize oxygenation and ventilation 

o Airway Management if not already done 
o Avoid hyperventilation with goal EtCO2 35-45mmHg 
o Titrate SpO2>93% 

• Elevate head of bed ~30 degrees 
• Prevent hypotension à Hypotension/Shock  
• Prevent hyperthermia with passive cooling if needed 
• If evidence of dysrhythmia à Bradycardia Symptomatic or Tachycardia 
• Perform and document neurological exam 
• If Mechanical Chest Compression Device is available, maintain in position to easily restart compressions if pulses are 

lost 
 

EM
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B   

 
• Acquire 12-lead EKG, transmit if able à If STEMI present go to Chest Pain/Suspected Acute Coronary Syndrome/STEMI 

 

AE
MT

 
 • Obtain 2nd IV/IO access 

 

• If patient demonstrates any signs of discomfort such as increasing blood pressure, increasing HR, tearing, pulling at lines 
or tubes, coughing or gagging on invasive airway device, clinical signs of agitation, administer:  

o Fentanyl 25-100mcg or 0.5-1mcg/kg IV/IO AND/OR Midazolam 2.5-5mg or 0.1mg/kg IV/IO OR 
o Ketamine 25-100mg or 0.5-1mg/kg IV/IO  
o May repeat either option x 2  
o If inadequate sedation after above à CONTACT OLMC  

 

 • Any time patient is moved, recommend reassessing airway and for continued presence of palpable pulse 
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INCLUSION Criteria: Patients who have return of spontaneous circulation after cardiac arrest of any etiology.   
EXCLUSION Criteria: None 
Other Protocols to Consider:  Airway Management, Bradycardia Symptomatic, Cardiac Arrest, Chest Pain/Suspected ACS, 
Hypotension/Shock, Hypothermia/Cold Exposure, Tachycardia, Traumatic Injuries, Termination or Withholding of Resuscitative 
Efforts 
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R 
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T 
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CHEST PAIN / SUSPECTED ACS / STEMI 
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• General Approach 
• Consider Pulse Oximetry, Oxygen, titrate to SpO2 >93% or work of breathing.  
• Aspirin 324mg PO chewed -- if unsure if patient has taken already or inadequate dose re-administer Aspirin 

 

EM
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• As soon as possible, acquire 12-lead EKG and transmit, if able 
• If symptoms persist or change, obtain serial 12-lead EKG 
• Alert ED as soon as possible if EKG is read as an ACUTE MI/STEMI, with preference to transport to closest PCI capable 

center 
• Place defibrillation pads on chest if ACUTE MI/STEMI is identified or if the patient is unstable 
• Cardiac monitor 
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• IV/IO access, if appropriate, consider IVF bolus  
• Consider Nitroglycerin 0.4mg tablet/spray SL every 3-5 minutes until pain is relieved up to 3 doses if no 

contraindications. 
o Make sure to recheck blood pressure prior to each dose 

 

 

  
•  If 12-lead EKG shows an ACUTE MI/STEMI 

o Preference to transport to closest PCI capable center  
o If hemodynamically unstable or transport is anticipated to take >90 minutes, transport to closest ED or consider 

HEMS 
o If available and transport time >45 minutes to PCI capable center with no contraindications administer 

§ Heparin Sulfate 4000units IV bolus AND 
§ Ticagrelor 180mg PO 
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• If concerns regarding EKG, do not hesitate to CONTACT OLMC to discuss appropriate treatment and destination.  
• Do not give nitroglycerin if patient has used erectile dysfunction medications such as Viagra (Sildenafil), Levitra 

(Vardenafil) or Cialis (Tadalifil) in the past 48 hours.  
• IV should be in place prior to administration of nitroglycerin given risk of development of hypotension.  
• Reasons to defer administration of Ticagrelor includes:  

o Symptoms are inconsistent with myocardial infarction 
o EKG diagnosis is questionable 
o The patient has altered mental status or there is suspicion for stroke 
o The patient is actively bleeding from a non-compressible area of the body 

 

INCLUSION Criteria: Adult patients with chest pain or discomfort in other areas of the body (such as arm, jaw, epigastrium) of 
suspected cardiac origin.  Consider in adult patients with atypical symptoms such as shortness of breath, sweating, nausea, vomiting, 
generalized weakness, syncope, and dizziness (more likely in women, elderly, and patients with diabetes). 
EXCLUSION Criteria: Patients <18 years old or with chest pain from known traumatic etiology. 
Other Protocols to Consider: Bradycardia Symptomatic, Cardiac Arrest, Difficulty Breathing, Hypotension/Shock, Pain 
Management, Tachycardia, Syncope 
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DIFFICULTY BREATHING 
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• General Approach 
• Allow or assist the patient into a position of comfort 
• Pulse Oximetry, Oxygen, titrate to SpO2 > 93% or work of breathing 
• If patient has evidence of wheezing or a history of Asthma or COPD administer 

o Albuterol 2.5mg/3ml per hand held nebulizer or mask for a maximum of three doses 
• Maintain NPO (nothing by mouth)  

EM
T-

B   

• If evidence of wheezing or history of asthma or COPD and age>2 consider adding Ipratropium 0.5mg/3mL for a max of 2 
doses 

• Consider Non-Invasive Positive Pressure Ventilation (CPAP) if no contraindications 
• Cardiac Monitoring, acquire 12 Lead EKG and transmit if able 

AE
M

T   

• IV/IO access, if appropriate, consider IVF bolus  
• If evidence of pulmonary edema or suspected CHF exacerbation administer 

o Nitroglycerin 0.4mg tablet/spray SL every 3-5 minutes, max of 3 doses as long as SBP>90 
• For severe asthma and no improvement with other treatments consider administering 

o Epinephrine 0.3mg IM (25kg or more) 0.15mg IM (less than 25kg) 

 

 
• For suspected tension pneumothorax à Chest Decompression Procedure 
• If CPAP is indicated but patient not able to tolerate, consider administering: 

o Ketamine 10-20mg or 0.2mg/kg IV/IO/IM OR 
o Midazolam  2.5-5mg or 0.2mg/kg IV/IO/IM/IN may repeat x 2 OR 
o Lorazepam 0.5-2mg or 0.1mg/kg IV/IO/IM may repeat x 2 

• If stridor is heard or suspicion for croup (barky cough, URI symptoms, stridor) and no improvement with treatment with 
albuterol, then administer:  

o Racemic Epinephrine 2.25% 3ml/5mL Normal Saline Neb (or 1ml of 1:1000 epinephrine added to 2mL of NS) 
• If moderate to severe Asthma/COPD administer:  

o Methylprednisolone 125mg or 2mg/kg IV/IO OR 
o Dexamethasone 12mg or 0.6mg/kg IV/IO/PO   

• For severe Asthma/COPD and no improvement with other treatments, consider administering: 
o Magnesium Sulfate 2g IV/IO infuse over 10 minutes 

• For imminent respiratory arrest from asthma, COPD, or anaphylaxis consider administering: 
o Push dose Epinephrine 0.5-2ml every 1-2 minutes IV/IO 
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• IV should be in place prior to administration of nitroglycerin given risk of development of hypotension.  
• Patients with COPD may have chronic lower baseline SpO2, so do not indiscriminately place on high flow O2. If baseline 

is known, titrate to baseline or work of breathing.  
 

INCLUSION Criteria: Patients with complaints of difficulty breathing, evidence of increased work of breathing or respiratory distress 
EXCLUSION Criteria: Patients who have apnea or agonal breathing, are in cardiac arrest; neonates 
Other Protocols to Consider:  Airway Management, Allergic Reaction/Anaphylaxis, Bradycardia, Chest Pain/Suspected ACS, 
Cardiac Arrest, Hypotension/Shock, Overdose or Toxic Exposure, Tachycardia, Traumatic Injury 
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TACHYCARDIA 

 

 
 
 
 
 

EM
R 

• General Approach 
• Consider Pulse Oximetry, Oxygen, titrate to SpO2 >93% or work of breathing.  
• If pulses are lost at any point à Cardiac Arrest 
• Blood Glucose 

EM
T-

B   • Acquire 12-lead EKG as soon as possible and transmit if able 
• Place defibrillation pads on patient 

AE
M

T   

• IV access, if appropriate, consider IVF bolus  
• Assess rhythm for rate, width, and regularity 
• Consider Vagal Maneuver if rhythm is narrow complex and regular OR wide complex and regular  

 

   
       Unstable à Synchronized Cardioversion 

• Adults: highest energy setting 
• Pediatrics: 1 J/kg, if need to repeat then 2 J/kg 
• If time permits, consider analgesia/sedation prior to or 

during cardioversion 
o Ketamine 10-50mg or 0.5mg/kg IV/IO/IM OR 
o Fentanyl 25-100mcg or 0.5-1mcg/kg IV/IO/IM/IN 

AND 
§ Midazolam 2.5-5mg or 0.2mg/kg 

IV/IO/IM/IN  OR 
§ Lorazepam 0.5-2mg or 0.1mg/kg IV/IO/IM  

o May repeat analgesia/sedation dose x 2 
 
      Stable Narrow Complex (QRS <0.12sec) 

• Regular (SVT, PAT, or A. Flutter) 
o Vagal Maneuver 
o Adenosine 12mg or 0.2mg/kg rapid IV/IO push, 

may repeat x 1 
• Irregular (A. fib, A.flutter with variable conduction, 

multifocal atrial tachycardia)  
o Treat underlying cause 
o Consider, if available and patient >18 years 

§ Diltiazem 10-20mg IV/IO OR 
§ Amiodarone 150mg IV/IO over 10 minutes 

NO
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• Upper limit of sinus tachycardia in pediatrics is approximately 220-patient age.  
• Treat the underlying condition. Consideration for “Hs and Ts” as underlying etiology.  
• Not all cases of tachycardia need to be rate controlled. For example, patients with hypovolemia, sepsis, or acute 

hemorrhage will do worse if their ability to compensate is taken away.  
• Patients with a history of atrial fibrillation or atrial flutter may have rapid ventricular response (or HR>100) as their 

compensatory response to hypovolemia, sepsis, or acute hemorrhage and will do worse if attempts are made to control 
heart rate.  

• A wide-complex irregular rhythm should be assumed to be pre-excited atrial fibrillation (e.g. Wolff-Parkinson White) and 
adenosine should NOT be given as it can precipitate ventricular fibrillation.  

INCLUSION Criteria: Patients with a heart rate >100 or upper limit of normal range in pediatric patients with associated symptoms 
such as palpitations, chest pain, difficulty breathing, syncope/near syncope, hemodynamic compromise, altered mental status, signs 
of poor perfusion.   
EXCLUSION Criteria: Neonates. Patient with sinus tachycardia. 
Other Protocols to Consider:  Cardiac Arrest, Chest Pain/Suspected ACS/STEMI, Difficulty Breathing, Hypotension/Shock, Overdose 
or Toxic Exposure, Syncope, Pain Management 
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     Stable Wide Complex (QRS >0.12sec) 
• Regular and monomorphic (Ventricular Tachycardia, 

SVT/sinus with Bundle Branch Block, atrial flutter 
with aberrancy, accelerated idioventricular rhythms) 
o Vagal Maneuver 
o Adenosine 12mg or 0.2mg/kg rapid IV/IO push, 

may repeat x 1 
o If no improvement, consider Amiodarone 

150mg or 5mg/kg IV/IO over 10 minutes, may 
repeat x 1 

• Polymorphic - Torsades de Pointes 
o Magnesium Sulfate 2g IV/IO slow push 

• Irregular and monomorphic (pre-excitation A-fib 
(e.g.Wolff-Parkinson White) or A-fib with aberrancy, 
multifocal atrial tachycardia) 
o Consider Amiodarone 150mg IV/IO over 10 

minutes, may repeat x 1 
• Suspected Hyperkalemia 

o Calcium Gluconate 2g or 100mg/kg IV/IO OR 
Calcium Chloride 1g or 20mg/kg IV/IO 

o Sodium Bicarbonate 1mEq/kg IV/IO 
o Albuterol 5mg via nebulizer, repeat as needed 

to run continuously 
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OB/Neonatal 

 

Childbirth 
Childbirth Complications 
Neonatal Resuscitation 
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CHILDBIRTH 
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• General Approach 
• If suspected imminent birth, check for presentation by visualizing the 

perineum 

o If no crowning or bulging of perineum: Recommend immediate 

transport in position of comfort, preferably on patient’s left 

side, to patient’s requested hospital if time and conditions 

allow or to nearest appropriate ED 

o Monitor for progression to imminent delivery 

• If evidence of imminent delivery, prepare OB kit and area for delivery, 

put on PPE, and do not initiate or continue transport 

• If evidence of complication – move to Childbirth Complications Protocol  
• In the absence of complication, maintain patient in a position of 

comfort, consider placing in supine position with knees flexed and legs 

apart  

• Do not attempt to prevent or delay delivery 

• Control rate of delivery of head by using palm of your hand, applying 

gentle pressure to protect the perineum 

• When head is delivered, check to see if cord is wrapped around baby’s 

neck 

o If so, gently attempt to slip cord over baby’s head if it is loose 

enough 

o If cord is too tight, clamp cord at two sites approximately 2 

inches apart, cut between clamps, and continue delivery 

• Gently apply downward traction of the top shoulder to deliver the head 

sandwiched between both palms 

• Apply gentle upward traction for the bottom shoulder to be delivered, 

followed by the lower body 

• As baby delivers, make sure to maintain good grasp on body and head as 

baby will be slippery 

• Clamp and cut the umbilical cord (minimum 6 inches from the neonate) 

unless already done 

 

Postpartum Care of Mother 
• Assess for maternal bleeding and other signs of placental 

separation, such as lengthening of cord and pelvic cramping 

o Placenta should deliver in ~10-30 minutes 

o Once delivered, place in plastic bag and bring to hospital 

o Do not pull cord to facilitate delivery and do not delay 

transport awaiting placenta delivery 

• If evidence of perineal tear or bleeding, apply direct pressure with 

gauze 

• If evidence of continued vaginal bleeding, encourage breast 

feeding, perform fundal massage feeling for increased uterine tone 

or decreased bleeding  

o If not readily improved à Childbirth Complications 
Protocol 

 

Postpartum Care of Neonate 
• If baby is term gestation (>36 weeks), has good tone, 

and is breathing/crying 

o Provide warm environment, place infant on 

mother’s chest, wipe neonates mouth and 

nose with a towel, dry baby, and cover 

or/wrap in a clean blanket 

o Routine suctioning is no longer recommended 

o Continue to observe breathing, activity, and 

color 

• Calculate APGARs at 1, 5, and 10 minutes 

• If baby is preterm (<36 weeks), has abnormal tone, is 

not breathing/crying or APGAR at 1 or 5 minutes is <7 

à Neonatal Resuscitation  

 

INCLUSION Criteria: Pregnant patients with suspected imminent delivery or visible crowning or who are immediately postpartum. 

EXCLUSION Criteria: Patients who are not pregnant or with evidence of imminent delivery.  

Other Protocols to Consider:  Childbirth Complications, Neonatal Resuscitation 
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CHILDBIRTH - COMPLICATIONS 
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• General Approach 
• Do not delay, rapid transport as soon as possible 
• Pulse Oximetry, Provide high flow Oxygen 
• CONTACT OLMC as needed and alert receiving facility as soon as possible 

 
Possible actions for specific complications (below): The following actions may not be feasible in every case, nor may every obstetrical 
complication be anticipated or effectively managed in the field. These should be considered “best advice” for rare and difficult 
scenarios.  
 
 

INCLUSION Criteria: Pregnant patients with evidence of complications found during childbirth or immediately postpartum.   
EXCLUSION Criteria: Patients who are not pregnant or immediately postpartum.  
Other Protocols to Consider:  Airway Management, Cardiac Arrest, Childbirth, Neonatal Resuscitation, Hypotension/Shock, Seizure 
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• IV/IO access, IVF Bolus  

• Discourage pushing by mother 
• Position mother on her hands and knees or consider 

Trendelenburg or supine with hips elevated and knees to 
chest.  

• Palpate cord: Place gloved hand in mother’s vagina and 
elevate the presenting fetal part off the cord, keep in place 
until advised by OB staff or hospital  

• Apply moist, sterile dressing to cord if visible 
 

• Magnesium Sulfate 10%  4g IV mixed in 100ml NS over 10 
minutes  

• Discourage pushing by mother 
• Support baby’s head but DO NOT PULL 
• Position mother in Trendelenburg or supine with hips 

elevated and knees to chest. Consider repositioning to 
mother on her hands in knees if delivery continues to 
progress. 

• Insert gloved fingers into vagina to relieve pressure on 
umbilical cord, keep in place until advised by OB staff 

• Place open hand and apply gentle pressure just above 
mother’s pubic bone in the direction of the baby’s 
shoulder/face. 
 
 

POST-PARTUM HEMORRHAGE 
 

• Discourage pushing by mother and support presenting parts, never attempt to pull infant from vagina by legs 
• Position mother in Trendelenburg or supine with hips elevated and knees to chest 
• When feet or buttocks are presenting, typically there is time to transport to nearest facility 
• IF DELIVERY PROGRESSES 

o Allow baby to delivery to level of umbilicus 
o Gently extract legs downward after buttocks are delivered 
o Gently guide baby upwards to deliver the posterior shoulder and then downwards to deliver the anterior shoulder 
o If the head does not deliver within 30 seconds, support the baby’s body and insert two fingers into the vagina along the 

baby’s neck until mouth is located, then create air passage by pressing vaginal wall away from baby’s mouth 

• Perform fundal massage using 2 handed technique with 
firm, direct pressure until uterus feels firm or vaginal 
bleeding decreases 

• Encourage breast feeding 
• Hypotension/Shock protocol as indicated 

• IV/IO access, IVF Bolus 

• If evidence of >500ml blood loss, hypotension or signs of 
shock administer 

o Transexamic Acid 1g in 100ml NS IV given over 
10 minutes 

• Seizure Protocol  
• Assist airway as appropriate 
• High flow Oxygen via NRB 
• Immediate Transport 
• Call for ALS intercept if appropriate 

BREECH DELIVERY 
 

SHOULDER DYSTOCIA 
 

PROLAPSED UMBILICAL CORD 
 

POST-PARTUM HEMORRHAGE 
 

ECLAMPSIA / SEIZURE 
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NEONATAL RESUSCITATION 
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• General Approach 

• If baby is preterm (<36 weeks), does not have good tone, or has evidence of 
labored breathing or persistent central cyanosis or is not crying 

o Warm, dry, and stimulate the baby by rubbing back and flicking soles 
of feet 

o Wipe mouth and nose, consider suctioning if evidence of obstruction 
o Place Pulse Oximeter on neonate, preferably right hand/wrist 
o Initiate blow by Oxygen 15LPM  
o If baby is not improving after 30 seconds, begin manual ventilation 

and oxygenation with neonatal BVM at 40-60 breaths/min with 
15LPM 

• If pulse <100 perform manual ventilation and oxygenation with neonatal BVM 
at 40-60 breaths/min with 15LPM and reassess heart rate in 30 seconds 

o If pulse is < 60bpm after 30 seconds of manual ventilation, continue 
ventilations and start chest compressions at 100-120/min  

o Reassess HR every 2 minutes 
o Initiate transport as soon as possible, preferably to a facility with 

NICU 
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• If patient condition does not improve, obtain IV/IO access, if appropriate, consider IVF Bolus 10ml/kg IV/IO, may repeat 
x 1 

• Blood Glucose 

o If BG <30 or unable to obtain, administer presumptively with Dextrose D10 5ml/kg IV/IO x1 
 

 

• If BLS oxygenation, ventilation, and circulation interventions do not improve respiratory rate and/or heart rate remains 
< 60bpm à Blind Insertion Airway Device or Endotracheal Tube Placement 

• If heart rate remains less than 60bpm despite adequate ventilation with 100% O2 and chest compressions administer 
Epinephrine 1:10,000 0.01mg/kg (0.1ml/kg) IV/IO, may repeat every 5 minutes up to max of 3 doses 
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• Stimulation and warming of the neonate will usually cause an adequate cardiovascular response 
• Primary support is usually oxygenation and ventilation if needed 
• A low heart rate usually responds to oxygenation 
• Most neonates appear cyanotic at birth and pink up within five minutes 

 

INCLUSION Criteria: Just-born newborns with a 1 or 5 minute APGAR <7 or neonates who demonstrate suboptimal or absent 
oxygenation, ventilation, or circulation following birth or within the first 28 days of life 
EXCLUSION Criteria: Severely preterm newborns (less than 22 weeks gestational age that are pulseless and/or apneic. Infants >28 days 
old.  
Other Protocols to Consider:  Airway Management, Childbirth, Childbirth Complications 
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Targeted Pre-ductal SpO2 

After Birth 

1 min 60-65% 

2 min 65-70% 

3 min 70-75% 

4 min 75-80% 

5 min 80-85% 

10 min 85-95% 

 

Advanced Airway Placement 

Gestational 
Age (weeks) 

Weight 
(kg) 

ET Tube Size 
(mm) 

Depth of Insertion (cm from 
upper lip) 

Igel Size King Size 

<28 <1.0 2.5 uncuffed 6-7 N/A N/A 
28-34 1.0-2.0 3.0 uncuffed 7-8 N/A N/A 
34-38 2.0-3.0 3.5 uncuffed 8-9 1 (Pink) 0 (Transparent) 
>38 >3.0 3.5 cuffed 9-10 1 (Pink) 0 (Transparent) 
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GENERAL MEDICAL and TRAUMA 

 

Abdominal Pain 
Allergic Reaction or Anaphylaxis 
Altered Mental Status 
Behavioral and Psychiatric Emergencies 
Bites and Envenomations 
Brief Resolved Unexplained Event (BRUE) 
Burns 
Dizziness or Vertigo 
Fever or Suspected Sepsis 
Hemorrhage Control 
Hyperthermia or Heat Exposure 
Hypoglycemia or Hyperglycemia 
Hypotension or Shock 
Hypothermia or Cold Exposure 
Nausea or Vomiting 
Overdose or Toxic Exposure 
Pain Management 
Public Safety Personnel Rehab 
Seizure 
Stroke-Like Symptoms 
Syncope or Near-Syncope 
Traumatic Injuries 
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ABDOMINAL PAIN 
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• General Approach 
• Position patient in a position of comfort 
• If history of diabetes, altered mental status à Blood glucose  
• Maintain NPO (nothing by mouth)  
 

EM
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B  • If pain is above umbilicus or any concern for cardiac etiology à 12 lead EKG  

AE
M

T  • IV/IO access, if appropriate, consider IVF bolus  
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• Abdominal pain in women of child bearing age should be treated as a presumed ectopic pregnancy until proven 

otherwise  
• Consider diagnosis of abdominal aortic aneurysm (AAA) in older patients or in those with a history of cardiovascular 

disease such as hypertension, diabetes, peripheral vascular disease, kidney disease, heart attack, or stroke. Assess 
abdomen for a midline pulsatile mass and evaluate lower extremity pulses and perfusion.  

 

INCLUSION Criteria: Abdominal Pain or discomfort related to a non-traumatic cause.  
EXCLUSION Criteria: Abdominal pain due to trauma (Traumatic Injuries) or Abdominal pain due to suspected labor in a pregnant 
patient (Childbirth) 
Other Protocols to Consider:  Chest Pain/Suspected ACS/STEMI, Fever or Suspected Sepsis, Hypotension/Shock, Nausea and 
Vomiting, Overdose or Toxic Exposure, Pain Management 
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ALLERGIC REACTION / ANAPHYLAXIS 
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• General Approach 
• If signs of anaphylaxis such as stridor, oropharyngeal swelling, severe dyspnea or evidence of respiratory distress, 

hypotension, altered mental status administer: 
o Epinephrine 0.3mg IM (25kg or more) 0.15mg IM (less than 25kg) 
o May repeat dose in 5 minutes if not improving 

• If wheezing/bronchospasm is present, consider Albuterol 2.5mg/3mL via nebulizer or mask (max 3 doses) 
• Maintain NPO (nothing by mouth)  

 

EM
T-

B  • If epinephrine administered, obtain 12 lead EKG, Cardiac Monitoring 
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T  • IV/IO access, if appropriate, consider IVF bolus  

 

 
• If mild symptoms consider 

o Diphenhydramine 25-50mg or 1mg/kg IV/IO/IM/PO  
• If moderate to severe also consider 

o Methylprednisolone 125mg or 2mg/kg IV/IO OR 
o Dexamethasone 12mg or 0.6mg/kg IV/IO/PO   

• If evidence of anaphylactic shock after administration of IM Epinephrine x 2  
o Consider Epinephrine infusion 2-10mcg/min IV/IO infusion, titrate to improved perfusion  
o If suspected imminent arrest, consider Push dose Epinephrine 0.5-2ml every 1-2 minutes IV/IO 
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• Use Epinephrine with caution or consider a reduced dose in patients who are elderly, have known coronary artery 

disease because of the risk of inducing myocardial ischemia – HOWEVER, in severe anaphylaxis there is no 
contraindication to epinephrine.  

• If history of ACE inhibitor use, or if personal/family history of non-allergic angioedema, above interventions may provide 
no benefit and consider advanced airway management early.  

 

INCLUSION Criteria: Patients of all ages with suspected allergic reaction and/or anaphylaxis 
EXCLUSION Criteria: NONE 
Other Protocols to Consider:  Airway Management, Bites and Envenomation, Difficulty Breathing, Hypotension/Shock 
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ALTERED MENTAL STATUS 
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• General Approach 
• Allow/assist the patient to assume a position of comfort if appropriate 
• If patient is not conscious AND evidence of opiate overdose AND respiratory depression à administer Naloxone per 

Overdose and Toxic Exposure protocol 
o Administration of naloxone will NOT occur until after basic airway management  

• If evidence of or concern for stroke like symptoms, perform Stroke Scale 
• Assess and document neurological and mental status exam 
• Pulse Oximetry, Blood Glucose  
 

EM
T-

B  • Cardiac monitoring, acquire 12-lead EKG and transmit if able 
• Consider Capnography 

AE
M

T   • IV/IO access, if appropriate, consider IVF bolus 
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• Consider causes of altered level of consciousness and go to appropriate protocol: hypoglycemia, hypoxia, narcotic 

overdose, hypovolemia, shock, sepsis, head injury, drug or alcohol intoxication, toxic exposure or ingestions, 
hypothermia, hyperthermia, syncope, seizure, arrhythmias. 

• Recognize medical etiologies such as hypoglycemia or hypoxia may be cause of agitation or violent behaviors.  
• Remember that drug or alcohol intoxication can be the underlying etiology but may also be masking other more serious 

medical conditions.  
• Don’t forget to utilize bystanders, caregivers and information that can be obtained from surroundings.  

 

INCLUSION Criteria: Patients who are confused, altered, or otherwise present with impaired decision making capacity or change from 
baseline.   
EXCLUSION Criteria: No recommendations. 
Other Protocols to Consider:  Airway Management, Behavioral or Psychiatric Emergencies, Bradycardia Symptomatic, 
Hyperthermia/Heat Exposure, Hypoglycemia or Hyperglycemia, Hypotension/Shock, Hypothermia/Cold Exposure, Overdose or Toxic 
Exposure, Seizure, Stroke Like Symptoms, Tachycardia, Traumatic Injuries 
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BEHAVIORAL & PSYCHIATRIC EMERGENCIES 
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• General Approach 
• Priority is to protect yourself and other crew (stage, await law enforcement, etc. as appropriate) 
• Approach patient as calmly as possible and with caution and utilize verbal de-escalation techniques  
• If patient is believed to be at risk to themselves or others and is refusing care à Consent and Refusal of Medical Care 

and/or Transport 
• If patient is demonstrating signs or symptoms of Excited Delirium, request ALS immediately 
• Physical restrain ONLY if necessary and if patient is potentially dangerous to self or others  

o Should be initiated by Law Enforcement 
o No hog tying or hobble restraints allowed, do not inhibit patient’s breathing or ventilations 
o Once restrained, patient should be placed in a semi-sitting or recovery (lateral recumbent) position 
o If law enforcement restrains patient with handcuffs, an officer with a key must accompany the patient during 

transport 
o Apply spit net if indicated 

• Consider passive/active cooling if indicated 
• Pulse Oximetry, Blood Glucose, if safe to do so 

 

EM
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B  

• Consider Cardiac monitoring, acquire 12-lead EKG and transmit if able 
• Consider Capnography 

 

AE
M

T   • IV/IO access, if appropriate, consider IVF bolus  
 

 

• If patient >12 years old and continues to be uncooperative and a danger to self 
or others, consider chemical sedation with goal of rapid sedation in order to 
keep patient and others safe and allow for assessment and treatment 

o Ketamine 2-4mg/kg IM (max 400mg) or 2mg/kg IV/IO (max 200mg) OR 
o Midazolam 5-10mg IM/IN or 2.5-5mg IV/IO OR 
o Lorazepam 2mg IM or 1mg IV/IO OR 
o Haloperidol 5-10mg IM or 2.5-5mg IV/IO  (Follow with 

Diphenhydramine 25-50mg IV/IO/IM) 
• Pulse Oximetry, Capnography, Cardiac Monitoring required for anyone 

receiving chemical sedation 
• CONTACT OLMC for pediatric patients <12 years old or if patient not adequately 

sedated after initial dose 
• If witnessed sudden cardiac arrest in association with prolonged agitation or 

excited delirium go to Cardiac Arrest protocol and consider early administration 
of Sodium bicarbonate 1mEq/kg IV/IO 
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• Ketamine is preferred pharmacologic treatment for suspected Excited Delirium 
• Behavioral disturbances are often a result of underlying medical condition that may require immediate medical attention. 

Go to appropriate protocol as indicated. 
• Physical restraints are only permitted when the patient is potentially dangerous to self or others 
• Never place physical restraints for punitive reasons, or in a manner that restricts breathing & circulation, or in places that 

restrict access for monitoring the patient 
• Patients most at-risk of dying in police custody are those who violently resist and struggle against restraints 

 

INCLUSION Criteria: Patients of all ages who are exhibiting agitated, violent, or uncooperative behavior or who are a danger to self or 
others.     
EXCLUSION Criteria: Patients who are exhibiting agitated or violent behavior due to medical conditions including, but not limited to 
head trauma, metabolic disorders (e.g. hypoglycemia, hypoxia).  
Other Protocols to Consider:  Airway Management, Altered Mental Status, Overdose or Toxic Exposure, Seizures, Traumatic Injuries 
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Excited Delirium 
A life threatening medical emergency 

triggered by drug use (stimulants, 
hallucinogens) or psychiatric illness. 

Look for: 
Exceptional/abnormal pain tolerance 

Hyperthermia 
Unusual strength 
Hyperaggression 

Hallucinations 
Inappropriate clothing for environment 

Lack of tiring against restraint 
Tachycardia 
Tachypnea, 

Violent or paranoid behavior 
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BITES & ENVENOMATIONS 
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• General Approach 
• Ensure offending organism is neutralized prior to approaching patient, if relevant 
• Contact Animal Control as needed 
• Remove clothing/jewelry or any constricting items (affected and distal to injury) as soon as possible 
• Wound Care  
• If stinger is present, remove by scraping with a straight edge 
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 • Consider obtaining 12-lead EKG and transmit if able 

AE
M

T  • IV/IO access, as appropriate, consider IVF bolus. 

 • Muscle spasms consider Midazolam 2.5-5mg or 0.2mg/kg IV/IO/IM/IN OR Lorazepam 0.5-2mg or 0.1mg/kg IV/IO/IM 
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• To help with identification of source, consider photographing but do not bring spider, snake, etc. into the ED  
• BEWARE organism, even if dead, may still have ability to bite or sting with venom 
• Consider marking edges of erythema, if present, with marking pen 
• Do NOT apply tourniquets or constricting bandages above or below the site of envenomation 

 

INCLUSION Criteria: Patients with suspected bite, sting, or envenomation 
EXCLUSION Criteria: No recommendations. 
Other Protocols to Consider: Airway Management, Allergic Reaction or Anaphylaxis, Altered Mental Status, Hemorrhage Control, 
Hypotension/Shock, Pain Management, Seizures, Traumatic Injuries 
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BRIEF RESOLVED UNEXPLAINED EVENT (BRUE) 

 

Previously known as Apparent Life-Threatening Episode (ALTE) 
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• General Approach 
• The term BRUE is defined as an event occurring in an infant younger than 1 year when the observer reports a sudden, 

brief, and now completely resolved episode of ≥1 of the following:  
o Color change (central cyanosis or pallor) 
o Absent, decreased, or irregular breathing 
o Marked change in tone (hyper- or hypotonia) 
o Altered level of responsiveness 

• Recognize most infants will appear to be in no apparent distress or have any abnormal findings on EMS examination.  
• If the parent or guardian is refusing EMS transport, CONTACT OLMC prior to executing the refusal.  
• Blood glucose 
• Pulse Oximetry 
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• Cardiac monitor 
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• Keep non-accidental trauma (NAT) in differential, as it can affect all ethnicities, socioeconomic statuses, and family types 

INCLUSION Criteria: An infant <1 year-old with event reported by a bystander that meets criteria of BRUE defined below.  
EXCLUSION Criteria: An infant with any of the following present: ill appearing, abnormal vital signs, vomiting, signs of trauma, noisy 
breathing, respiratory distress. Infants with color change that involved only redness or isolated perioral or hand/feet cyanosis.  
Other Protocols to Consider:  Airway Management, Altered Mental Status, Difficulty Breathing, Traumatic Injury 
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BURNS 
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• General Approach 
• Remove patient from heat source. Remove burned, hot, warm, and/or contaminated clothing.  
• If evidence of airway involvement such as respiratory distress, hoarseness, or stridor, patient will need early airway 

management à consideration for ALS or rapid transport to ED, initiate 100% Oxygen, Pulse Oximetry 
• Remove clothing/jewelry or any constricting items (affected and distal to burns) as soon as possible 
• Initiate decontamination as appropriate.  

o If eye involvement, flush with copious amounts of water. Remove contact lenses if present.  
o Chemical burn: remove contaminated clothing, brush away dry powder before irrigation. Flush with copious 

amounts of water/saline.  
• Keep the patient warm with dry blankets/sheets, consider application of clear, plastic wrap 
• Evaluate degree and body surface area involved (ONLY calculate 2nd and 3rd degree burns) 

o >10% total body surface area (BSA) of 2nd and 3rd degree burns OR burns include face, hands, feet, 
genitalia/perineum, or are circumferential à transport to designated burn center if appropriate 
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• Advanced airway management, as appropriate 
• Cardiac monitoring, acquire 12-lead EKG and transmit if able 
• If available, Obtain Carbon Monoxide level  
• Consider Capnography 
• If <10% BSA, apply moist non-adherent dressings and leave blisters intact 
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• IV/IO access, as appropriate. Unburned sites are 
preferred for IV/IO initiation, but if necessary can 
be used 

• If >10% total BSA, administer IVF Bolus as per 
Advanced Burn Life Support Guidelines unless 
patient demonstrates evidence of shock, then go 
to Hypotension/Shock  

o 0-3 years = 125ml/hr 
o 3-14 years = 250ml/hr 
o >14 years = 500ml/hr 

 

 

 
• Consider aggressive pain management with opioids or ketamine for moderate to severe burns per Pain Management  
• Consider early intubation for patient with evidence of airway involvement via Drug Assisted Airway  
• If available, for patients exposed to products of combustion, mining accidents, smoke inhalation in closed environment, 

industrial chemistry exposure administer Cyanokit 5g or 70mg/kg IV/IO over 15 minutes  
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• Superficial appearance of electrical burns does not indicate severity of 

underlying tissue damage.  
• Electrical burns can cause cardiac arrhythmias, anticipate cardiac 

problems and treat accordingly.  
• High voltage electrical burns are at high risk for secondary traumatic 

injuries 

INCLUSION Criteria: Patients of all ages who suffer from thermal, electrical, or chemical burns. 
EXCLUSION Criteria: No recommendations.   
Other Protocols to Consider:  Airway Management, Altered Mental Status, Difficulty Breathing, Overdose or Toxic Exposure, Pain 
Management, Traumatic Injuries 
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Carbon Monoxide Levels: 
• <10% = background level in a smoker 
• 10-20% = mild to moderate symptoms such 

as dizziness, nausea, dyspnea, headache 
• 20-40% = severe symptoms such as vertigo, 

ataxia, confusion, visual disturbances) 
• >40% = confusion, coma, seizures, syncope, 

respiratory failure, cardiac arrest, death 

Patient’s Palm 
= 1% BSA 
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DIZZINESS or VERTIGO 
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• General Approach 
• Allow patient to assume position that minimizes or eliminates the symptoms. 
• Try to avoid unnecessary movements as this can precipitate worsening symptoms or nausea/vomiting.  
• Make sure to perform a full neurological assessment and Stroke Scale with consideration for possible stroke as an 

etiology of symptoms 
• Blood Glucose 
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 • Acquire 12-lead EKG and transmit if able 
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T  • IV/IO access if appropriate, consider IVF Bolus  
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• Recognize dizziness is an imprecise complaint that can be used to describe vertigo, lightheadedness, near-syncope, 

syncope, gait instability, or disequilibrium.   
• Evidence or suspicion for other medical or traumatic etiology, go to appropriate protocol 

 

INCLUSION Criteria: Patients who present with primary complaint of dizziness and/or vertigo.  
EXCLUSION Criteria: Patients with other neurologic complaints or with presumed trauma as etiology.  
Other Protocols to Consider:  Nausea and/or Vomiting, Stroke Like Symptoms, Syncope or Near Syncope, Traumatic Injuries 
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FEVER or SUSPECTED SEPSIS 
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• General Approach 

• Any patient with altered mental status, weakness, respiratory distress, fever, or suspected infection should be screened 
for inclusion into the sepsis protocol by reviewing a complete set of vital signs 

• Suspect sepsis patient has a possible infection + one of the following 
o Temperature <96.8F or >100.4F (38C) 
o RR >20 or age based upper limit of normal OR EtCO2 <25 
o HR >90 

• Call a Severe Sepsis Alert into the ED if patient meets criteria above AND has 
o SBP<90 or below minimal age normal OR 
o Altered mental status  

 

EM
T-

B 
 

• Acquire 12-lead EKG and transmit if able 

• Capnography, if available 
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• IV/IO access, if appropriate, consider IVF bolus  
• For patients with temperature >100.4F (38C) and able to tolerate PO, and no contraindications consider:  

o Acetaminophen 650 mg or 15mg/kg PO, may round to tablet size AND/OR 
o Ibuprofen 400mg or 10mg/kg PO, may round to tablet size, do not use in infants <6 months of age AND/OR 

• Only administer in setting of febrile seizure if patient has returned to mental baseline 
 

 

•   If IV access is established and patient has not already received ibuprofen or NSAID within past 4 hours consider 
o Ketorolac 15mg or 0.5mg/kg IV/IO OR 30mg or 1.0mg/kg IM 

• As per Shock/Hypotension Protocol, consider vasopressor treatment if patient has persistent signs of shock not 
responsive to initial fluid resuscitation 
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• Do not use acetaminophen, ibuprofen, or ketorolac if same/similar medication was used in previous 4 hours 

 

INCLUSION Criteria: Patients with altered mental status, weakness, respiratory distress, fever, or suspected infection. 
EXCLUSION Criteria: No recommendations 

Other Protocols to Consider:  Altered Mental Status, Pain Management, Seizure, Shock/Hypotension 
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HEMORRHAGE CONTROL 
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• General Approach 
• Control external hemorrhage by applying direct pressure  
• Extremity: If bleeding is not controlled with direct pressure or evidence of severe, exsanguinating wound à Tourniquet 

Application 
o If bleeding still is not controlled, do NOT remove tourniquet, recommend application of second tourniquet 

above previously placed 
o If tourniquet is applied, recommendation is to take the patient to a level I/II trauma center if reasonable to do 

so 
• Consider use of Hemostatic Dressing and/or Wound Packing if hemorrhage not controlled with direct pressure 
• Splinting if indicated 
• Consider application of pelvic binder if suspicion for internal bleeding in pelvis, evidence of hypotension or shock  
• Epistaxis: If active bleeding have patient blow nose or suction blood then compress nostrils with direct pressure, head 

tilted forward, patient in a position of comfort 
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• IV/IO access, if appropriate, consider IVF Bolus 250ml or 10ml/kg (up to 40ml/kg or 2L), titrate to permissive 
hypotension goal of SBP of 90 or normal age appropriate lower range blood pressure 
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• If trauma with significant hemorrhage and SBP<90, age >12 years, and injury occurred <3 hours prior 

o Transexamic Acid (TXA) 1g in 100ml NS given over 10 minutes 
• If patient has persistent signs of shock not responsive to initial fluid resuscitation (up to 40ml/kg or 2L), initiate:  

o Norepinephrine 4mg in 250ml D5W, infuse @ 2-10mcg/min, titrate to SBP>90 OR MAP >65 (or age appropriate 
minimum SBP) and signs of improved perfusion OR 

o Epinephrine infusion 2-10mcg/min IV/IO infusion, titrate to SBP>90 OR MAP >65 (or age appropriate minimum 
SBP) and signs of improved perfusion  

o If suspected imminent arrest, consider Push dose Epinephrine 0.5-2ml every 1-2 minutes IV/IO 
 

   

INCLUSION Criteria: Patients with evidence of external hemorrhage or suspected serious internal hemorrhage 
EXCLUSION Criteria: No recommendations 
Other Protocols to Consider:  Pain Management, Shock/Hypotension 
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HYPERTHERMIA or HEAT EXPOSURE 
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• General Approach 
• Remove patient from high temperature environment if applicable 
• Consider Pulse Oximetry 
• Blood Glucose if altered mental status 
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• For patients with moderate to severe symptoms, Cardiac Monitoring and acquire 12 lead EKG, transmit if able 
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T   • IV/IO access, if appropriate, consider IVF bolus, cool fluids if available 

 

•   If severe symptoms and shivering, consider  
o Midazolam 2.5-5mg or 0.2mg/kg  IV/IO/IM/IN OR 
o Lorazepam 0.5-2mg or 0.1mg/kg  IV/IO/IM 
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• Consider other causes of hyperthermia besides environmental exposure such as 

o Serotonin Syndrome or Neuroleptic Malignant Syndrome: patients taking antidepressant or antipsychotic 
medications 

o Sympathomimetic overdose (e.g. cocaine, methamphetamines) 
o Anticholinergic syndrome 
o Infection: fever, sepsis 
o Thyrotoxicosis 

• Recognize extremes of age are at higher risk for heat emergencies 
 

INCLUSION Criteria: Patients with symptoms secondary to heat exposure or exertion such as heat cramps, heat exhaustion, heat stroke. 
EXCLUSION Criteria: Suspected hyperthermia secondary to infection or overdose or toxic exposure. 
Other Protocols to Consider:  Airway Management, Altered Mental Status, Burns, Hypotension/Shock, Nausea and/or Vomiting, 
Overdose or Toxic Exposure 
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Severe Symptoms (Heat Stroke) 
Altered Mental Status, typically 
temp>104, sweating may or may not be 
present, hypotension, seizure, coma 
 
• Begin active cooling immediately 

with fan and cool mist, sponging with 
cool water, ice packs in 
neck/groin/axillae 

• Apply 100% Oxygen  
• Consider early ALS and/or rapid 

transport 
• If ice water submersion is available, 

this is gold standard for exertional 
heat stroke and delay transport to 
support immediate submersion until 
core temperature is <102 

Moderate Symptoms (Heat Exhaustion) 
Dizziness, lightheadedness, headache, 
irritability, nausea, vomiting, malaise or 
generalized weakness, orthostatic 
hypotension, tachycardia, malaise 
 
• Keep patient supine if possible 
• Titrate Oxygen to SpO2 >93% or 

work of breathing 
• Loosen clothing 
• Consider fanning, cool mist, sponge 

with cool water, ice packs 
• PO fluids, if tolerated 
 
 
 
 

Mild Symptoms 
Muscle cramping, normal mental 
status, warm, moist skin, 
temperature <104 
 
• Loosen clothing 
• Consider fanning, ice packs, 

sponge with cool water 
• PO fluids 
 
 
 
 
 
 
 
 

45



 

 
 

HYPOGLYCEMIA or HYPERGLYCEMIA 
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• General Approach 
• Support airway as appropriate.  
• Check Blood Glucose  

o If blood sugar <70, 
§ If conscious and able to tolerate PO, then administer Glucose Oral 15g OR if available, regular 

soda/juice/candy or a protein 
§ If signs or symptoms persist after approximately 10 minutes, recheck blood sugar. Repeat oral 

glucose 15g if still <70.  
o If blood sugar is >70 go to appropriate medical protocol. Consider rechecking if patient continues to be 

symptomatic.  
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• If blood sugar <70, patient is unconscious or unable to protect airway then administer Glucagon 1mg  (≥25kg) or 
0.5mg IM (<25kg).  

• Consider Capnography 
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• Obtain IV/IO access If blood sugar <70, blood sugar >250, 
or evidence of dehydration or hypotension 

• If blood sugar is <70 and patient has altered level of 
consciousness or is unable to protect their airway 
administer Dextrose starting with  

o D10 125mL or 5ml/kg bolus IV/IO OR 
o D5 250mL or 10ml/kg bolus IV/IO OR 
o If IV access cannot be established, administer 

Glucagon 1mg (≥25mg) or 0.5mg (<25kg) IM, if 
not already performed 

o Reassess blood sugar after approximately 10 
minutes, if still <70 and symptomatic, repeat 
Dextrose and titrate to effect.  

• If blood sugar is >250 and patient ill-appearing or there is 
evidence of dehydration or hypovolemia, IVF Bolus  
 

 

• Patients on oral diabetes medication are at very high risk 
for recurrent hypoglycemia and transport should be 
recommended. If patient in this situation refuses, 
CONTACT OLMC must be consulted.  

• Consider broad differential for hyperglycemia which could 
include serious causes such as diabetic ketoacidosis (DKA), 
Hyperosmolar hyperglycemic state, infection/sepsis 

• Consider accidental or intentional overdoses of insulin or 
oral diabetes medications as cause of recurrent or 
persistent hypoglycemia 

• Patients with a history of alcoholism or liver disease may 
not respond to glucagon 
 

INCLUSION Criteria: Patients with known history of diabetes and concern for abnormal blood sugar. Patients with symptoms of 
hypoglycemia and blood glucose <70. Patients with altered mental status, seizures, stroke-like symptoms who are found to have blood 
sugar <70. Patients with symptoms of hyperglycemia (e.g. polyuria, polydipsia, weakness, dizziness). 
EXCLUSION Criteria: Patients in cardiac arrest. Neonates (<28 days old).   
Other Protocols to Consider:  Abdominal Pain, Airway Management, Altered Mental Status, Nausea and/or Vomiting, Overdose or 
Toxic Exposure, Seizure, Stroke Like Symptoms 
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HYPOTENSION / SHOCK 
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• General Approach 
• Evaluate for external hemorrhage and control bleeding à 

Hemorrhage Control  
• If traumatic in etiology à Traumatic Injury Protocol 

o Splinting if appropriate 
o Pelvic binder if appropriate 
o Prevent hypothermia 
o Hypotension in trauma needs blood products early – 

minimize scene time with goal <10 minutes 
• Pulse Oximetry 

 

EM
T -

B   • Cardiac Monitoring and acquire 12-lead EKG and transmit if able 
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• IV/IO access and administer IVF Bolus  

o Consider second IV access site 
o Consider moving quickly to intraosseous access in critically ill pediatric patients if initial peripheral IV attempt 

unsuccessful 
• If traumatic etiology, recommend permissive hypotension with goal of SBP = 90 except if suspected traumatic brain 

injury then goal of SBP = 120 
• Monitor for signs of developing pulmonary edema with pulmonary exam, respiratory effort, SpO2 

 

 

 
• If evidence of possible tension pneumothorax perform Chest Decompression Procedure 
• If patient is at risk for adrenal insufficiency or Addisonian Crisis (if identified by family or a medical alert bracelet, chronic 

steroid use, Congenital Adrenal Hyperplasia, or Addison’s Disease) 
o Administer Methylprednisolone 2 mg/kg, max 125mg IV/IO bolus slowly over 2 minutes 

• If trauma with significant hemorrhage and SBP<90, age >12 years, and injury occurred <3 hours prior 
o Tranexamic Acid (TXA) 1g in 100ml NS given over 10 minutes 

• If patient has persistent signs of shock not responsive to initial fluid resuscitation (up to 40ml/kg or 2L), initiate:  
o Norepinephrine 4mg in 250ml D5W, infuse @ 2-10mcg/min, titrate to SBP>90 OR MAP >65 (or age appropriate 

minimum SBP) and signs of improved perfusion OR 
o Epinephrine infusion 2-10mcg/min IV/IO infusion, titrate to SBP>90 OR MAP >65 (or age appropriate minimum 

SBP) and signs of improved perfusion  
o If suspected imminent arrest, consider Push dose Epinephrine 0.5-2ml every 1-2 minutes IV/IO 

 

NO
TE

S 
 

 
• Consider potential causes and treat underlying etiology:  Infections/sepsis, Burns, Hemorrhage (internal or external), 

Spinal cord injury, Heart failure (e.g. MI, tamponade), Arrhythmia, Dehydration, Drugs and toxins, Metabolic 
disturbances, Anaphylaxis, Pulmonary Embolism 

• Preference for epinephrine as vasopressor for patients suffering from shock secondary to anaphylaxis or symptomatic 
bradycardia otherwise norepinephrine is recommended 
 

INCLUSION Criteria: Patients with a SBP <90 or lower limit of normal or with signs or symptoms of shock.    
EXCLUSION Criteria: No recommendations. 
Other Protocols to Consider:  Abdominal Pain, Airway Management, Allergic Reaction and Anaphylaxis, Bradycardia Symptomatic, 
Chest Pain/Suspected ACS/STEMI, Fever or Suspected Sepsis, Hemorrhage Control, Hypoglycemia or Hyperglycemia, Nausea 
and/or Vomiting, Pain Management, Tachycardia, Traumatic Injuries 
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Shock is defined as inadequate perfusion of 
vital organs, not just hypotension, such as:  

• Altered Mental Status 
• Delayed capillary refill 
• Hypoxia 
• Decreased urine output 
• Tachypnea 
• Tachycardia 
• Weak or decreased pulses 
• Cool, mottled extremities 
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HYPOTHERMIA or COLD EXPOSURE 
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• General Approach 
• Remove patient from cold temperature environment if applicable 
• Remove wet clothing and garments, dry and insulate patient 
• Assist with passive rewarming with blankets, heat packs for comfort 
• If localized, cold injury such as frostbite or frostnip 

o PREVENT FROM REFREEZING  
o Wound care but do not rub or break blisters 

• If evidence of severe symptoms such as altered mental status, unstable vital signs, arrhythmias, and/or temp <90F 
o Do not let patient ambulate or exert themselves 
o Actively warm patient with heat packs to neck/groin/axillae 
o Minimize excessive movements due to some concern for potential cardiac irritability but do not delay or 

prevent transfers, transport, or treatments 
• If patient is not responsive without palpable pulses à TREAT PER STANDARD ALGORITHM of Cardiac Arrest Protocol  

o Recognize that vital signs may be diminished in hypothermia 
• If evidence of altered mental status obtain Blood Glucose 
• Consider Pulse Oximetry, but recognize patient may have peripheral vasoconstriction which will limit capabilities of 

pulse oximeter 
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B  • Cardiac Monitoring and acquire 12 lead EKG and transmit if able 
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T  • IV/IO access, as appropriate, consider IVF Bolus, warmed if available 
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• Core temperatures are best measured by esophageal probe, if one is available, and the patient’s airway is secured. If 
esophageal probe is not available or appropriate, use an epitympanic thermometer designed for field condition is 
recommended. Rectal temperatures may also be used, but only once the patient is in a warm environment.  

• Considerations in cardiac arrest: 
o The following are contraindications for initiation of resuscitation in the hypothermic patient:  

§ Obvious fatal injuries (such as decapitation) 
§ The patient exhibits signs of being frozen (such as ice formation in the airway) 
§ Chest wall rigidity such that compressions are not possible 
§ Dangers to rescuers or rescuer exhaustion 
§ Avalanche victims buried for 35 minutes or longer with airway obstruction by ice or snow 

o Fixed and dilated pupils, apparent rigor mortis, and dependent lividity may not be contraindications for 
resuscitation in the severely hypothermic patient 

o Patients with severe hypothermia and arrest may benefit from resuscitation even after prolonged downtime and 
unless above criteria are met, patients should not be considered deceased until rewarming has been attempted 

o If a hypothermia patient clearly suffered cardiac arrest and subsequently became hypothermic afterward with 
prolonged down time between arrest and rescue, there is no rationale for initiating resuscitation and warming the 
patient. 

INCLUSION Criteria: Patients suffering from systemic or localized cold injuries. 
EXCLUSION Criteria: Patients without cold exposure or with cold exposure but no evidence of injury or symptoms related to 
hypothermia.  
Other Protocols to Consider: Airway Management, Cardiac Arrest, Pain Management, Shock/Hypotension 
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NAUSEA and / or VOMITING 
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• General Approach 
• If appropriate, position patient to avoid aspiration or allow them to assume position of comfort. 

• If patient is capable of following instructions, consider providing patient with an isopropyl alcohol pad and instruct them 

to take deep nasal inhalations as frequently as required to achieve nausea relief, with the pad held approximately 1-2cm 

from the nares. May repeat every 15 minutes as tolerated.  

• Consider and treat potential underlying causes of symptoms à go to appropriate medical protocol 

• Consider Blood Glucose 
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T  • IV/IO access, if appropriate, consider IVF bolus  

• Consider obtaining 12 lead-EKG, transmit if able 

 

•   Consider antiemetic administration 

o Ondansetron 4mg or 0.15mg/kg ODT/PO/IV/IO for patients >6 months old OR 

o Metoclopramide 10mg or 0.1mg/kg IV/IM for patients >2yo and >12kg 

o May repeat either x 1 in 20 minutes if no relief 

• Dystonic and extrapyramidal symptoms are possible side effects of antiemetics. If encountered consider administering 

Diphenhydramine 25-50mg or 1mg/kg IV/IM/PO. May repeat 1x after 10 min.  

• If severe and not improved with other treatments and/or has risk to complicate a serious medical or traumatic 

emergency consider administering 

o Midazolam 2.5-5mg or 0.2mg/kg IV/IO/IM/IN OR 

o Lorazepam 0.5-2mg or 0.1mg/kg IV/IO/IM 

NO
TE

S 
 

 

• Nausea and vomiting are symptoms of illness – in addition to treating the patient’s nausea and vomiting, a thorough 

history and physical are key to identifying what may be an underlying disease process in need of emergent treatment.  

• Ondansetron remains an acceptable therapy in pregnancy for severe symptoms of nausea and vomiting.  

• Nausea and/or vomiting may be presenting symptoms for acute coronary syndrome, especially in patients at increased 

risk of atypical presentations such as elderly, females, and patients with diabetes.  

 

INCLUSION Criteria: Patients suffering from nausea and/or vomiting.  

EXCLUSION Criteria: No recommendations. 
Other Protocols to Consider:  Abdominal Pain, Airway Management, Chest Pain/Suspected ACS, Hypoglycemia or Hyperglycemia, 
Pain Management, Stroke Like Symptoms, Traumatic Injuries 
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OVERDOSE or TOXIC EXPOSURE 
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• General Approach 
• If suspected exposure to toxic agent 

o Remove patient from environment if safe/trained/equipped (PPE) to do so 
o Be suspicious of scenes where multiple people or animals appear to be affected 
o Ensure decontamination prior to initiating care 

• If suspected opioid intoxication AND patient is unconscious AND patient has respiratory depression 
o Prioritize ventilations with BVM 
o If all three criteria are not met, naloxone is not indicated 
o Prepare and administer Naloxone 0.4mg-2mg IN, may repeat x 1 if no response in 5 minutes 
o Giving naloxone may precipitate acute narcotic withdrawal and the patient may have nausea, vomiting, 

agitation, or become combative 
o If patient has naloxone administered and then refuses transport, must CONTACT OLMC  

• If suspected carbon monoxide (CO) poisoning 
o Obtain Carbon Monoxide level if available 
o Administer high flow Oxygen (regardless of SpO2) 

• If altered, obtain Blood Glucose 
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• IV/IO Access, if appropriate, consider IVF bolus 
• If suspected opioid intoxication and IV access is established, if indicated as above, administer Naloxone 0.4mg-2m IV/IO, 

may repeat x 1 if no response after 5 minutes.  Titrate to improved respiratory rate/effort.  

 

• Consider the following specific overdose indications/treatments:  
o Benzodiazepines: Supportive Care, go to appropriate medical protocol 
o Stimulants: Supportive Care, go to Behavioral/Psychiatric Emergencies Protocol as indicated 

 
Tricyclic Antidepressants (TCAs): Decreased level 
of consciousness, seizures, hypotension, 
arrhythmias, wide QRS interval 

• If QRS>0.12 sec à Sodium Bicarbonate 
1mEq/kg slow IV/IO, may repeat x 1 

• Seizure Protocol 
• Shock/Hypotension Protocol 
• If advanced airway, consider 

hyperventilation to EtCO2 25-30 
 

Beta Blockers: Bradycardia, heart blocks, 
hypotension  

• Consider Glucagon 5mg or 
50mcg/kg slow IV/IO, if 
available 

• Bradycardia Protocol 
• Shock/Hypotension Protocol  
• Initiate vasopressors early 

 

Acute Dystonic Reaction: Sustained 
muscle contractions, frequently causing 
twisting, repetitive movements or 
postures, and may affect any part of the 
body. Most commonly from antipsychotics 
or antiemetics.  

• Diphenhydramine 25-50mg or  
1mg/kg IV/IO/IM/PO 

• If not improving, consider 
Midazolam 2.5-5mg IV/IO/IM/IN 
OR Lorazepam 0.5-2mg IV/IO 

Cyanide Poisoning:  Altered mental status, 
hemodynamic instability, cardiac arrest.  

• Consider when exposed to products of 
combustion, mining accidents, smoke 
inhalation in closed environment, 
industrial organic chemistry exposure 

• High flow Oxygen 
• Cyanokit 5g or 70mg/kg IV/IO over 15 

minutes, if available  

Calcium Channel Blockers: Bradycardia, 
heart blocks, hypotension 

• Calcium Gluconate 2g or 
100mg/kg IV/IO OR Calcium 
Chloride 1g or 20mg/kg IV/IO 

• Bradycardia Protocol 
• Shock/Hypotension Protocol  
• Initiate vasopressors early 

 

Organophosphates:  DUMBBELSS 
(diarrhea, urination, miosis, 
bronchospasms, bradycardia, excitation of 
muscles, lacrimation, salivation, sweating) 

• Accidental self exposure – 
administer Mark 1 auto injector 
kit or Duodote if available 

• Atropine 2-6mg IV/IO/IM every 
3-5 minutes until symptoms 
resolve 

 

INCLUSION Criteria: Suspected or known ingestion, overdose, or toxic exposure 
EXCLUSION Criteria: Cardiac Arrest  
Other Protocols to Consider:  Airway Management, Behavioral or Psychiatric Emergencies, Bradycardia Symptomatic, 
Hypotension/Shock, Seizure 
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PAIN MANAGEMENT 
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• General Approach 
• Assess pain based on standard pain scale 
• Identify and treat causes of pain as able with consideration to: 

o Apply ice/cold packs to injured areas 
o Place patient into a position of comfort and Splint if indicated 
o Verbal reassurance and comfort 
o Provide distractions to encourage them to not focus on their injuries 

• Reassess pain after all interventions 
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• IV/IO access, if appropriate, consider IVF bolus  
• If pain not improved with ≥ moderate pain, patient is able to tolerate PO, and if available with no contraindications 

consider:  
o Acetaminophen 650 mg or 15mg/kg PO, may round to tablet size AND/OR 
o Ibuprofen 400mg or 10mg/kg PO, may round to tablet size, do not use in infants <6 months of age AND/OR 
o Nitrous oxide self-administered with constant monitoring, titrated to pain control, if not improved after 10 

minutes, recommend consideration for alternate management  
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• For ≥ severe pain consider if available and no contraindications:  

o Ketorolac 15mg or 0.5mg/kg IV/IO OR 30mg or 1.0mg/kg IM OR 
o Fentanyl 25-100mcg or 0.5-1mcg/kg IV/IO/IN/IM may repeat x 2 OR  
o Morphine 2-8mg or 0.1mg/kg IV/IO/IM may repeat x 1 OR 
o Hydromorphone 0.5-1mg or 0.02mg/kg IV/IO/IM may repeat x 1 OR 
o Ketamine 10-20mg or 0.2mg/kg IV/IO/IM/IN. May repeat every 10 minutes x 3 total doses 

• Consider ketamine, ketorolac, or nitrous oxide in conjunction with opioid pain medication for severe pain or difficult to 
control pain 

• Pulse Oximetry, Capnography, Cardiac monitoring for anyone receiving opioids or ketamine. 
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• Provider discretion to be used for patients suffering from chronic pain related issues. Please note that the history of 

chronic pain does not preclude the patient from treatment for acute pain related etiologies.  
• Do not use if acetaminophen, ibuprofen, or ketorolac if same/similar medication was used in previous 4 hours 
• Recognize anyone presenting with sickle cell pain crisis has higher incidence of life-threatening conditions at young ages. 

Consider acute chest syndrome, meningitis, stroke, septic arthritis, splenic sequestration syndrome. Recognize they may 
have high tolerance for opioid pain medications.   
 

INCLUSION Criteria: Patients who are experiencing pain 
EXCLUSION Criteria: Pain due to or related to pregnancy or active labor (Childbirth), Persons with EMS Care Plans, patients with 
chronic pain if not part of hospice/palliative care plan 
Other Protocols to Consider:  Follow appropriate medical protocols first 
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PUBLIC SAFETY PERSONNEL REHAB – SPECIAL OPERATIONS 
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• General Approach 

• Log personnel into rehab sector 
• Assist in removal of all PPE and other equipment, at minimum turnout coat, nomex hood, and turnout pulled down to 

knees 
• If there are any complaints of injury or illness, perform immediate assessment and go to appropriate protocol. 

Recommend transportation if complaints of:  
o Chest pain 
o Shortness of breath not readily improved with Oxygen 
o Irregular HR or HR >85% of NFPA predicted maximum [ (220-Age bpm) x 0.85 ] 
o Syncope or AMS 
o Vomiting 
o Provider judgement or member requesting transport 
o Notify incident command 

• 10 minute rest period, oral hydration, temperature control as indicated 
• Obtain vital signs at 10 minutes 

o Temp >100.5 (not may be inaccurate after oral hydration) 
o SBP >160  
o DBP >100 
o RR<12 or >20 
o SpO2 <93% 

• If all NO and no complaints, then release personnel from rehab sector 
• If any YES, then: 

o Initiate full assessment 
o Go to appropriate protocol as indicated 
o Transport if indicated 
o Reassess vitals after additional 10-minute rest periods 
o If any abnormal VS as above, recommend transport if indicated or at minimum cessation of functioning within 

the operation and notify incident command  
o If all normalized, then release member from rehab sector 

• If no improvement after 30 minutes total of rehab, recommend transport 
 

INCLUSION Criteria: Public Safety Providers operating at the scene of an emergency or a training exercise that meet criteria for 
entering rehab.   
EXCLUSION Criteria: Agencies in Sauk County – Please see Appendix: Public Safety Rehab – Sauk County 
Other Protocols to Consider:  Airway Management, Chest Pain, Difficulty Breathing, Hyperthermia or Heat Exposure, Hypothermia 

or Cold Exposure, Nausea and/or Vomiting, Overdose or Toxic Exposure, Syncope or Near Syncope, Tachycardia 
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Criteria for Entering Rehab 

• Use of a 2nd 30-minute or 45-
minute SCBA cylinder OR 

• A single 60-minute SCBA 
cylinder OR 

• 40 minutes of intense work 
without a SCBA 
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SEIZURE 
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R 

 
• General Approach 
• Protect the patient from harming themselves by clearing away potential hazards, placing a pillow or padding under the 

head, consider recovery position. Do not restrain the patient and do not place anything in the patient’s mouth.  
• Pulse Oximetry 
• Administer Oxygen, titrate to SpO2>93% or work of breathing 
• Consider ALS early for patients who are actively seizing or at risk for recurrent seizures 
• Blood Glucose 

 

EM
T-

B   • Cardiac Monitoring, acquire 12-lead EKG and transmit if able 

AE
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T  • IV/IO access, as appropriate, consider IVF Bolus 250ml or 10ml/kg (max 2L) boluses if evidence of hypotension or 
hypovolemia, titrate to effect 

 

• If actively seizing longer than 3 minutes or patient has two or more consecutive seizures without returning to baseline 
administer:  

o Midazolam 2.5-5mg or 0.2mg/kg IV/IO or 5-10mg or 0.4mg/kg IM/IN OR  
o Lorazepam 0.5-2mg or 0.1mg/kg IV/IO or 2-4mg or 0.2mg/kg IM 
o May repeat either option after 5 minutes x 1 

• If patient is more than 20 weeks pregnant (or fundus is above the umbilicus) or <6 weeks postpartum, administer: 
o Magnesium Sulfate 10% IV 4g mixed in 100ml NS over 10 minutes  

• If patient continues to seize after the above treatments have been maximized, consider Ketamine 2mg/kg  
• Contact OLMC if seizure persists 
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• Seizures usually last 1-3 minutes and may involve a loss of consciousness, abnormal behaviors or movements, or 

convulsions.  
• Subtle indications of a seizure: persistent gaze deviation, jaw clenching, rhythmic eye or facial movements, focal 

stiffening, rhythmic twitching of an extremity 
• If the patient had a generalized seizure, when it is over, they usually have a postictal state during which they can be 

confused and may even be aggressive or combative.  
• Do not delay IN/IM administration to obtain IV access in an actively seizing patient 
• For suspected febrile seizures, consider removing layers of clothing, cold packs, and treating with antipyretic per Fever 

or Suspected Sepsis Protocol ONLY after stopping the seizure since these interventions provide symptomatic relief for 
fevers but do not stop the seizure 

• Make sure to document medication amounts/routes/times given by bystanders 
 

INCLUSION Criteria: Patients with suspected seizure or witnessed seizure activity.   
EXCLUSION Criteria: No recommendations. 
Other Protocols to Consider:  Abdominal Pain, Airway Management, Chest Pain/Suspected ACS, Hypoglycemia or Hyperglycemia, 
Pain Management, Stroke Like Symptoms, Traumatic Injuries 
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STROKE LIKE SYMPTOMS 
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• General Approach 
• Complete Stroke Scale with validated stroke screening tool, recommend using Cincinnati Pre-hospital Stroke Scale 
• Make sure to obtain time patient was last seen prior to onset of symptoms 
• Recommend obtaining contact information for family member of close contact 
• Blood Glucose 
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• If Stroke Scale is positive AND symptoms onset is <3 hours or >24 hours from onset then transport to closest stroke 
facility 

• If Stroke Scale is positive AND symptom onset is between 3 hours and 24 hours, then perform Los Angeles Motor Score 
(LAMS) or other validated large vessel occlusions screening tool 

o If LAMS = 4-5 à Recommend transport to Comprehensive Stroke Center or Thrombectomy Capable Stroke 
Center if reasonable to do so 

o If LAMS <4 transport to closest stroke facility  
• If Stroke Scale is positive and symptoms onset <24 hours à Call in a STROKE ALERT to receiving facility and minimize 

scene time with goal of <10 minutes 
• Acquire 12-lead EKG and transmit if able 
• Cardiac monitoring, Pulse Oximetry, Capnography 
• If stroke like symptoms have resolved, patient may have had a Transient Ischemic Attack (TIA) and are at high risk for 

having recurrent symptoms. If patient refuses transport, CONTACT OLMC 
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• IV/IO access if appropriate, consider IVF Bolus 250ml or 
10ml/kg if evidence of dehydration or hypovolemia, 
titrate to effect 

• If SBP>220 or DBP >120, CONTACT OLMC to request use 
of Nitroglycerin for suspected hypertensive emergency.  
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• Consider stroke mimics such as alcohol intoxication, infections, hypoxia, drug overdose or toxicity, migraines, metabolic 

causes, neuropathies such as Bell’s Palsy, seizures, brain tumors. Error on the side of presumed stroke until proven 
otherwise.  

 

INCLUSION Criteria: Patient has signs or symptoms consistent with possible stroke or transient ischemic attack (TIA).  
EXCLUSION Criteria: Patients with symptoms suspected secondary to traumatic injury or if resolved readily with treatment of 
hypoglycemia. 
Other Protocols to Consider:  Airway Management, Chest Pain/Suspected ACS, Hypoglycemia or Hyperglycemia, Syncope or Near 
Syncope, Traumatic Injuries 
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Los Angeles Motor Score (LAMS) 
Facial Droop Arm Drift Grip Strength 
Absent = 0 Absent = 0 Normal = 0 
Present = 1 Drifts Down = 1 Weak Grip = 1 

 Falls Rapidly = 2 No Grip = 2 
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SYNCOPE or NEAR-SYNCOPE 
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• General Approach 

• Make sure to perform a full neurological assessment and Stroke Scale with consideration for possible stroke as an 

etiology of symptoms 

• Blood Glucose 
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• Obtain 12-lead EKG, transmit if able 

• Cardiac monitoring  
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 • IV access if appropriate, consider IVF Bolus  
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• Common less serious causes of syncope include dehydration and vasovagal reflexes. More serious potential etiologies 

include cardiovascular and neurovascular causes.   

• Patients with a syncopal episode may suffer from a fall and should be evaluated for secondary traumatic injuries.  

 

Wolff-Parkinson-White  

(WPW) 
Arrythymogenic Right Ventricular Dysplasia 

(ARVD) 
Hypertrophic 

Cardiomyopathy 
Brugada  

Syndrome 

INCLUSION Criteria: Patient with an episode of abrupt loss of consciousness with loss of postural tone or episode with prodromal 

symptoms of syncope.   

EXCLUSION Criteria: Patients with altered mental status or who did not readily return to mental baseline or who have obvious other 

cause of loss of consciousness, such as trauma to head.   

Other Protocols to Consider:  Bradycardia Symptomatic, Chest Pain/Suspected ACS, Hemorrhage Control, Hypotension/Shock, 

Hypoglycemia or Hyperglycemia, Seizure, Stroke Like Symptoms, Tachycardia, Traumatic Injury 
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Consider causes of presyncope/impending arrest syndrome: 

• Acute coronary syndrome (ACS): look for evidence of ischemia 

• Tachydysrythmias 

• Bradydysrythmias and heart blocks 

• Wolff-Parkinson-White (WPW): look for short PR, prolonged QRS, and a delta wave 

• Brugada Syndrome: look for Brugada sign with coved ST segment elevation >2mm in >1 of V1-V3 followed by a negative T 

wave 

• Hypertrophic Cardiomyopathy (HCM): look for evidence of left ventricular hypertrophy with deep, narrow “dagger like” Q 

waves in lateral and inferior leads; may also have left atrial enlargement 

• Long or short QT- intervals: look for a QTc <300 or >450 

• Arrythymogenic Right Ventricular Dysplasia (ARVD): look for epsilon waves +/- T wave inversions in V1-V3 

• Miscellaneous: PE, right sided heart strain, electrolyte abnormalities, ICH, etc. 

Epsilon Wave 
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TRAUMATIC INJURIES 
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• General Approach 
• Perform Primary Survey 

o Airway: Assess and assist airway, as appropriate à Airway Management Protocol 
o Breathing:  Titrate Oxygen to SpO2 >93% or work of breathing 

§ Cover sucking chest wounds with a three -sided flap valve or chest seal 
o Circulation: Control external hemorrhage with direct pressure à Hemorrhage Control Protocol 

§ Hypotension/Shock Protocol if patient has evidence of hypotension or poor perfusion 
§ Place pelvic binder if indicated by evidence of unstable pelvis and hypotension/poor perfusion 

o Disability: perform neurologic assessment, gross motor of extremities, evaluate for possible head injury 
o Exposure: rapid evaluation of entire body, be sure to examine back 
o Prevent hypothermia 

• If the patient is apneic and pulseless à Cardiac Arrest Protocol 
• Perform secondary survey 

o Spinal motion restriction if indicated 
o Splint extremity injuries as indicated 
o Follow specific injury guidelines as detailed below in protocol 

• Electronic Control Device (a.k.a. TASER): Consideration for removal of electrodes in superficial soft tissues EXCLUDING 
face, neck, groin, spinal column, or axilla by placing one hand flat on patient around probe to stabilize skin and using 
other hand or pliers to grip at base of probe and pulling straight out from puncture site in one fluid motion.   

• FIELD AMPUTATION: if anticipated prolonged entrapment and/or extrication and if potential for severe worsening of 
patient condition or loss of life in the absence of extrication à CONTACT OLMC for assistance and/or activate HEMS/ 
Physician Response if available 

• Minimize scene time with goal of <10 minutes, if major trauma criteria are identified or suspected  
• Trauma Transport Guideline for destination coordination 
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• Initiate IV/IO access as appropriate, larger bore preferred 
when possible  

• Consider IVF Bolus, titrate to permissive hypotension goal 
of SBP of 90 unless TBI then SBP 120 or normal age 
appropriate range blood pressure 
 

 

 
• If trauma with significant hemorrhage and SBP<90, age 

>12 years, and injury occurred <3 hours prior 
o Transexamic Acid (TXA) 1g in 100ml NS given 

over 10 minutes 
• If traumatic arrest, consider bilateral chest 

decompression and follow procedures for Termination or 
Withholding of Resuscitation 
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• Keep non-accidental trauma (NAT) in differential, as it can 

affect all ethnicities, socioeconomic statuses, and family 
types.  

 
 

INCLUSION Criteria: Patient with suspected traumatic injuries.  
EXCLUSION Criteria: None.  
Other Protocols to Consider:  Airway Management, Altered Mental Status, Cardiac Arrest, Difficulty Breathing, Hemorrhage 
Control, Hypotension/Shock, Pain Management  
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 Infant Child 1-4 years Age 4 - Adult 
EYES 

4 Open Open Open 
3 To voice To voice To voice 
2 To pain To pain To pain 
1 No response No response No response 

VERBAL 
5 Coos, babbles Oriented, speaks, 

interacts, social Oriented and alert 

4 Irritable cry, 
consolable 

Confused speech, 
disoriented, 
consolable 

Disoriented 

3 Cries persistently to 
pain 

Inappropriate words, 
inconsolable Nonsensical speech 

2 Moans to pain Incomprehensible, 
agitated Moans, unintelligible 

1 No response No response No response 
MOTOR 

6 
Normal, 

spontaneous 
movement 

Normal, spontaneous 
movement 

Normal, spontaneous 
movement 

5 Withdraws to touch Localizes pain Localizes pain 
4 Withdraws to pain Withdraws to pain Withdraws to pain 
3 Decorticate flexion Decorticate flexion Decorticate flexion 

2 Decerebrate 
extension 

Decerebrate 
extension 

Decerebrate 
extension 

1 No response No response No response 

 

Glascow Coma Scale (GCS) 

56



 

 
 

TRAUMATIC INJURIES 

 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

Head and Neck Injuries 
• If GSC <= 8 consider early advanced 

airway management 
• Support ventilations with goal EtCO2 

35-45mmHg 
• Elevate head of bed 30 degrees for 

head injury 
• C-spine motion restricted as indicated 
• Avulsed tooth: Rinse with water if 

dirty, store in milk or saline 
• Nasal airways are contraindicated in 

patients with significant facial trauma 

Eye Injuries  
• If chemical/irritant irrigate with NS, 

cover and protect both eyes 
• Consider Tetracaine 1-2 drops in eye if 

no evidence of penetrating injury 
• If blunt/penetrating injury with 

evidence of globe rupture or out of 
socket cover both eyes with shields 

Chest Injuries 
• Stabilize impaled foreign bodies 
• If evidence of open OR sucking chest 

wound apply occlusive dressing or 
chest seal 

• Cardiac monitoring 
 
• If evidence of tension pneumothorax 

(decreased unilateral breath sounds, 
hypotension, tachycardia, hypoxia, 
tracheal deviation, JVD) à Chest 
decompression 

Abdominal/Pelvic Injuries 
• Stabilize impaled foreign bodies 
• Evisceration – cover with saline 

moistened gauze 
• Pelvic Binder as indicated by unstable 

pelvis and hypotension/shock 

Pregnancy Considerations 
• Determine estimated gestational age 
• Transport is recommended even in 

minor trauma as prolonged fetal 
monitoring may be indicated 

• Consider transport to Trauma facility 
with Obstetrical capabilities 

• Avoid supine position by placing in 
lateral recumbent position if possible 
(can tilt backboard 15-30 degrees to 
left side if immobilized) or manually 
displace fundus to left 

Extremity Injuries 
• Bleeding control per Hemorrhage 

Control Protocol with consideration 
for tourniquet if severe, uncontrolled 
bleeding  

• Splinting as indicated, with 
consideration for realigning angulated 
fractures when reasonable, repeat 
assessment of distal neurovascular 
exam after splinting 

• Sterile dressing over open fractures 
• Splint partial amputated parts in 

anatomic position if possible with 
moist sterile dressing  

• Amputated body part: 
o Place in moist, sterile dressing 

and store in sealed plastic bag 
placed on ice 

o Cover stump with moist sterile 
dressing 

Prolonged Crush Injury 
ONLY if prolonged pinning > 1 hour AND proximal to knee or elbow 
• Immediately prior to extrication bolus Sodium Bicarbonate 50mEq IV/IO 

followed by a Sodium Bicarbonate drip at 1000mL/hr (50mEq in a 1000ml bag 
of NS) 

• Obtain 12 lead EKG after release à if evidence of hyperkalemia 
o Calcium Chloride 1g IV/IO slow push  
o Administer Albuterol 5mg via nebulizer, repeat as needed to run 

continuously 
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AIRWAY 

 

 

Advanced Airway – Preparation 
Advanced Airway – RSA/Drug Assisted 
Airway Obstruction 
Bag Mask Ventilation 

 Basic Airway Adjuncts 
Blind Insertion Airway Device (BIAD) Placement – I-gel  
Blind Insertion Airway Device (BIAD) Placement – King  
Capnography (EtCO2) 
Carbon Monoxide  

 Endotracheal Intubation 
 Non-invasive Positive Pressure Ventilation 

Orogastric (OG) Tube Insertion 
Pulse Oximetry 

 Suctioning 
 Surgical Airway - Needle  

Surgical Airway - Open 
 Tracheostomy Care 
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ADVANCED AIRWAY - PREPARATION 

 

INDICATIONS: Planned insertion of any advanced airway device such as blind insertion airway device or endotracheal tube.  

CONTRAINDICATIONS: Not applicable.  

PROTOCOLS: Airway Management, Neonatal Resuscitation 

 

 

• Do not attempt endotracheal intubation or BIAD placement with SpO2≤90% until best attempts at below have failed or 

the patient is in cardiac arrest 

• Plan 
o Is the patient appropriate for placement of an 

advanced airway? 

o Is RSA/Drug Assisted Airway procedure indicated?  

o Assess the airway (LEMON). Assume every 

intubation will be difficult.  

o Brief team members 

• Position 
o Head of bed elevated if possible 

o Pad torso as necessary 

o Ear to sternal notch positioning 

• Preoxygenate 
o 60 seconds minimum, preferred 3-5 minutes 

o Suction, as appropriate 

o Utilize Basic Airway Adjuncts, NPA x2 and/or OPA 

o Utilize head tilt/chin lift or jaw thrust 

o High flow nasal canula + Nonrebreather or BVM or 

CPAP 

• Prepare 
o All advanced airway equipment should be 

assembled and accessible 

§ Video laryngoscope blade and equipment, 

if available 

§ Direct laryngoscope blade (ensure light 

works) with appropriately sized blade 

§ Appropriately sized ET tube, prechecked 

for cuff leak, lubricated (with backup 

immediately available) and syringe 

§ Bougie 

§ Appropriately sized BIAD 

§ Suction  

§ BIAD/Tube securing device 

§ Surgical Airway supplies 

§ BVM, if not already in use 

§ Stethoscope 

o Vascular access obtained 

o Patient monitoring: pulse oximetry, blood pressure, cardiac monitoring, EtCO2 

o If Advanced Airway – RSA/Drug Assisted procedure is required, determine appropriate medications and prepare 

doses 

o Post intubation care: medications for sedation prepared, automatic ventilator if available 

• Follow Advanced Airway – RSA/Drug Assisted, Blind Insertion Airway Device, Endotracheal Intubation Procedures 

 

• Failure to prepare for advanced airway management puts patient at unnecessary risk for cardiac arrest & complications 

• If utilizing Video Assisted Laryngoscopy, direct laryngscopy materials must be prepared as well for utilization in 

unsuccessful VAL attempts or equipment malfunction 

• When managing the patient with a suspected cervical spine injury the head should be maintained in a neutral position if 

possible. The front of the cervical collar should be opened, and the patient’s head should be maintained in the neutral 

position by an assistant using manual in-line stabilization. 
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ADVANCED AIRWAY – RSA/DRUG ASSISTED 

 

INDICATIONS: Patient requires advanced airway placement (BIAD or ETT) and is conscious or with intact gag reflex. For pediatric 
patients, only indicated if all less invasive forms of airway management have failed.  
CONTRAINDICATIONS: Not approved for procedure by Service Medical Director, unable to ventilate via BVM unless all other options 
exhausted, two paramedics are not present  
PROTOCOLS: Airway Management, Burns 
 

• Prepare for drug assisted airway with Advanced Airway Preparation 
o Plan 
o Position 
o Preoxygenate 
o Prepare 

• Determining whether a patient requires intubation is multifactorial and requires experienced clinical judgement. These 
considerations are meant to serve as guidelines. Consider in setting of: 

o Failure of airway protection: Patients who have significantly decreased levels of consciousness with an easily 
maintained airway and adequate ventilation still may require intubation. These patients may not be able to 
maintain their own airway should they vomit or experience other airway compromise. Lack of gag reflex (should 
NOT be tested for as it may induce vomiting) or GCS <9 may help in the decision-making process, but are not 
definitive indications. 

o Failure of ventilation and oxygenation: Patients often require airway maintenance because they cannot 
effectively deliver oxygen to their body tissue or expel carbon dioxide due to respiratory inadequacy. These 
patients have failed or are not candidates for non-invasive techniques such as supplemental oxygen and 
noninvasive positive pressure ventilation.  Examples may include severe respiratory distress and toxicological 
emergencies. 

o Anticipated clinical course: Patients may present with imminent or suspected imminent loss of airway but at 
initial presentation do not have immediate airway compromise. It is often beneficial to secure the airway in these 
patients early, before they deteriorate. Examples include suspected airway burns or deteriorating head injuries.   

o To facilitate safety: Patients may present in ways that threaten the safety of EMS providers or themselves. A 
patient may be combative due to critical illness, psychiatric emergency, or ingestion and may require sedation for 
their own or personnel safety or may exhibit indications for emergent control of their airway.  

• Consider pretreatment 3-5 minutes prior to sedation with Lidocaine 1.5mg/kg IV/IO (max 150mg) in patients with severe 
head injury. Avoid in patients with brady-dysrhythmias or hypotension. Reduces ICP but has not been demonstrated to 
improve neurological outcomes.  

• Induction Agents 
o Etomidate 20-40mg or 0.3mg/kg IV/IO OR 
o Ketamine  100-200mg or 2 mg/kg IV/IO or 200-400mg or 4mg/kg IM 

• Paralytic Agents 
o Rocuronium 50-100mg or 1mg/kg IV/IO OR 
o Vecuronium 5-10mg or 0.1mg/kg IV/IO OR 
o Succinylcholine 100-200mg or 2mg/kg IV/IO 

• Perform Blind Insertion Airway Device Placement or Endotracheal Tube Placement procedure 
o If Endotracheal Tube Placement is attempted first, recommend moving to Blind Airway Insertion Device 

Placement after two unsuccessful attempts  
o With each subsequent attempt, recommend modifying approach (e.g. positioning, new provider, tools, etc) 

• After successful airway placement, if patient demonstrates any signs of discomfort such as Increasing blood pressure, 
increasing HR, tearing, pulling at lines or tubes, coughing or gagging on invasive airway device, clinical signs of agitation: 

o Fentanyl 25-100mcg or 1mcg/kg IV/IO AND/OR Midazolam 2.5-5mg or 0.1mg/kg IV/IO OR 
o Ketamine 0.5 mg/kg IV/IO  
o May repeat as needed x 2  
o If inadequate sedation after above à CONTACT OLMC  
o ONLY consider further paralysis after adequate sedation à CONTACT OLMC 

• If unable to place or maintain an advanced airway and if unable to adequately oxygenate or ventilate à Surgical Airway 
Procedure 

• Know contraindications to succinylcholine 
• Remember once paralytic drug has been given – YOU are responsible for ventilation 
• If BIAD in place and adequate ventilations, do not replace with an endotracheal tube 
• Do not administer sedation without paralytics as this results in a much higher risk of failure and complications in the field. 
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AIRWAY OBSTRUCTION 

 

INDICATIONS: Evidence of acute airway obstruction in any age patient. Sudden onset of respiratory distress often with coughing, 
wheezing, gagging, or stridor due to a foreign body obstruction of the upper airway.  
CONTRAINDICATIONS: None 
 

 

Foreign Body Airway Obstruction – 1 year old or less, Conscious 
• If coughing, wheezing and exchanging air, do not interfere with the victim’s efforts to expel the foreign body. 
• If unable to cry or speak, weak or absent cough or no air exchange 

o Support the victim in the head down position with your non-dominant hand and forearm 
o Perform 5 back slaps with the heel of your dominant hand between the should blades 
o Perform 5 chest thrusts with two fingers in the center of the chest 
o Repeat the steps above until the object is expelled or the victim becomes unresponsive 

 
Foreign Body Airway Obstruction – >1 year old , Conscious 

• If coughing, wheezing and exchanging air, do not interfere with the patient’s efforts to expel the foreign body 
• If unable to speak, weak or absent cough OR no air exchange, perform abdominal thrusts (Heimlich Maneuver) 

o Get behind patient. If they are sitting, have them stand up.  
o Wrap your arms around the patient’s midsection, palpating for the lower margin of the ribcage (or xiphoid 

process).  
o Make a fist with one hand and grasp it with the other hand in between the patient’s umbilicus and lower margin 

of the ribcage.  
o Thrust both of your hands upward and inward 
o Consider having the patient lean forward slightly as you perform the maneuver 
o Continue your thrusts until the patient expels the blockage or they become unconscious 

• Consider chest thrusts for patients who are morbidly obese or in late stages of pregnancy 
 
Foreign Body Airway Obstruction – All ages, Unconscious 

• If patient was responsive and then became unresponsive 
• Lower the victim to the ground and begin CPR, starting with compressions (do not check for a pulse) and follow with 

appropriate ventilation of 30:2 or 15:1 pending number of rescuers 
• Every time you open the airway to give breaths, open the mouth wide and look for the object  
• If you see an object that can easily be removed, remove it with your finger 
• If you do not see an object, continue CPR 

 
Foreign Body Airway Obstruction – All ages, Unconscious 

• If a foreign body is visualized but cannot be removed with finger, attempt to remove it under direct visualization using the 
Laryngoscope blade and Magill forceps 

o Assemble Laryngoscope and check bulb on blade 
o Hold Laryngoscope in left hand 
o Place patient in sniffing position 
o Using tongue-jaw lift or cross-finger technique to open mouth 
o Insert laryngoscope blade into right corner of mouth and move to midline, sweeping tongue out of way 
o Elevate mandible to visualize obstruction without using teeth or gums as a fulcrum 
o Grasp Magill forceps in right hand and remove obstruction under direct visualization  
o Provide suction as needed  

• Resume appropriate CPR and airway management 
 

Foreign Body Airway Obstruction – All ages, Unconscious 
• If the obstruction is not visualized or cannot be retrieved and the patient is unconscious, attempt endotracheal intubation 

with appropriate ET tube or 0.5 smaller, with consideration for Advanced Airway – RSA/Drug Assisted as indicated 
• Move to Surgical Airway as indicated 

• Even if patient improves after above maneuvers, would recommend transport for evaluation if any abdominal or chest 
thrusts were performed to be evaluated and monitored for potential complications 
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BAG MASK VENTILATION/ASSISTED VENTILATION 

 

INDICATIONS: Hypoxia uncorrected by passive oxygenation, ineffective ventilation, respiratory insufficiency or failure 
CONTRAINDICATIONS: Inability to obtain a seal with mask, oral or facial trauma or disfigurement 
PROTOCOLS: Airway Management 
 

 

• Gather appropriate sized mask and bag 
• If possible, elevate head of bed and place patient in sniffing position utilizing padding, if needed 

o Ear to sternal notch 
o Patient’s face should be parallel to ceiling 
o For pediatric patients, particularly infants, head shape and size may necessitate additional padding under 

shoulders 
• Utilize Basic Airway Adjuncts, as needed 
• Obtain strong face-mask seal  

o 1-person E/C technique 
o 2-person bilateral E/C or thenar techniques preferred.  
o Ensure face is being pulled up to mask and not pressing the mask against the patient’s face 

• Squeeze bag just until chest rise is seen.  
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Ventilation Rates 

Adult Pediatrics Neonates 
- Cardiac Arrest: 6-8 breaths/minute 
- Perfusing: Titrate to ≥93% as 

appropriate 
- Metabolic Acidosis (e.g. DKA): 

Increase ventilation rate to match 
previous spontaneous rate and/or 
EtCO2 

- Cardiac Arrest: 12-20 
breaths/minute 

- Perfusing: Titrate to ≥93% as 
appropriate 

- Metabolic Acidosis Increase 
ventilation to match previous 
spontaneous rate and/or goal ETCo2 

- Cardiac Arrest or Bradycardia: 
40-60 breaths/minute 

 

 

62



 

  

BASIC AIRWAY ADJUNCTS 

 

INDICATIONS: Patients that have upper airway obstruction due to the tongue and / or positioning 
CONTRAINDICATIONS: OPA: gag reflex, NPA: head/facial trauma 
PROTOCOLS: Advanced Airway – Preparation, Airway Management 
 

 
 
 

    Oropharyngeal Airway (OPA) Insertion: 
• Select the correct size 

o Measure from corner of mouth to bottom of the earlobe or angle of the 
jaw 

• Open the patient’s mouth using an appropriate method 
• Places the oral airway in the patient’s mouth at the corner at a 90degree angle 
• Advance the airway, rotating to an anatomical position 

 
 

    Nasopharyngeal Airway (NPA) Insertion: 
• Select the correct size 

o Measure from the tip of the patient’s nose to the tip of the earlobe 
or angle of the jaw 

• Lubricate the distal surface with appropriate lubricant 
• Insert the airway into the nare following the normal anatomical curvature of 

the nasopharynx with the bevel towards the septum 
o If resistance is felt, stop. Attempt placement in opposite nare. 

• Place the device so that the flange sits at the opening of the nare 
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BLIND INSERTION AIRWAY DEVICE (BIAD) - IGEL 

 

INDICATIONS: Patient requires advanced airway placement 
CONTRAINDICATIONS: Conscious or semi-conscious patients with an intact gag reflex, inability to open mouth 
PROTOCOLS: Airway Management, Cardiac Arrest, Advanced Airway – RSA/Drug Assisted 
 

  
• Advanced Airway - Preparation 
• Prepare all procedure specific materials: 

o Correctly sized I-Gel airway device and one size smaller than anticipated 
§ Lubricate the posterior distal tip of the device with water soluble lubricant 

o Bag valve mask 
o Oxygen  
o Suction device 
o Appropriate tube holder / securing device 
o End tidal CO2, pulse oximetry 

• Pre-Oxygenate patient with 100% to increase O2 saturation with a goal of >95% if possible 
• Position the patient in the neutral sniffing position if no cervical spine/spinal injury suspected 
• Suction airway prior to device insertion 
• Follow manufacturer’s suggested guidelines for placement 
• Position the device so that the i-gel cuff outlet is facing towards the 

chin of the patient 
• Introduce the leading soft tip into the mouth in the direction of the 

hard palate 
• Glide the device downwards and backwards along the hard palate 

with a continuous but gentle push until a definitive resistance is felt. 
Do not use excessive force. 

• The tip of the airway should be located into the upper esophageal 
opening (a) and the cuff should be located against the laryngeal 
framework (b). In incisors should be resting on the integral bite-
block (c) 

• Secure device using tape or commercial device 
• Reassess patient 
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BLIND INSERTION AIRWAY DEVICE (BIAD) - KING 

 

INDICATIONS: Patient requires advanced airway placement 
CONTRAINDICATIONS: Conscious or semi-conscious patients with an intact gag reflex, inability to open mouth 
PROTOCOLS: Airway Management, Cardiac Arrest, Advanced Airway – RSA/Drug Assisted 
 

  
• Advanced Airway - Preparation 
• Prepare all procedure specific materials: 

o Correctly sized King LT-D or LTS-D airway device and one size smaller than anticipated 
§ Lubricate the posterior distal tip of the device with water soluble lubricant 
§ Check integrity of the cuff inflation system and pilot balloon (make sure cuff is fully deflated prior to 

insertion) 
o Bag valve mask 
o Oxygen  
o Suction device 
o Appropriate tube holder / securing device 
o End tidal CO2, pulse oximetry 

• Pre-Oxygenate patient with 100% to increase O2 saturation with a goal of >95% if possible 
• Position the patient in the neutral sniffing position if no cervical spine/spinal injury suspected 

o If concern for spinal injury, utilize 2 person technique with 1 provider maintaining manual c-spine stabilization 
while device is inserted 

• Suction airway prior to device insertion 
• Follow manufacturer’s suggested guidelines for placement 
• Introduce the King LT into the oral cavity from either a midline or lateral 

approach 
• Advance the tip of the tube behind the base of the tongue, if necessary 

rotating the tube back to the midline so that the blue orientation line 
faces the chin of the patient 

• Without exerting force, advance tube until base of connector is aligned 
with the teeth or gums. 

• Inflate cuff with appropriate volume 
• Attach BVM to King LT. While bagging the patient gently withdraw the 

tube until ventilation becomes easy and free flowing 
• Adjust cuff inflation if necessary to maintain seal 
• Secure device using tape or commercial device 
• Reassess patient 
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CAPNOGRAPHY (ETCO2) 

 

INDICATIONS: Respiratory distress or difficulty breathing, decreased level of consciousness, advanced airway use, monitoring during 

sedative/benzodiazepine/narcotic administration, need to monitor ventilator status, sepsis evaluation 

CONTRAINDICATIONS: none 

 

 

Nasal EtCO2 
• Connect capnography tubing to monitor 

• Place nasal cannula monitor on patient 

• Monitor and document initial reading and monitor for changes 

  

Advanced Airway EtCO2 
• Connect capnography tubing to monitor and advanced airway or BVM with “in line” detector 

• Record and document EtCO
2
 and wave form: 

o After advanced airway placement 

o After patient transfer (e.g. floor to cot, cot to ambulance, cot to hospital bed, etc) 

o After change in patient clinical status 

• If EtCO2 is zero or absent after advanced airway placement, then an advanced airway should be removed   

• Goal EtCO
2
 level is 40 mm Hg 

o >45 mm Hg, increase ventilation rate 

o <35 mm Hg, decrease ventilation rate or reassess CPR quality if compressions are in process 

 

Clogged Detector: suction airway immediately and replace detector. 

• Identify appropriate wave form (see below) to verify placement of advanced airway and monitor ventilator status of 

patient 
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CARBON MONOXIDE MEASUREMENT 

 

INDICATIONS: Patient suspected of having carbon monoxide exposure  
CONTRAINDICATIONS: None 
PROTOCOLS: Burns, Overdose or Toxic Exposure 
 

  
• Apply probe to patient’s finger as recommended by the manufacturer 

o Cover finger and probe to reduce environmental light 
• Allow machine to register percent of circulating carboxyhemoglobin 
• Verify pulse rate on machine matches patient’s palpated pulse 
• If abnormal value is found, treat with high flow Oxygen 
• Factors that may reduce the reliability of the reading include: 

o Poor peripheral circulation (hypovolemic, hypotension, hypothermia) 
o Excessive CO sensor motion 
o Excessive external lighting, particularly strobe/flashing lights 
o Fingernail polish (remove with acetone if available) 
o Irregular heart rhythms (atrial fibrillation, SVT, etc.) 
o Jaundice 
o Placement of blood pressure cuff on same extremity as carbon monoxide probe 

• Always consider the entire clinical presentation and treat the patient accordingly even if normal CO level is found. 
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ENDOTRACHEAL INTUBATION 

 

INDICATIONS: Respiratory failure, cardiac arrest, suspected airway obstruction in unconscious patient 
CONTRAINDICATIONS: None 
PROTOCOLS: Airway Management, Cardiac Arrest 
 

 

• Prepare for drug assisted airway with Advanced Airway - Preparation 
o Plan, Position, Preoxygenate, Prepare 

• If indicated, follow Advanced Airway – RSA/Drug Assisted 
• Consider use of video assisted laryngoscopy, if available.  
• Remove all foreign objects, such as dentures, OPAs, etc.  
• Note preference of cuffed tubes for pediatrics, if available 
• Suction the patient’s airway.  
• Insertion: Open the mouth fully and Insert the video laryngoscope or direct laryngoscope blade, slowly advancing until the 

epiglottis is seen. Advance the blade until it is in the vallecula (Mac or Video Laryngoscope blade) or just under the epiglottis 
(Miller blade), then apply gentle lifting force forward and upward, without rotating the blade backward and minimizing 
contact with the patient’s teeth. This will expose the larynx.  

• Recommend maintaining suction during insertion of blade and then switching the suction tip to the opposite side of the 
mouth, placing the end of the suction tip into the esophagus.  

• If bougie is being used:   
o Once an optimal view is obtained pass the bougie through the cords. Tracheal rings may be felt if the coude tip 

remains pointing upright.  
o Advance the bougie slowly until it lodges in the proximal bronchi. Be careful not to advance with too much force as 

tracheobronchial trauma may occur. If the bougie does not stop advancing this is suggestive of esophageal 
placement.  

o Advance the lubricated endotracheal tube over the bougie without removing the laryngoscope. If the tube cannot be 
advanced through the cords rotate it 90° counterclockwise.  

o Visualize the tube passing through the cords if possible and stop advancing once the cuff is past the cords.  
o Remove the laryngoscope, hold tube firmly, and remove the bougie.  

• If stylet is being used:    
o Ensure stylet is bent in “straight-to-cuff” fashion with 30° bend angle and tube cuff is lubricated.  
o Once an optimal view is obtained pass the tube to the right and below the line-of-sight to the cords.  
o The tube must be visualized passing through the cords. Advance tube until the cuff is seen passing through the cords.  
o If resistance is felt rotate the tube clockwise as it has likely contacted the cricoid ring.  
o Once the tube is in place hold it firmly and remove the stylet 

• Typical depth = endotracheal tube size x 3 (example would be tube depth of 24 at the lips for an 8.0mm tube) 
• Inflate the endotracheal cuff with 5-10ml of air 
• Ventilate with BVM and confirm tube placement with EtCO2. Secondary confirmation with chest rise, auscultation.  
• Consider right mainstem intubation if unilateral right sided breath sounds are heard – deflate the cuff, withdraw tube 1-2 cm 

and reinflate cuff.  
• Secure tube with endotracheal securing device.  
• Orogastric Tube Insertion 
• If Endotracheal Tube Placement is attempted first, recommend moving to Blind Airway Insertion Device Placement after two 

unsuccessful attempts  
• With each subsequent attempt, recommend modifying approach (e.g. positioning, new provider, tools, etc) 
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NON-INVASIVE POSITIVE PRESSURE VENTILATION 

 

INDICATIONS: Patient requiring positive pressure ventilation as evidenced by tachypnea, nasal flaring, subcostal/intercostal 
retractions, tracheal tugging, suspected bronchospasm, rales suggesting pulmonary edema with a history of CHF or renal 
insufficiency, hypoxia despite supplemental oxygen 
CONTRAINDICATIONS: Patients that are unresponsive, unable to follow commands, uncooperative, or those with airway 
failure/arrest, facial anomalies and trauma, tracheostomy, shock associated with cardiac insufficiency 
PROTOCOLS: Airway Management, Difficulty Breathing 
 

  
 

• Assemble device according to manufacturer guidelines 
o Attach supplemental Oxygen per manufacturer guidelines 
o Set positive end-expiratory pressure (PEEP) to 5cmH2O 

• Instruct patient on use of device 
o Patient must be able to follow commands in order to be effective 

• Place mask on patient and instruct patient to slowly breathe in through the nose and exhale through the mouth 
• If patient is able to tolerate, secure mask in place with head strap 
• Reassess patient and titrate PEEP to desired effect 
• Continually monitor respiratory status 
• If respiratory status worsens after initiation of positive pressure: 

o Evaluate patient compliance and offer reassurance and verbal coaching if appropriate 
o Remove mask and stop treatment if patient unable to tolerate or if clinically deteriorating 
o Institute care per appropriate protocol 

 
 

  
 

• If CPAP is indicated, but patient is not able to tolerate, consider sedation per Difficulty Breathing protocol 
o Ketamine 10-20mg or 0.2mg/kg IV/IO/IM OR 
o Midazolam 2.5-5mg or 0.2mg/kg IV/IO/IM/IN may repeat x 2 OR 
o Lorazepam 0.5-2mg or 0.1mg/kg IV/IO/IM may repeat x 2 
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OROGASTRIC (OG) TUBE INSERTION 

 

INDICATIONS: Patients that have an advanced airway in place  
CONTRAINDICATIONS: Patients without an advanced airway in place, those with a history of gastric bypass surgery, known 
esophageal varices, ingestion of caustic substances 
PROTOCOLS: Airway Management 
 

  
• Measure the length of the tube from the tip of the nose to the earlobe and down to the xiphoid process, mark maximum 

insertion depth on tube with tape 
• Lubricate tube with water-based lubricant prior to insertion 
• Insert lubricated tube through the gastric port of the BIAD or pass the tip lateral to the 

endotracheal tube 
• Continue to advance the tube gently until the appropriate distance (max insertion depth) 

is reached 
• Confirm placement of tube by injecting 20ml of air and auscultate for the bubbling of the 

air over the stomach. If any doubt about placement, remove tube and repeat the insertion 
• Secure the tube 
• Connect tube to low continuous suction (50-150mmHg) 
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PULSE OXIMETRY 

 

INDICATIONS: Any patient in which vital signs are assessed and/or continuous monitoring of respiratory status is required 
CONTRAINDICATIONS: None 
 

 
 

• Apply appropriate probe to finger, toe, or alternative location as recommended by the manufacturer 
• Allow machine to register oxygen saturation level 
• Verify reliable reading by observing monitor waveform and/or comparing manual pulse with rate listed on pulse 

oximetry 
• Factors that may reduce the reliability of pulse oximetry reading include: 

o Poor peripheral circulation (hypovolemic, hypotension, hypothermia) 
o Excessive pulse oximeter sensor motion 
o Fingernail polish (remove with acetone if available) 
o Carbon Monoxide (if suspected or known CO exposure, SpO2 should be considered unreliable. Administer high 

flow Oxygen) 
o Irregular heart rhythms (atrial fibrillation, SVT, etc.) 
o Jaundice 
o Placement of blood pressure cuff on same extremity as pulse oximetry probe) 
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SUCTIONING 

 

INDICATIONS: Anyone that is unable to control their secretions including saliva, blood, vomit, etc.  
CONTRAINDICATIONS: None 
PROTOCOLS: Advanced Airway – Preparation, Airway Management, Neonatal Resuscitation  
 

  
• Ensure suction device is in proper working order with suction tip in place 
• Set mechanical suction device to appropriate setting 

o Adult: 120-150mmHg 
o Pediatric: 80-100mmHg 

• Measure suction tip from corner of mouth to ear lobe and mark maximum insertion depth OR ensure tip of catheter is 
always in sight during use 

• Pre-oxygenate the patient 
• Explain the procedure to the patient if they are coherent 
• Examine the oropharynx and remove any potential foreign bodies or material that may occlude the airway if dislodged by 

the suction device 
• Introduce the suction catheter into the mouth without figure hole covered (if applicable) 

o Once inserted, cover the finger hole with gloved finger (if applicable) to remove any secretions, blood, or other 
substances.  

o Alert patients can assist with self-suctioning 
• Recommended max suction time: 

o Adult: 15 seconds 
o Pediatric: 10 seconds 
o Infant: 5 seconds 

• Reassess airway, continue treatment per protocol 
 

  
Endotracheal Tube and Stoma (Deep) Suctioning 
 

• Preoxygenate the patient 
• Measure appropriate depth using the distance from the point of entry (ETT 

or Stoma) to the suprasternal notch. 
o Provider discretion must be used regarding depth of suctioning 

• Deep suctioning may cause patients to cough forcefully 
• Insert suction catheter to appropriate depth, place finger on thumb port and 

withdraw slowly. 
• A small volume (<10ml) saline may be used to remove thick secretions as 

needed 
o Utilize supplemental oxygen and/or ventilations between lavages 

• Reassess airway, continue treatment per protocol 
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SURGICAL AIRWAY – NEEDLE  

 

INDICATIONS: Life threatening upper airway obstruction where all other BLS and ALS maneuvers and techniques have failed in 
pediatric patients 
CONTRAINDICATIONS: Ability to manage airway using less invasive techniques 
PROTOCOLS: Airway Management 
 

• Locate the cricothyroid membrane and prep the area with antiseptic wipe 
• Extend the neck to bring the cricothyroid membrane anterior and as close to the skin as possible 
• Insert the largest angiocath available (preferably 14g or larger) through the membrane at 90 degrees to the skin until loss of 

resistance is felt 
o Use a 3mL syringe and apply negative pressure to confirm free aspiration of air and needle presence in trachea 
o Consider using a second angiocath through the same insertion site if first needle becomes occluded during 

procedure 
• Drop the angle of the needle to approximately 60 degrees with the tip aimed toward the patient’s feet 

o Continue negative pressure on the syringe to confirm continued placement in the trachea 
• Attach the 7.0 endotracheal tube BVM adapter to the end of the syringe 
• Ventilate at a ratio of 1 inhalation : 5 exhalation 
• If airway resistance continues to increase, disconnect the BVM to allow for exhalation 

o Consider addition of second angiocath for use as an exhalation port 
• If subcutaneous emphysema develops, stop insufflation and remove angiocath. 

o Start procedure over  
• Contact OLMC as soon as possible 
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SURGICAL AIRWAY – OPEN 

 

INDICATIONS: Failed airway management when standard airway procedures cannot be performed or have failed in an adult patient 

that requires airway management. Upper airway obstruction and inability to adequately oxygenate and ventilate using less invasive 

methods.  

CONTRAINDICATIONS: Ability to oxygenate and ventilate using less invasive methods. Pediatric patients. Suspected fractured larynx 

and/or cricoid cartilage, suspected tracheal transection, inability to find anatomical landmarks 

PROTOCOLS: Airway Management 
 

• Position patient supine in the sniffing position with slight extension of the neck – identify landmarks of the cricothyroid 

membrane by palpation utilizing anatomical landmarks (below the thyroid cartilage and above the cricoid cartilage)  

• Prep the area with an antiseptic wipe 

• If using percutaneous cricothyrotomy equipment – must have medical director approval and follow manufacturer 

instructions 

• Using the non-dominant hand, spread the overlying skin taut with the thumb and fingers, and slightly depress the skin over 

the cricothyroid membrane with the index finger to mark the site of cricothyrotomy. Do not release the non-dominant hand 

from the neck until the procedure is complete. Once the anatomy is found and defined, avoid movement of the anatomy to 

promote proper cricothyrotomy airway placement. 

• Using a sterile scalpel, make a vertical incision in the mid-line of the neck extending from just above the lower edge of the 

thyroid cartilage to the middle of the cricoid cartilage. Make the depth of this incision sufficient to extend through the skin 

and fatty tissue underneath 

• Using the same scalpel, insert horizontally in the middle of the cricothyroid membrane into the trachea 

o If a tracheal hook is available: prior to removing scalpel from incision, use a tracheal hook to pull anterior and 

inferior on the thyroid cartilage (lower edge of horizontal incision). Exercise caution when manipulating the 

tracheal hook into the incision – the tip of most tracheal hooks is particularly sharp edged. 

o If tracheal hook is not available: a bougie device should be used as introducer in to the tracheal opening prior to 

passing the ET tube 

• Pass a 6.0 ETT through the horizontal incision in the cricothyroid membrane, angling the tube inferior and posterior along the 

tracheal anatomy 

• Inflate the endotracheal cuff with 5-10mL of air and 

• Verify airway placement with continuous waveform EtCO2 and physical exam (chest rise, breath sounds) 

• Confirm placement with gentle ventilation via BVM. Be sure air movement is fluid with bilateral symmetric chest rise and that 

no visible neck or soft-tissue distortion is noted 

• Consider sedation as appropriate 

• CONTACT OLMC as soon as possible 

• Continually monitor for respiratory changes during transport, especially after any patient movement/transfers 

• Monitor for complications (ex: hemorrhage, dislodgement, expanding neck hematoma) 
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TRACHEOSTOMY CARE 

 

INDICATIONS: Patient with temporary or permanent tracheostomies obstructed by secretions, patient unable to replace own 
tracheostomy tube 
CONTRAINDICATIONS: None 
PROTOCOLS: Airway Management 
 

  
Permanent Tracheostomy (laryngectomy) -upper airway structures surgically removed and trachea surgically attached to skin 
stoma: 

• Suction through opening in neck (upper airway is 
surgically absent) 

• If secretions are very thick, instill 2.5-5 mL normal saline 
to liquefy secretions 

• Ventilate as necessary through stoma utilizing a BVM 
with appropriately sized mask 

• Consider need for ALS 
 

Temporary Tracheostomy- a metal or plastic tube is placed 
through the anterior neck and is held in place with ties around the 
neck: 
 

• Suction through inner trach tube 
• If secretions are very thick, instill 2.5-5 mL normal saline to liquefy secretions 
• If outer tube has been displaced or is blocked, remove and replace it with patient’s spare tube or consider need for 

endotracheal tube/ALS 
o If tracheostomy is less than 5 days old then do not remove the tube. The tract may not be well established 

and may easily be lost 
• Ventilate as necessary by attaching bag-valve directly to tube (an adapter from an ET tube may be needed to make 

the connection) 
• If ventilation is necessary, block upper airway to prevent air from exiting from the upper airway 

  
Consider intubation if unable to ventilate through tracheostomy 
• If ABLE to intubate through stoma: 

o Remove tracheostomy tube 
§ If tracheostomy is less than 5 days old then do 

not remove tube. The tract may not be well 
established and may easily be lost 

o Insert ET tube through stoma until cuff is past skin 
opening 

§ Anticipate needing to utilize smaller ETT sizes 
o Inflate cuff with 6-8 mL aire 
o Asucultate bilaterally over the axilla and stomach to 

confirm placement 
o Monitor CO2, secure tube, and reassess patient 
o ETT may only be shortened to where the balloon inflation line separates from the tube 

• If UNABLE to intubate through stoma 
o Intubate through the upper airway (only for temporary tracheostomies) 
o Pass cuff of tube below stoma opening in anterior neck 

(visually verify externally) 
o Inflate cuff with 6-8 mL of air 
o Ventilate, blocking opening in anterior neck 
o Asucultate bilaterally over the axilla and stomach to 

confirm placement 
o Monitor CO2, secure tube, and reassess patient 
o No shortening of ETT permitted 
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ASSESSMENT 

 

 
Blood Glucose 
Stroke Scale 
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BLOOD GLUCOSE  

 

INDICATIONS: Altered level of consciousness, concern for abnormal blood glucose 
CONTRAINDICATIONS: N/A 
PROTOCOLS: Hypoglycemia or Hyperglycemia, Neonatal Resuscitation, Altered Mental Status, Behavioral & Psychiatric 
Emergencies, BRUE, Seizure, Stroke Like Symptoms, Syncope or Near-Syncope, 
 

 
• Gather necessary equipment 

o Glucometer 
o Test strip 
o Lancet 
o 2x2 gauze pad 
o Alcohol prep pad 
o Bandage 

• Select appropriate site 
o Adults and pediatrics >1 year: finger 
o Infants: lateral heel 

• Cleanse site appropriately with alcohol prep 
• Wipe first drop of blood with 2x2 
• Place appropriate amount of blood on test strip per manufacturer’s instructions 
• Apply direct pressure and cover site with bandage as needed 
• If test result does not correlate with clinical presentation: 

o Consider presumptive management per diabetic emergencies while reassessing 
o Consider equipment error, repeat test as appropriate 
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STROKE SCALE 

 

INDICATIONS: Patient has signs or symptoms consistent with possible stroke or transient ischemic attack (TIA)  
CONTRAINDICATIONS: None 
PROTOCOLS: Altered Mental Status, Dizziness and/or Vertigo, Stroke Like Symptoms 
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CARDIAC 

 

 
12-lead EKG 
Cardiac Monitoring 
Defibrillation 
Dual-Sequential Defibrillation 
Mechanical CPR Device 
Pit Crew CPR  
Synchronized Cardioversion 
Transcutaneous Cardiac Pacing 
Ventricular Assist Device 
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12-LEAD EKG 

 

INDICATIONS: Chest pain, symptoms suggestive of acute coronary syndrome, cardiac related complaints, ROSC 
CONTRAINDICATIONS: N/A 
PROTOCOLS: Allergic Reaction / Anaphylaxis, Altered Mental Status, Behavioral & Psychiatric Emergencies, Bites & 
Envenomations, Bradycardia, Burns Chest Pain, Cardiac arrest – Post ROSC Care, Difficulty Breathing, , Dizziness or Vertigo, Fever 
or Suspected Sepsis, Hyperthermia or Heat Exposure, Hypotension / Shock, Hypothermia or Cold Exposure, Overdose or Toxic 
Exposure, Seizure, Stroke Like Symptoms, Syncope or Near-Syncope, Tachycardia 
 

 
• Prepare ECG monitor and connect additional leads to patient cable 
• Expose chest and prep skin as necessary  

o Shave excess hair 
o Dry skin 

• Apply chest leads and extremity leads using the following landmarks. Limb leads should be placed distal to the hip and 
shoulder joints if at all possible 

o RA: Right Arm 
o LA: Left Arm 
o RL: Right Leg 
o LL: Left Leg 
o V1: 4th intercostal space at the right sternal border 
o V2: 4th intercostal space at the left sternal border 
o V3: Directly between V2 and V4 
o V4: 5th intercostal space at midclavicular line 
o V5: level with V4 at left anterior axillary line 
o V6: level with V5 at left midaxillary line 

• Instruct patient to remain still, minimize artifact as able 
o If patient condition permits, stop ambulance to reduce artifact 
o If patient has hand tremors, instruct patient to sit on hands 

• Acquire 12 lead EKG per monitor operations 
• Transmit 12 lead to hospital if able and when appropriate 

 
 
 
 
 
     
 
 
    Posterior EKG 

• V4 cable becomes V7 
• V5 cable becomes V8 
• V9 cable becomes V9 
• Label appropriate leads on EKG printout and advise hospital when transmitting 

 
 
 
 
 
 
     Right Sided EKG 

• Electrode placement should mirror standard, left sided 12 lead placement 
• Example: V1R: 4th intercostal space, left sternal border 

                 V2R: 4th intercostal space, right sternal border 
• Label appropriate leads on EKG printout and advise hospital when transmitting 
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CARDIAC MONITORING 

 

INDICATIONS: Anyone that has signs and/or symptoms of a cardiac or pulmonary process, altered mental status, abnormal vitals, 
anytime a 12 lead EKG is completed, or routine monitoring at discretion of provider 
CONTRAINDICATIONS:, N/A 
PROTOCOLS: Allergic Reaction / Anaphylaxis, Altered Mental Status,  Behavioral & Psychiatric Emergencies, Bradycardia – 
Symptomatic, BRUE, Burns, Cardiac Arrest , Chest Pain / Suspected ACS, Difficulty Breathing, Dizziness or Vertigo, Hyperthermia 
or Heat Exposure, Hypotension / Shock, Hypothermia or Cold Exposure, Nausea and/or Vomiting, Neonatal Resuscitation,  
Overdose or Toxic Exposure, Seizure, Stroke Like Symptoms, Syncope or Near-Syncope, Tachycardia 
 

  
 

• Turn on cardiac monitor 
• Attach electrodes to monitor leads 
• Prepare skin where leads will be placed by removing excess hair and any lotion or moisture 
• Attach all available leads (3-5 depending on manufacturer) 

o Left Arm (LA – black)  
o Right Arm (RA – white) 
o Left Leg (LL – red)  
o Right Leg (RL – green): 
o Chest (V1 – brown): 4th intercostal space, right of sternum 
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DEFIBRILLATION 

 

INDICATIONS: Patients found to be in ventricular tachycardia or ventricular fibrillation 

CONTRAINDICATIONS:, patient is alert, stable,  cardiac rhythm found to be non-shockable 

PROTOCOLS: Cardiac Arrest   
 

 

 

• If more than 1 rescuer is present, Provider #1 should NOT stop compressions until the rhythm is analyzed 

 

• Remove any medications patches on the chest, wipe off any residue. If patient is wet and/or lying in water, move patient 

out of standing water and wipe off excess moisture 

 

• Apply defibrillator pads per manufacturer recommendations. Use alternate placement when implanted devices occupy 

preferred pad positions 

Automated  - AED 

 

o Turn on defibrillator if it doesn’t automatically turn on when lid removed 

o Connect defibrillator cable if necessary 

o Activate AED for analysis of rhythm if it doesn’t do it automatically 

o When advised by AED, stop compressions and clear patient for rhythm analysis.  

o Verbalize “clear” and ensure yourself and everyone around is not in physical contact with the patient 

o If advised by AED, defibrillate by pushing the “shock” button. 

o Immediately resume chest compressions 

o Continue to follow cardiac arrest protocol 

 

MANUAL 

 

o Charge the defibrillator per Cardiac Arrest protocol. Continue chest compressions while defibrillator is charging 

o Pause chest compressions and determine if rhythm is shockable after reviewing for no more than 5 seconds 

o Verbalize “clear” and ensure yourself and everyone around is not in physical contact with the patient 

o Defibrillate if appropriate by depressing the “shock” button” 

o Immediately resume chest compressions after shock delivery 

§ If non-shockable rhythm, discard the shock per manufacturer recommendations 

o Continue to follow Cardiac Arrest protocol 
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Anterior – Posterior Placement Anterior – Lateral Placement Pediatric Placement 
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DUAL SEQUENTIAL DEFIBRILLATION 

 

INDICATIONS: Patients with refractory or recurrent ventricular fibrillation (V-fib) or pulseless ventricular tachycardia (V-tach) or 

shockable rhythm per AED analysis that has not responded to >3 standard defibrillation attempts. 
CONTRAINDICATIONS: Agency does not approve of use of equipment for this procedure 

PROTOCOLS: Cardiac Arrest 
 

 

 

• Ensure all necessary cardiac arrest interventions have been applied up to this point. 

o Uninterrupted and effective CPR   

o Defibrillation at maximum output for at least three rounds of shocks (including first responder AED shocks, if 

applicable)  

o Administration of Amiodarone 300mg. 

o Consideration of other possible causes of cardiac arrest. 

• Prepare sites for attachment of additional set of external defibrillation pads and apply a new set of external defibrillation 

pads in the anterior / posterior or anterolateral position (depending on initial pad placement) while assuring they do not 

contact the first set of pads. 

• Select maximum energy setting for both devices.  AED may be substituted, as appropriate. 

• Charge devices in advance of the anticipated break in CPR and ensure chest compressions continue while both devices are 

being charged.  

• At next rhythm analysis, if patient remains in ventricular fibrillation (V-fib) or pulseless ventricular tachycardia (V-tach) OR 

shock advised by AED: 

o Clear patient. 

o Deliver double sequential defibrillation by having two operators depressing both “Shock” buttons.  

• Once criteria are met for dual sequential defibrillation, all subsequent shocks delivered shall be using this method.  
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MECHANICAL CPR DEVICE 

 

 
INDICATIONS: When device is available in the setting of cardiac arrest in an adult and when adequate resources are available to 
deploy  
CONTRAINDICATIONS: device is unavailable, pediatric patients, pregnant patients, patients that do not fit properly within the device 
due to size 
PROTOCOLS: Cardiac Arrest  
 

 

 
 The first 6 minutes of resuscitation should have manual high-quality compressions prioritized prior to placement of mechanical 
device. Placement of mechanical device should be deferred until adequate resources are available to not compromise high-quality 
compressions and early defibrillation.  
 

• All therapies related to the management of cardiopulmonary arrest should be continued as currently defined within the 
Cardiac Arrest protocol. 

• Any interruption in CPR for placement of mechanical CPR device must be extremely minimal with a goal of less than 10 
seconds off the chest 

• When available, a mechanical CPR device should be utilized for transport of any patient in cardiac arrest 
• Follow manufacturer’s instructions on use  

 

EM
R 

EM
T 

AE
M

T 
PA

RA
M

ED
IC

 

PHYSIO CONTROL LUCAS ZOLL AUTO PULSE 
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PIT CREW CPR 

 

INDICATIONS: Patient without palpable pulses and who is nonresponsive, in presumed cardiac arrest of any etiology.    
CONTRAINDICATIONS: Neonates 
PROTOCOLS: Cardiac Arrest 
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Position #1 = Patient Right 
• First provider on scene – no matter 

what level 
• Check pulses and initiate first 2 

minutes of compressions 
• When not performing compressions, 

assist position #3 with BVM or 
advanced airway, if indicated 

• Assist in placement of Mechanical CPR 
if available and monitoring of 
equipment if not doing compressions 

• Palpate pulse if not doing 
compressions 

Position #2 = Patient Left 
• Second provider on scene – no matter 

what level 
• Attach AED/monitor and follow prompts 

• If in manual – pre-charge at 1:45 
• Turn on metronome  
• Team leader until additional personnel 

available 
• Monitors time 
• Records rhythm and if shock is 

delivered every 2 min 
• Records time of medications 

administered 
• Assist in placement of Mechanical CPR if 

available and monitoring of equipment 
• Palpate pulse 

Compression Notes 
• “Hover Hands” over patient chest 

(every compressor with ALL 
rhythm checks) to minimize time 
off chest 

• Continue compressions during 
charge 

• Rate 100-120 
• Depth 2-2.5in (or 1/3 of chest 

depth for children) 
• Ensure complete recoil 
• Pauses <10 seconds 
• Chest compression fraction goal 

as high as possible 

Airway Notes 
• Focus on passive oxygenation and 

basic airway management via Bag 
Mask Ventilation for first 6 
minutes 

• Controlled ventilations 
continuous or 30:2 with just 
enough volume to see chest rise 
via BVM  

• BIAD or ETT considered after 6 
minutes 

• Do not interrupt chest 
compressions for advanced 
airway placement 

Position #3 = Airway 
• Third provider on scene 
• Initiate airway management as per protocol 
• Alternate with position #1/#2 for compressions 
• Should be filled by highest level of provider available  
• Do not interrupt CPR for airway placement 

Position #4 = Team Leader 
• Verify positions are appropriately filled and performing required 

interventions 
• Monitors time 
• Records rhythm and if shock is delivered every 2 minutes 
• Records time of medications administered 
• Directs ACLS interventions based on rhythm, EtCO2 and pulse 
• Contact OLMC as needed 
• Should be filled by highest level of provider available, if not paramedic, 

then practice to scope 
• IF ROSC OBTAINED – Follow Cardiac Arrest – ROSC protocol  

Position #5 = Access/ALS 
• Obtain IV/IO access 
• ACLS drugs as directed by Team Leader 
• If AED is in place, assist in transition to manual 

defibrillator as soon as reasonable 
• Consider taking over monitor after IV/IO access 

obtained 

Position #6 = Other Duties 
• If ALS, consider assisting position 3 with 

advanced airway management 
• Liaisons with family, bystanders 
• Maintains scene safety 
• Obtains further patient history 
• Assist with compressions as needed 
• Assists with other roles as needed 

Pit Crew CPR Notes 
• Goal is to standardize approach 

and focus on BLS foundation for 
cardiac arrest care – high quality 
CPR with appropriate rate and 
depth, minimizing time off chest, 
and early defibrillation 

• Recognize need for fulfilling 
multiple positions depending on 
staff available  

• Closed loop communication 
regarding anticipated shifting of 
positions and next steps 
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SYNCHRONIZED CARDIOVERSION 

 

INDICATIONS: Tachycardia associated with hemodynamic instability, evidence of end organ dysfunction, or hypotension not 
responsive to medical therapy. 
CONTRAINDICATIONS: Patient’s without a palpable pulse (requires unsynchronized cardioversion or defibrillation) or if tachycardia 
is not sustained or intermittent.  
PROTOCOLS: Tachycardia 
 
 

 

• Apply standard four-lead monitor 
• Apply defibrillation pads to chest and back. Do not place pads over implanted devices.  
• Consider sedation prior to cardioversion per Tachycardia protocol.  

o Ketamine 10-50mg or 0.5mg/kg IV/IO/IM OR 
o Fentanyl 25-100mcg or 0.5-1mcg/kg IV/IO/IM/IN AND 

§ Midazolam 2.5-5mg or 0.2mg/kg IV/IO/IM/IN OR 
§ Lorazepam 0.5-2mg or 0.1mg/kg IV/IO/IM  

o May repeat any option x 2 as needed 
• Select SYNC or synchronized cardioversion on monitor  
• Charge to appropriate energy  

o Adults: highest energy setting available or per manufacturer 
o Pediatrics: 1.0 J/kg initial shock, then 2.0 J/kg subsequent shocks 

• Make sure all personnel are clear of the patient 
• Press and hold the “Shock” button until shock is delivered. Note this may be delayed as it can take the monitor several 

cardiac cycles to “synchronize”.  
• Evaluate rhythm and hemodynamic changes, repeat procedure if needed.  
• Observe for signs of improved hemodynamics.  

 

• Withhold synchronized cardioversion until removed from standing water/conductive surfaces such as metal.  
• Don’t forget to treat for other causes of poor hemodynamics.  
• If sinus rhythm is achieved, then dysrhythmia recurs quickly, or cardioversion is unsuccessful multiple times, further 

attempts are unlikely to be successful without first correcting underlying hypoxia, hypovolemia, electrolyte imbalances, 
etc.  

• Patients may have transient dysrhythmias or ectopy after cardioversion which rarely require specific treatment other than 
supportive therapy.  

• If a patient does not have a palpable pulse prior to initiation of synchronized cardioversion, then the patient has PEA and 
should be treated per the Cardiac Arrest protocol.   

PA
RA

M
ED

IC
 

NO
TE

S 

86



 

  

TRANSCUTANEOUS CARDIAC PACING 

 

INDICATIONS: Bradycardia associated with hemodynamic instability, evidence of end organ dysfunction, or hypotension not 
responsive to medical therapy. 
CONTRAINDICATIONS: Patient’s without a palpable pulse or with severe hypothermia (core temp ≤86F). 
PROTOCOLS: Bradycardia Symptomatic 
 

 

 • Apply standard four-lead monitor 
• Apply defibrillation pads to chest and back. Do not place pads over implanted devices.  
• Consider sedation prior to pacing per Bradycardia Symptomatic protocol.  

o Ketamine 10-50mg or 0.5mg/kg IV/IO/IM OR 
o Fentanyl 25-100mcg or 0.5-1mcg/kg IV/IO/IM/IN AND 

§ Midazolam 2.5-5mg or 0.2mg/kg IV/IO/IM/IN OR 
§ Lorazepam 0.5-2mg or 0.1mg/kg IV/IO/IM  

o May repeat any option x 2 as needed 
• Select pacer option on monitor, as specified by manufacturer.  
• Set pacer rate: 

 

 
 

• Note pacer spikes on EKG screen.  
• Start at 30mA and increase energy by 5 mA until electrical capture is achieved or maximum output is reached.   

o If maximum output is reached, stop pacing immediately.  
o Electrical capture occurs when every pacer spike correlates with a responding QRS complex.  

• If capture is observed on monitor, check for corresponding pulse and assess vital signs.  
• Mechanical capture occurs when paced electrical spikes on the monitor correspond with palpable pulse. 
• Observe for signs of improved hemodynamics.  

 
 

• Ventricular arrhythmias are rare complications, follow Tachycardia protocol 
• Don’t forget to treat for other causes of poor hemodynamics.  
• If a patient does not have a palpable pulse prior to initiation of transcutaneous cardiac pacing, then the patient has PEA 

and should be treated per the Cardiac Arrest protocol.   
 

PACING GUIDE 

AGE 0-36 months 36 months – 12 years >12 years 

RATE 120 bpm 100 bpm 70 bpm 
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VAGAL MANEUVERS 

 

INDICATIONS: Patients with stable vitals that have a narrow complex and regular OR wide complex and regular tachycardia 
CONTRAINDICATIONS: Patients with tachycardia with unstable or abnormal vital signs and/or altered mental status 
PROTOCOLS: Tachycardia 
 

  
Option 1: 
• Ensure the patient is sitting or lying down 
• Instruct the patient to take a deep breath in, holding it for about 15-20 seconds or as long as able 
• While holding their breath, instruct the patient to bear down as though they were having a bowel movement 

 
Option 2 (standard Valsalva): 
• Provide the patient with an empty 10mL syringe 
• Instruct the patient to place their lips around the end and attempt to blow the plunger out of the syringe 
• Have them continue for 15 seconds or as long as able 

 
Option 3 (modified Valsalva):  
• Place patient in a semi-recumbent position 
• Provide the patient with an empty 10 mL syringe and instruct them to blow into the end of it in an attempt to push the 

plunger out for 15 seconds 
• Immediately recline the patient into the supine position and raise the patient’s legs to a 45 degree angle for 45 seconds 

 
Option 4 (most appropriate for pediatrics and those unable to follow instructions): 
• Place a bag of ice over the patient’s face for 15-20 seconds 
• Assure the patient’s airway is not compromised 
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VENTRICULAR ASSIST DEVICE 

 

INDICATIONS: Patients with ventricular assist devices 
CONTRAINDICATIONS: Patients who do NOT have an implanted ventricular assist device 
PROTOCOLS: Cardiac Arrest 
 

 
• Assess the patient’s airway  

o Airway Management as needed 
• Auscultate heard sounds to determine if device is functioning and what type of device is present 

o “whirling sound” is heard with a continuous flow device 
• Assess device for any alarms 

o Intervene appropriately based on the type of alarm and patient guide 
• If patient is unresponsive and not breathing, begin resuscitation WITHOUT COMPRESSIONS unless otherwise directed by 

patient’s guardian or trained family members. 
o Defibrillation is the standard process. 
o Do NOT place the pads over the device that is under the patient’s skin. 
o Be careful when removing / cutting clothing so you don’t inadvertently dislodge or cut the drive line.  

• BP, pulse, and SpO2 may be difficult to obtain at baseline 
• Bring the patient’s emergency travel bag when leaving the scene (extra controller, batteries, VAD coordinator emergency 

contact number)  
• Allow trained caregiver to accompany patient when possible 
• Transport to closest VAD center – call the number listed on the device for advice 
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TRAUMA 

 

 
 Chest Decompression 

Helmets and Other Protective Equipment 
Pelvic Binder 
Spinal Motion Restriction 
Splinting 
Tourniquet Application 
Wound Cleaning 
Wound Packing 
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CHEST DECOMPRESSION 

 

INDICATIONS: Suspected tension pneumothorax with respiratory and/or hemodynamic compromise, traumatic cardiac arrest (with 
torso involvement) 
CONTRAINDICATIONS: None 
PROTOCOLS: Traumatic Injuries, Difficulty Breathing, Cardiac Arrest 
 

 

  
• Gather equipment necessary for procedure: 

o 14 gauge at least 2-2.5 inch over the needle catheter, (16 gauge if under 8 years old) 
o Tape 
o Sterile gauze pads 
o Antiseptic swabs 
o Occlusive dressing 

• Locate landmarks: 
o 2nd intercostal space in the mid-clavicular line on the same side as the pneumothorax OR 
o 5th intercostal space in the anterior-axillary line on the same side as the pneumothorax 

• Prepare site with an antiseptic swab 
• Firmly introduce catheter immediately above the superior edge of rib at the selected site. Insert the needle 

perpendicular to the skin with downward pressure until there is a loss of resistance and potentially a return of air.  
• Advance the needle another 1/8” to ensure the catheter is inside the thoracic cavity  
• Hold the catheter in place with one hand while removing the needle and properly disposing of the sharps 
• Secure the catheter taking care not to allow it to kink 

o If time and situation allow, use an occlusive dressing to cover the catheter and tape on 3 sides to create a 
one-way valve 

• REASSESS lung sounds, pulses, tracheal deviation, and patient condition 
• Never remove a catheter. Additional catheters should be placed lateral to the original if necessary. 
• MONITOR for re-development of tension pneumothorax 
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HELMETS & OTHER PROTECTIVE EQUIPMENT 

 

 
INDICATIONS: Persons wearing a protective helmet that have suffered a traumatic event 
CONTRAINDICATIONS: persons no longer wearing a helmet or other protective equipment when first contact with EMS is made 
PROTOCOLS: Traumatic Injuries 
 

 

 
• For sports related injuries where helmets are being used, utilize onsite athletic trainers if available to help manage 

protective equipment and determine need for immediate removal  
• Face masks should be removed prior to transportation, regardless of current respiratory status 
• Motorcycle helmets with full face protection may need to be removed emergently in order to assess patient status 

 
  Indications for Helmet Removal: 

• The helmet and chin straps should ONLY be removed if: 
o The helmet and chin strap do not hold the head securely, such that immobilization of the helmet does not also 

immobilize the head 
o The design of the helmet and chin strap is such that even after removal of the face mask (if present), the airway 

cannot be controlled or ventilation be provided 
o The face mask cannot be removed after a reasonable period of time or a full face helmet (motorcycle) is present 
o The helmet prevents immobilization from transporting in an appropriate position 

 
• If absolutely necessary to remove helmet, ensure manual spinal stabilization is maintained during removal process 

 
 

EM
R 

EM
T 

AE
M

T 
PA

RA
M

ED
IC

 

92



 

  

PELVIC BINDER 

 

INDICATIONS: Suspected pelvic fracture, significant blunt trauma with hypotension or cardiac arrest 
CONTRAINDICATIONS: Patient is outside of appropriate body size/weight for specific device 
PROTOCOLS: Hemorrhage Control, Traumatic Injuries 
 

 
 

• Remove clothing 
• Identify greater trochanters 
• Place sheet or binder under the patient with center at the level of the greater trochanter 

o Minimize pelvic movement by using multi-person lift if possible 
• Tighten per manufacturer instruction OR with sheet binder, tighten by twisting and secure to maintain tension 
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SPINAL MOTION RESTRICTION 

 

 
INDICATIONS: Need for spinal motion restriction as determined by clinical assessment with considerations to mechanism and 
signs/symptoms 
CONTRAINDICATIONS: When the risks of immobilization outweigh the benefits as determined by clinical assessment 
PROTOCOLS: Traumatic Injuries 
 

 

 
• Cervical Spinal Motion Restriction should be considered for patients that have suffered a traumatic mechanism and are 

found to have : 
o Blunt injury with or without penetrating trauma and one or more of the following: 

§ Altered level of consciousness 
§ GCS <15 
§ Clinical intoxication 
§ Midline neck pain 
§ Midline tenderness to palpation of C-spine 
§ Paraspinal muscle tenderness 
§ Neurological deficits 
§ Abnormal sensation 
§ Distracting injury 
§ Inability to communicate 
§ Provider discretion based on mechanism of injury 

o Penetrating Injury and one or more of the following: 
§ Neurologic deficits 
§ Unconsciousness or heavily intoxicated 
§ High energy mechanism such as MVC  

• If any of the above criteria are met, a cervical collar should be applied 
o Cervical Collar application: 

§ Determine the most appropriate size c-collar using manufacturers recommendations 
§ Assess motor and sensory function in extremities 
§ Have a second provider maintain neutral, in-line manual stabilization of the patient’s head and c-spine. 

• If any resistance is felt or complaints of worsening pain when bringing head/cspine to neutral 
position, stop and splint in position found or maintain manual stabilization throughout 
transport 

• If patient size or age prevent a cervical collar from fitting properly, use alternative methods to 
stabilize and/or maintain manual c-spine 

§ Apply the cervical collar per manufacturer recommendations 
§ If long board not necessary, immediately assist patient to cot 

• Consideration for full spinal motion restriction should be done if any of the following criteria are met: 
o Midline thoracic or lumbar pain 
o Tenderness to palpation of spine 
o Neurologic deficits 
o Anatomic deformity of spine 
o Inability to communicate 
o Distracting injury 

• Long board application: 
o Long boards should primarily be used to facility patient movement from initial location to cot and may rapidly 

lead to skin breakdown in certain populations 
o If a patient is prone or supine, a log roll technique should be considered otherwise utilize the safest method 

available that maximizes maintenance of inline spinal stability. 
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Distracting Injury: 
Examples include, but not limited to; long 
bone fractures, dislocations, deforming 
injuries, burns, or any condition preventing 
patient cooperation with history 
 
Clinical Intoxication: 
A transient condition resulting in disturbances 
in level of consciousness, cognition, 
perception, affect or behavior, or other 
psychophysiological functions and responses. 
Common examples include; ataxia, emotional 
instability, flight of ideas, tangential thought 
or motor incoordination 
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SPLINTING 

 

INDICATIONS: Immobilization of an extremity for transport due to traumatic injury OR to secure medically necessary devices such as 
an IV catheter 
CONTRAINDICATIONS: injuries that will be worsened by splinting, unable to adequately splint with available equipment 
PROTOCOLS: Traumatic Injuries  
 

 
 
 
 

• Assess and document pulses, sensation, and motor function prior to placement of the splint 
o If no pulses are present and a fracture is suspected, consider a single attempt at reduction of the 

fracture prior to placement of the splint – if no improvement, CONTACT OLMC 
• Remove all clothing from the extremity and all jewelry distal to the injury 
• Select an appropriate splint 

o If there is a suspected femur fracture without evidence of pelvic fracture or instability, place a 
traction splint 

• Immobilize the injury by applying the splint and securing both proximal and distal to the injured area 
o For commercially available splints – follow manufacturer guidelines for appropriate application 

• Reassess pulses, sensation, and motor function post placement of splint 
o If any change in CMS after splint placement: reposition splint and reassess. 
o If no improvement: remove splint 
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TOURNIQUET APPLICATION 

 

INDICATIONS: Uncontrolled external hemorrhage involving an extremity 
CONTRAINDICATIONS: Hemorrhaging wounds to locations besides the extremities or controlled with less invasive techniques 
PROTOCOLS: Hemorrhage Control, Traumatic Injuries 
 

  
• Apply tourniquet as proximal as possible to the wound, minimum of 2” above hemorrhage site 

o Do not cross joints or bony prominences with tourniquet 
• Tighten tourniquet until bleeding stops 

o May or may not feel a distal pulse 
• If hemorrhage is not controlled with single tourniquet, a second tourniquet should be applied proximal to the first 

without overlap 
o Direct pressure and consideration for Wound Packing if bleeding continues 

• Notify receiving trauma center of tourniquet use, location of device, and time placed 
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WOUND CLEANSING 

 

INDICATIONS: Skin and soft tissue wounds  
CONTRAINDICATIONS: Wounds with major bleeding requiring immediate bleeding control 
PROTOCOLS: Trauma 
 

  
 
 

• Once bleeding is controlled, irrigate contaminated wounds with saline as appropriate 
o Irrigate all chemical burns with copious amounts of water, normal saline, or Lactated Ringers 

• Cover wounds with sterile gauze / dressings. Check distal pulses, sensation, and motor function to ensure the bandage is 
not too tight 

• Reassess wounds and/or dressing frequently for continued bleeding  
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WOUND PACKING 

 

 
INDICATIONS: Skin and soft tissue wounds with major bleeding not controlled by direct pressure or tourniquet 
CONTRAINDICATIONS: Wounds controlled by direct pressure or tourniquet 
PROTOCOLS: Hemorrhage Control, Traumatic Injuries 
 

  
• Apply direct pressure to the wound 
• Insert finger(s) into the wound and apply firm pressure to visualized bleeding vessel to control bleeding 
• Create a small ball at the beginning of the roll gauze (preferentially hemostatic impregnated) and press the gauze 

deep into the wound, occluding the bleeding vessel against bone or firm tissue 
• While maintaining pressure on the leading edge of the gauze, begin to feed more gauze into the wound, packing it 

tightly in place while continuing pressure on the bleeding vessel 
• Continue packing the wound until you have filled the wound space OR until you have a minimum 2-3” of gauze 

remaining in order to facilitate later removal 
• Maintain manual direct pressure on the wound for 3-5 minutes 
• Reassess and wrap the wound with a pressure dressing to maintain pressure for support 
• If bleeding persists, apply more gauze, but DO NOT remove the wound packing 
• Continue monitoring the wound and assess for continued direct pressure as needed throughout transport 
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VENOUS ACCESS 

 

 
 Existing Catheters 
 Intraosseous Access 
 Intravenous Access  
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EXISTING CATHETERS 

 

INDICATIONS: Inability to obtain adequate alternative peripheral access in a patient that has an existing catheter (PICC or Midline) in 
place during life threatening situations, central venous (dialysis) catheters only in cardiac arrest 
CONTRAINDICATIONS: non-critical situations 
PROTOCOLS: Cardiac Arrest 
 
 • Identify the type of existing catheter 

• Clean the port of the catheter with alcohol wipe 
• Using sterile technique, withdraw 5-10mL blood and place syringe in sharps container 
• Using 5mL normal saline, access the port with sterile technique and gently attempt to flush the saline into the line 

o If there is NO resistance with flush, NO evidence of infiltration, and NO pain experienced by the patient, 
then it is ok to utilize 

• Begin administration of medication or IV fluids slowly. If difficulties are encountered, stop the infusion and reassess 
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INTRAOSSEOUS ACCESS 

 

INDICATIONS: Any patient in which peripheral access is necessary and either intravenous access is unobtainable or immediate 
access is needed  
CONTRAINDICATIONS: Fracture proximal to proposed IO site, current overlying infection, previous IO placement or attempt at same 
site, or history of joint replacement at the proposed sites 
 

 
• Select the most appropriate insertion site and palpate the appropriate bony landmarks to identify the site of insertion 
• Cleanse the site with alcohol prep pad 
• Insert the IO needle per manufacturer’s recommendations: 

o Manual devices (Cook or Jamshidi): 
§ Hold the intraosseous needle at a 90 degree angle to the bony surface, aimed away from the nearby joint 

and epiphyseal plate. 
§ Provide pressure to push the needle tip through the skin until resistance from the bone is felt 
§ Twist the needle handle with a rotating grinding motion applying controlled downward force until a “pop” or 

loss of resistance is felt 
§ Do not advance more than 1 cm after the loss of resistance is felt 

o Powered Intraosseous Device (EZ-IO) 
§ Hold the intraosseous needle at a 90 degree angle to the bony surface, aimed away from the nearby joint 

and epiphyseal plate 
§ Provide pressure to push the needle tip through the skin until resistance from the bone is felt 
§ Power the driver until a “pop” or loss of resistance is felt 
§ Do not advance more than 1 cm after the loss of resistance is felt 

o Automatic Intraosseous Device (NIO): 
§ Rotate the cap 90 degrees in either direction to unlock 
§ Place dominant hand over cap and press device against patient. While pressing down on the device with 

palm, pull trigger wings upwards with fingers 
§ Gently pull the NIO up in a rotating motion while holding the needle stabilizer against the insertion site 
§ Continue holding the needle stabilizer in place and pull up the stylet to remove 

• Remove the stylet and place in an approved sharps container 
• Attach a 10mL syringe filled with 5mL normal saline: aspirate bone marrow to verify placement, then inject 5mL of normal 

saline to clear the lumen of the needle 
• Attach the IV line with fluids on a pressure bag 

 
• In patients that are alert and aware of pain, prior to infusing fluid through IO site, administer: 

o 2% Lidocaine 100mg/5ml: 0.5-1mL IO 
o Allow lidocaine to is in the marrow for approximately 30 seconds prior to fluid infusion through line 
o May repeat x1 
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INTRAVENOUS ACCESS 

 

INDICATIONS: Any patient in which peripheral access is necessary  
CONTRAINDICATIONS: When life threats require immediate access utilize Intraosseous Access 
 

EXTREMITY VENOUS ACCESS 
• Determine most appropriate location and size of catheter for access considering patient condition, treatment needs, and 

assessment of veins. 
• Assemble appropriate IV solution and tubing 
• Insert IV 

o Place the tourniquet around the patient’s arm proximal to the IV site, if appropriate 
o Cleanse the skin at the site of insertion 
o Stabilize the vein distally with thumb/fingers 
o Puncture the skin with the bevel of the needle facing upward. Obtain flash within the catheter, and advance the 

catheter into the vein while stabilizing the needle 
o Remove the needle while occluding the vein by applying pressure to the proximal tip of the catheter 
o Remove the tourniquet 
o Connect IV tubing to the catheter. Open the IV clamp or flush the line with normal saline to assure free flow (no 

infiltration, pain, etc.)  
o Reduce rate as appropriate and set infusion rate based on protocol 

• Secure the IV utilizing tegaderm and tape 
• Reassess IV drip rate to make sure it is appropriate for patient condition  
 

EXTERNAL JUGULAR VENOUS ACCESS   
INDICATIONS: Medical patients who are awake and alert, and require IV access but are 
peripherally exhausted or life threatening events when no obvious peripheral site is noted 
CONTRAINDICATIONS: Patient is combative or uncooperative with positioning, anterior neck 
hematoma/burns/cellulitis, anatomic landmarks not visible, medical appliance in place covering 
neck 
• Position yourself at the head of the patient 
• Place patient in a slight Trendelenburg (supine, head down) position if possible 
• Turn the patient’s head toward the opposite side if no concern for cervical spine injury 
• Prep the site with alcohol prep pad 
• Align the catheter with the vein. Insert pointing away from the head, towards the shoulder on 

the same side 
• Stabilize the vein with one finger above the clavicle, puncture the vein at a superficial angle 

midway between the angle of the jaw and the clavicle. 
• Puncture the vein, obtain flash within the catheter, and advance the catheter into the vein while stabilizing the needle 
• Confirm placement with saline flush (no infiltration, pain, etc.) 
• Attach IV tubing and secure the IV avoiding circumferential dressing or taping around the neck 
• If unsuccessful, place occlusive dressing over site and do NOT attempt opposite side of neck 
• Monitor for signs of complication: expanding hematoma, tracheal shift, new onset difficulty breathing 

SCALP VENOUS ACCESS    
INDICATIONS: Pediatrics under 2 years old in need of venous access 
• Choose the smallest catheter available in the shortest length 
• Position yourself at the head of the patient. Have another person available to restraint the infants arms or swaddle 
• Locate an appropriate vein. Veins can  be made visible by having the infant cry and using digital pressure at the base of the 

veins. A rubber or elastic band above the ears and eyes may also aid in vein  visualization (make sure the band is not too 
tight as indeated by red or purplish skin) 

• Stablize the vein and puncture the vein with the catheter directed toward the heart. Flash in 
the catheter may not  be obvious in small children. 

• Slowly and gently insert the needle parallel to the vessel at 20-30 degrees above the skin until 
you see blood in the chamber.  

• Remove the tourniquet. Advance the needle slightly to confirm the needle is in the vein 
• Allow the infant to calm down prior to threading the catheter which mitigates vasospasm.  
• Flush the catheter to confirm placement. Secure the catheter in place 

 

AE
M

T 
PA

RA
M

ED
IC

 

 

 

102



 

  

MEDICATIONS 

 

 
This section is meant to serve as a quick reference for medications that are authorized by the State of Wisconsin under the MEP EMS 
Guidelines and Protocols.  
 
It is critical to have thorough understanding of indications, contraindications, side effects, and potential interactions of any 
medication you may administer. Most commonly applicable information is provided in the following medication summary pages, but 
this section is not meant to provide comprehensive pharmacologic information for each medication. Utilization of other, more 
detailed references are necessary to ensure adequate knowledge base and comprehension of pharmacology.  
 
 
 
 
 

Acetaminophen 
Adenosine 

Albuterol Sulfate 
Amiodarone 

Aspirin 
Atropine 

Calcium Chloride or Gluconate 
Dexamethasone 

Dextrose 
Diltiazem 

Diphenhydramine 
DuoDote/MARK-1 

Epinephrine 
Etomidate 
Fentanyl 
Glucagon 

Glucose (oral) 
Haloperidol 

Heparin 
Hydromorphone 

Ibuprofen 
Intravenous Fluids – LR and NS 

Ipratropium 
Ketamine 
Ketorolac 

Lactated Ringer 
Lidocaine 

Lorazepam 
Magnesium Sulfate 
Methylprednisolone 

Metoclopramide 

Midazolam 
Morphine 
Naloxone 

Nitroglycerin 
Nitrous Oxide 

Norepinephrine 
Ondansetron 

Oxygen 
Racemic Epinephrine 

Rocuronium 
Sodium Bicarbonate 

Succinylcholine 
Tetracaine 
Ticagrelor 

Transexamic Acid (TXA) 
Vecuronium 

 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

Kacey Kronenfeld, MD 
Medical Director of Prehospital Services 

Madison Emergency Physicians 
 

Liz Robinson, MD 
 

Joseph Hansen, MD 
 

Chris Stahmer, MD 

Adam Tuite, MD 
 

Charlie Pearce, MD 
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MEDICATIONS 

 

Medication  EMR EMT AEMT Paramedic 
Acetaminophen     R R 

Adenosine    R 

Albuterol Sulfate  O R R R 

Amiodarone       R 

Aspirin  R R R R 

Atropine       R 

Calcium Chloride or Calcium Gluconate       R 

Dexamethasone (steroid)       O 

Dextrose     R R 

Diltiazem       O 

Diphenhydramine    R 

DuoDote/Mark-1   O O O 

Epinephrine 1:1000 R R R R 

Epinephrine 1:10,000       R 

Etomidate       R 

Fentanyl (opioid)       R* 

Glucagon   R R R 

Glucose (oral) R R R R 

Haloperidol       O 

Heparin    O 

Hydromorphone (opioid)       O 

Ibuprofen (NSAID)     R R 

Intravenous Fluids – LR or NS   R R 

Ipratropium   R R R 

Ketamine       R 

Ketorolac (NSAID)       R* 

Lidocaine       R 

Lorazepam (benzodiazepine)       O 

Magnesium Sulfate       R 

Methylprednisolone (steroid)       R* 

Metoclopramide (antiemetic)    O 

Midazolam (benzodiazepine)       R* 

Morphine (opioid)    O 

Naloxone R R R R 

Nitroglycerin     R R 

Nitrous Oxide     O O 

Norepinephrine (vasopressor)       R* 

Ondansetron (antiemetic)       R* 

Oxygen R R R R 

Racemic Epinephrine       R 

Rocuronium       R 

Sodium Bicarbonate       R 

Succinylcholine       O 

Tetracaine       O 

Ticagrelor       O 

Transexamic Acid (TXA)       R 

Vecuronium       O 

 
R = Required         O = Optional       *Indicates preferred medication in class if no shortages 

 
≥AEMT must carry at least one NSAID, Paramedic at least one benzodiazepine, one antiemetic, one vasopressor, one narcotic 
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ACETAMINOPHEN 
Tylenol 

 

Tylenol, APAP, Paracetamol 
 
Acetaminophen is a pain medication and antipyretic. Its analgesic mechanism of action is not fully understood. Antipyretic effect via 
direct action on the hypothalamic heat-regulating center of the brain.  
 
Contraindications:  

• Known liver disease  
• Medication allergy / sensitivity 

 
Indications/Dose: 

• Pain Management: mild to moderate pain 
o 650mg or 15mg/kg PO (may round to nearest tablet size)  

• Fever or Suspected Sepsis: antipyretic 
o 650mg or 15mg/kg PO (may round to nearest tablet size) 

 
Adverse Effects: 

• GI discomfort 
• Hepatotoxicity 

 
Considerations:  

• Do not administer if patient has received acetaminophen within the past four (4) hours 
• Caution in patients with chronic alcohol abuse 
• Ask about other over the counter medications including cold/flu medicines, headache medicines, sleep aids and 

prescription pain medications as these often come in combination with acetaminophen 
 
Pharmacokinetics: 

• Onset: <1 hour 
• Half-life: 2-3 hours, longer in pediatrics 

 
Pregnancy/Lactation: 

• Category A 
• Drug of choice for analgesic and antipyretic use during pregnancy and while breastfeeding 
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ADENOSINE 
Tylenol 

 

Adenocard 

 
Adenosine is an anti-dysrhythmic. It slows the conduction at the AV node by inducing hyper-polarization of the AV node, causing a 
temporary absolute refractory period where no further signal can travel through the AV node.  
 

Contraindications: 

• Second or third degree heart block 

• Irregular wide complex tachycardia 

• Medication allergy / sensitivity 

 

Indications/Dose: 

• Tachycardia: Symptomatic, stable, regular, narrow complex tachycardia 

o 12 mg or 0.2 mg/kg rapid IV/IO push followed by 10ml NS flush 

§ May repeat x 1 

§ Further doses require: CONTACT OLMC 

• Tachycardia: Symptomatic, stable, regular, monomorphic, wide complex tachycardia 

o 12 mg or 0.2 mg/kg rapid IV/IO push followed by 10ml NS flush 

§ May repeat x 1 

§ Further doses require: CONTACT OLMC 

 

Adverse Effects: 

• Sense of impending doom, flushing, chest pressure, throat tightness, or numbness 

(all generally mild and short-lived) 

• May have a brief episode of asystole 

 

Considerations:  

• Very short half-life – requires rapid IV push with free flowing IV and most effective with proximal IV/IO 

• Requires cardiac monitoring 

• Methylxanthines (e.g. caffeine, theophylline) antagonize adenosine so may require higher doses 

• Dipyridamole/Persantine potentiate the effect of adenosine, consider lower dose of adenosine 

• Carbamazepine may potentiate AV nodal blocking effect, increased risk for developing heart block 

• Digoxin or Verapamil increase risk of ventricular fibrillation 

 

Pharmacokinetics: 

• Onset: almost immediate 

• Half-life: 10 seconds 

 

Pregnancy/Lactation: 

• Category C 

• No human data available re: lactation, but given half-life would recommend utilization for patients who are breastfeeding 

based on indications as above.  
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ALBUTEROL 
Tylenol 

 

Proventil, Ventolin 
 
Adenosine is bronchodilator. It binds and stimulates beta2 receptors, resulting in relaxation of bronchial smooth muscle.  
 
Contraindications: 

• Hypersensitivity to albuterol or levalbuterol 
 
Indications/Doses:  

• Difficulty Breathing: Bronchospasms in patients with reversible obstructive airway disease 
o 2.5mg/3ml per handheld nebulizer or mask for a maximum of 3 dose 

• Tachycardia: suspected hyperkalemia 
o 5mg nebulized, repeat as needed to run continuously  

• Traumatic Injuries: Prolonged crush injury, suspected hyperkalemia 
o 5mg nebulized, repeat as needed to run continuously  

 
Adverse Effects: 

• Hyperglycemia 
• Sympathetic response: palpitations, sinus tachycardia, anxiety, tremor, nausea/vomiting, throat irritation, dry mouth, 

hypertension, insomnia, headache, epistaxis, paradoxical bronchospasm, restlessness, apprehension, dizziness, 
dysrhythmias 
 

Considerations:  
• Use with caution in patients with diabetes, hyperthyroidism, seizure disorder, hypokalemia, and cardiac histories with 

tachyarrhythmias 
• Beta blockers antagonize albuterol 

 
Pharmacokinetics: 

• Onset: 5-15 minutes 
• Half-life: 3-6 hours 

 
Pregnancy/Lactation: 

• Pregnancy Class = C 
• No human data available re: lactation but would recommend utilization for patients who are breastfeeding based on 

indications as above.  
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AMIODARONE 
 

 

Cordarone 
 
Amiodarone is an antidysrhythmic. It delays repolarization and prolongs duration of action potential and effective refractory period; 
which inhibits adrenergic stimulation (alpha- and beta-blocking properties), affects sodium, potassium, and calcium channels, 
prolongs the action potential and refractory period in myocardial tissue; decreases AV conduction and sinus node function.  
 
Contraindications:  

• Cardiogenic shock 
• Hypotension 
• Bradycardia 
• Sick sinus syndrome 
• 2nd or 3rd degree AV block 
• Hypersensitivity or allergy to drug or iodine 
• IV formulation with benzyl alcohol should not be used in neonates or 

infants.  
 
Indications/Doses: 

• Cardiac Arrest: pulseless ventricular fibrillation or ventricular tachycardia 
o 300mg or 5mg/kg IV/IO. If persistent or recurrent vfib/vtach, may repeat at 150mg or 5mg/kg 

• Tachycardia: symptomatic, stable, regular, monomorphic, wide complex tachycardia that is not improved with vagal 
maneuver or Adenosine 

o 150mg or 5mg/kg IV/IO slow infusion, may repeat x 1  
 
Adverse Effects: 

• Bradycardia 
• Hypotension 
• ARDS 
• GI discomfort 
• Tremors 
• Dizziness 

 
Considerations 

• Do not administer with other drugs that prolong QT interval 
• Bradycardia can be exacerbated if patient is on calcium channel blockers or beta blockers 

 
Pharmacokinetics: 

• Onset: Minutes 
• Half-life: 58 days 

 
Pregnancy/Lactation: 

• Pregnancy Class D 
• Not recommended for long term use while breastfeeding but would recommend utilization for patients based on 

indications as above.  
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ASPIRIN 
Tylenol 

 

Bayer, Ecotrin, St. Josephs 
 
Aspirin is an antiplatelet agent; nonsteroidal anti-inflammatory; antipyretic. It prevents the formation of thromboxane A2, which 
causes platelets to aggregate and form plugs that obstruct or constrict small coronary arteries; inhibits cyclooxygenase-1 and 2  
(COX-1 and 2) enzymes; Decrease inflammation; blocks pain impulses in the CNS. 
 
Contraindications: 

• GI bleeding 
• Active ulcer 
• Hemorrhagic stroke 
• Bleeding disorder 
• Pediatric patients 

 
Indications/Doses: 

• Chest pain / Suspected Acute Coronary Syndrome / STEMI: suspected ACS or STEMI 
o 324mg PO chewed 

 
Adverse Effects: 

• Anaphylaxis 
• Angioedema 
• Increased bleeding 
• GI discomfort 

 
Considerations:  

• Do not use in children less than age 12 
• Increases effects with anticoagulants, insulin, and oral hypoglycemics 

 
Pharmacokinetics: 

• Onset:15-30 minutes 
• Half-life: 3-4 hours 

 
Pregnancy/Lactation: 

• Pregnancy Class D in third trimester 
• No human data available re: lactation, but would recommend utilization for patients who are breastfeeding based on 

indications as above.  
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ATROPINE 
Tylenol 

 

 
 
Atropine is an anticholinergic agent (parasympatholytic). It blocks vagal effects to increase heart rate and enhance AV conduction; 
inhibits acetylcholine at postganglion parasympathetic receptor sites. 
 
Contraindications: 

• Tachycardia 
• Obstructive disease of GI tract 
• Narrow-angle glaucoma 
• Thyrotoxicosis 

 
Indications/Doses:  

• Bradycardia – Symptomatic: Hemodynamically significant bradycardia  
o 0.5mg or 0.02mg/kg (min 0.1mg) IV/IO, may repeat x 2 

• Overdose or Toxic Exposure: To control secretions secondary to organophosphate or nerve gas poisoning 
o 2mg IV/IO/IM every 3-5 minutes until symptoms resolve 

 
Adverse Effects: 

• Tachycardia 
• Palpitations 
• Dysrhythmias 
• Headache 
• Dizziness 
• Anticholinergic effects: nausea/vomiting, flushing, dilated pupils, 

decreased GI motility 
 
Considerations:  

• Use caution in presence of MI and hypoxia (increases myocardial O2 demand) 
• Affects pupillary size so do not use pupillary response to monitor CNS status 
• Will not be effective in 2nd degree type II or 3rd degree (complete) heart block 
• May increase anticholinergic effects when combined with tricyclics, amantadine, and antiparkinson agents 
• Antacids may decrease the effect of atropine  

 
Pharmacokinetics: 

• Onset: immediate 
• Half-life: 2-6 hours 

 
Pregnancy/Lactation: 

• Pregnancy Class C, benefits outweight risks in setting of organophospate or nerve gas poisoning  
• No human data available re: lactation but would recommend utilization for patients who are breastfeeding based on 

indications as above.  
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CALCIUM CHLORIDE 
Tylenol 

 

 

 

Calcium is an electrolyte. It increases serum calcium level; key in normal cardiac and renal cell function as well as respiration, blood 
coagulation, and cell membrane & capillary permeability; replaces lost calcium or counteracts effects of excess potassium 
 

Contraindications:  

• Ventricular fibrillation 

• Digoxin toxicity 

 

Indications/Doses:  

• Cardiac Arrest: suspected hyperkalemia 

o 1g or 20mg/kg IV/IO 

• Overdose or Toxic Exposure: calcium channel blocker overdose 

o 1g or 20mg/kg IV/IO 

• Tachycardia: suspected hyperkalemia 

o 1g or 20mg/kg IV/IO 

 

Adverse Effects: 

• Bradycardia 

• Syncope 

• Hypotension 

• Flushing 

• Nausea 

• Dizziness 

 

Considerations:  

• Need to flush IV line after administration, may cause precipitation in line if mixed with sodium bicarbonate 

• May cause vasospasm in coronary and cerebral arteries 

• Hypertension and bradycardia may occur with rapid bolus 

• May worsen dysrhythmias caused by digoxin 

• May antagonize the peripheral vasodilatory effects of calcium channel blockers 

•  

Pharmacokinetics: 

• Onset: 5-15 minutes 

• Half-life: dose dependent 

 

Pregnancy/Lactation: 

• Pregnancy Class A 

• No human data available re: lactation but would recommend utilization for patients who are breastfeeding based on 

indications as above.  
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CALCIUM GLUCONATE 
Tylenol 

 

 

 

Calcium is an electrolyte. It increases serum calcium level; key in normal cardiac and renal cell function as well as respiration, blood 
coagulation, and cell membrane & capillary permeability; replaces lost calcium or counteracts effects of excess potassium.  
 

Contraindications:  

• Ventricular fibrillation 

• Digoxin toxicity 

 

Indications/Doses:  

• Cardiac Arrest: suspected hyperkalemia 

o 2g or 100mg/kg IV/IO 

• Overdose or Toxic Exposure: calcium channel blocker overdose 

o 2g or 100mg/kg IV/IO 

• Tachycardia: suspected hyperkalemia 

o 2g or 100mg/kg IV/IO 

 

Adverse Effects: 

• Bradycardia 

• Syncope 

• Hypotension 

• Flushing 

• Nausea 

• Dizziness 

 

Considerations:  

• Need to flush IV line after administration, may cause precipitation in line if mixed with sodium bicarbonate 

• May cause vasospasm in coronary and cerebral arteries 

• Hypertension and bradycardia may occur with rapid bolus 

• May worsen dysrhythmias caused by digoxin 

• May antagonize the peripheral vasodilatory effects of calcium channel blockers 

 

Pharmacokinetics: 

• Onset: 5-15 minutes 

• Half-life: dose dependent 

 

Pregnancy/Lactation: 

• Pregnancy Class A 

• No human data available re: lactation but would recommend utilization for patients who are breastfeeding based on 

indications as above.  
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CYANOKIT 
Tylenol 

 

Hydroxocobalamin 
 
Cyanokit or hydroxocobalamin is the hydroxylated active from of vitamin B12, it converts cyanide to the much less toxic 
cyanocobalamin.  
 
Contraindications: 

• None in an emergency setting 
 
Indications/Dose: 

• Burns: Cyanide poisoning related to exposure to products of combustion, mining accidents, smoke inhalation in closed 
environment, industrial chemical exposure  

o 5mg or 70mg/kg IV/IO over 15 minutes 
• Overdose or Toxic Exposure: Cyanide poisoning related to exposure to products of combustion, mining accidents, smoke 

inhalation in closed environment, industrial chemical exposure  
o 5mg or 70mg/kg IV/IO over 15 minutes 

 
Adverse Effects: 

• Chromaturia (red colored urine) 
• Erythema / Rash 
• Hypertension 
• Nausea 
• Headache 
• Infusion site reaction 

 
Pharmacokinetics: 

• Onset: Depends on dose 
• Half-life: 26-31 hours 
 

Pregnancy/Lactation: 
• Category C: Do not withhold in pregnancy as maternal cyanide poisoning = fetal cyanide poisoning 
• No human data available re: lactation but would recommend utilization for patients who are breastfeeding based on 

indications as above.  
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DEXAMETHASONE 
Tylenol 

 

Decadron 
  
Dexamethasone is a corticosteroid. It depresses formation of, release, and activity of inflammatory mediators to reduce inflammation 
and immune responses. An alternative to methylprednisolone.  
 
Contraindications: 

• Active, untreated systemic infections 
• Active tuberculosis 

 
Indications/Dose: 

• Difficulty Breathing: moderate to severe asthma/ COPD/croup 
o 12mg or 0.6mg/kg IV/IO/PO 

• Allergic Reaction / Anaphylaxis: anaphylaxis  
o 12mg or 0.6mg/kg IV/IO/PO 

 
Adverse Effects: 

• Nausea/vomiting 
• Edema 
• Hypertension; Hyperglycemia 
• Immunosuppression 
• Insomnia; Facial flushing; Diaphoresis; Dizziness 
• Decreased or blurred vision 

 
Considerations:  

• Caution in patients with cirrhosis, hepatic, or renal impairment, CHF, or diabetes 
• Concurrent use of corticosteroids and NSAIDs may result in increased risk of GI ulcer or bleeding  

 
Pharmacokinetics: 

• Onset: Rapid 
• Half-life: 1.9-2.3 hours 

 
Pregnancy/Lactation: 

• Category C 
• Crosses the placenta and is distributed into the breast milk. No human data available regarding risk of infant harm, but 

would recommend utilization for patients who are breastfeeding based on indications as above.  
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DEXTROSE 
Tylenol 

 

D10, D5 
 
Dextrose is a carbohydrate; hypertonic solution. It provides the lacking form of carbohydrate, dextrose, in the emergency care of a 
hypoglycemic patient. 
 
Contraindications: 

• Hyperglycemia 
• Increased intracranial pressure 

 
Indications/Dose: 

• Hypoglycemia or Hyperglycemia: Symptomatic hypoglycemia 
o D10 125ml or 5ml/kg IV/IO 
o D5 250ml or 10ml/kg IV/IO 

 
Adverse Effects: 

• Hyperglycemia 
• Warmth, pain, or burning at injections site 
• Phlebitis 
• Hyperglycemia 

 
Considerations:  

• Check blood glucose levels prior to administration 
• Must be administered through a patent IV to prevent tissue necrosis 

 
Pharmacokinetics: 

• Onset: 1-5 minutes 
• Half-life: variable 

 
Pregnancy/Lactation: 

• Appropriate use of dextrose injections would not be expected to cause adverse developmental outcomes to the fetus when 
used during pregnancy 

• Glucose is endogenous to breast milk 
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DILTIAZEM 
Tylenol 

 

Cardizem 

 

Diltiazem is a class IV anti-dysrhythmic (calcium-channel blocker). It blocks the calcium channels to slow conduction and increased 
refractory period at the AV node, thus slowing the ventricular response in patients with tachycardia originating above the ventricles. 
 

Contraindications: 

• 2nd or 3rd degree AV block without functioning pacemaker 

• Hypotension 

• Sick sinus syndrome 

• Cardiogenic shock 

• A-fib or A-flutter with antidromic W-P-W (Wolf-Parkinson-White) syndrome or short P-R interval syndrome 

• Ventricular Tachycardia  

• Acute MI 

• IV beta-blocker usage 

• Do not use in patients < 18 years of age 

 

Indications/Dose: 

• Tachycardia: symptomatic stable, irregular, narrow complex tachycardia (atrial fibrillation, atrial flutter, multifocal atrial 

tachycardia) 

o 10-20mg IV/IO 

 

Adverse Effects: 

• Bradycardia 

• Hypotension 

• Chest pain 

• CHF 

• Dysrhythmias 

• Nausea/Vomiting 

• Dyspnea 

 

Considerations:  

• Use caution with impaired renal or hepatic function 

• May cause hypotension 

• Can induce PVCs at time of conversion to sinus rhythm 

• Not compatible with simultaneous IV Lasix 

• Recognize patients with a history of atrial fibrillation or atrial flutter may have rapid ventricular response as their 

compensatory response to hypovolemia, sepsis, or acute hemorrhage and will do worse if attempts are made to control the 

heart rate 

 

Pharmacokinetics: 

• Onset: 2-5 minutes  

• Half-life: 3-4.5 hours 

 

Pregnancy/Lactation: 

• Pregnancy Class = C 

• No human data available re: lactation but would recommend utilization for patients who are breastfeeding based on 

indications as above.  
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DIPHENHYDRAMINE 
Tylenol 

 

Benadryl 
 
Diphenhydramine is an antihistamine. It blocks H1 receptors in blood vessels and bronchioles to stop further effects of histamines; 
suppresses the medullary cough center; also possesses anticholinergic properties resulting in antidyskinetic, antiemetic, and sedative 
effects.  
 
Contraindications: 

• Hypersensitivity 
• Patients <2 years old 

 
Indications/Dose: 

• Allergic Reaction / Anaphylaxis: mild, moderate to severe allergic reactions 
o 25mg or 1mg/kg IV/IO/IM/PO 

• Overdose or Toxic Exposure: acute dystonic reaction secondary to antipsychotics or antiemetics 
o 25mg or 1mg/kg IV/IO/IM/PO 

• Behavioral & Psychiatric Emergencies: give in conjunction with Haloperiodol for potential acute extrapyramidal (dystonic) 
reactions 

o 25mg or 1mg/kg IV/IO/IM/PO 
 
Adverse Effects: 

• Drowsiness 
• Thickened bronchial secretions 
• Anticholinergic effects 

 
Considerations:  

• Acute asthma (may thicken secretions) 
• Use caution in patients with known cardiac history or known sensitivity 
• May increase CNS depression – barbiturates, opiates, hypnotics, tricyclics, EtOH 
• May increase diphenhydramine effect - MAOIs   

 
Pharmacokinetics: 

• Onset: IV 15-30 minutes, oral delayed 
• Half-life: 3.4-9.2hrs 

 
Pregnancy/Lactation: 

• Category B 
• May use short-term while breastfeeding 
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DUODOTE / MARK 1 KIT 
Tylenol 

 

Atropine Sulfate & Pralidoxime chloride, 2-PAM, Protopam 

 
DuoDote or MARK 1 kit are cholinergic agonists, antidotes. Atropine counters the parasympathetic response from the muscarinic 
receptor overstimulation associated with organophosphate and nerve agent poisoning, and reverses the SLUDGEM symptoms 
Pralidoxime chloride binds to the organophosphate or nerve agent and changes the conformation of the molecule, which causes it to 
lose its binding to the acetylcholinesterase enzyme. 
 

Contraindications: 

• None in an emergency setting 

 

Indications/Dose: 

• Overdose or Toxic Exposure: Toxicity from nerve agents (organophosphates) having cholinesterase activity 

o Atropine 2.1mg / 0.7ml and Pralidoxime CHI 600mg / 2ml IM via auto-injector 

o Repeat as needed – for severe symptoms, may need to administer multiple kits initially 

 

Adverse Effects: 

• Dizziness 

• Blurred vision 

• Hypertension 

• Dilated pupils 

• Drowsiness 

• Flushing 

• Nausea/vomiting 

• Sinus tachycardia 

 

Considerations:  

• Should not be mixed in same syringe as any other drug 

• Use with caution in patients with cardiovascular disease, chronic lung disease, hepatic or renal impairment, myasthenia 

gravis 

 

Pharmacokinetics: 

• Onset: Varies 

• Half-life: Unknown 

 

Pregnancy/Lactation: 

• Pregnancy Class C 
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EPINEPHRINE 
Tylenol 

 

Adrenaline 
 
Epinephrine is a sympathomimetic. It is an endogenous catecholamine that directly stimulates alpha1, beta1, and beta2 adrenergic 
receptors.  
 
Contraindications: 

• None when used as indicated 
 
Indications/Dose: 

• Cardiac Arrest : Consider max of 5 doses unless evidence of 
epinephrine responsiveness or intermittent ROSC 

o Epinephrine 1:10,000 1mg or 0.01mg/kg IV/IO, repeat 
every 3-5 minutes 

• Allergic reaction / Anaphylaxis: anaphylaxis or anaphylactic 
shock 

o Epinephrine 1:1,000 0.3mg IM (≥25kg) or 0.15mg IM 
(≤25kg); may repeat after 5 minutes if no improvement 

o If evidence of anaphylactic shock after administration 
of IM 1:1,000 Epinephrine x 2  

§ Consider Epinephrine infusion 2-10mcg/min IV/IO infusion, titrate to improved perfusion  
§ If suspected imminent arrest, consider Push Dose Epinephrine 0.5-2ml every 1-2 minutes IV/IO 

• Difficulty Breathing:  
o Severe respiratory distress secondary to bronchospasm in asthma or COPD (1:1,000) 0.3mg IM (≥25kg) or 0.15mg 

IM (≤25kg); may repeat after 5 minutes if no improvement 
o If suspected imminent arrest, consider Push Dose Epinephrine 0.5-2ml every 1-2 minutes IV/IO 

• Bradycardia – symptomatic: If persistent symptomatic bradycardia with evidence of cardiopulmonary compromise 
o Consider Epinephrine infusion 2-10mcg/min IV/IO infusion, titrate to improved perfusion 
o If suspected imminent arrest, consider Push Dose Epinephrine 0.5-2ml every 1-2 minutes IV/IO 

• Hypotension/Shock: If persistent signs of shock not responsive to initial fluid resuscitation, preferred choice if shock is due 
to anaphylaxis or symptomatic bradycardia 

o Epinephrine infusion 2-10mcg/min IV/IO infusion, titrate to signs of improved perfusion  
o If suspected imminent arrest, consider Push Dose Epinephrine 0.5-2ml every 1-2 minutes IV/IO 

 
Adverse Effects: 

• Hypertension 
• Nausea 
• Dysrhythmias, Tachycardia 
• Angina 

 
Considerations:  

• May increase oxygen demand 
• Antagonizes effects of histamine 
• MAOIs may potentiate effects 
• Beta-Blockers may blunt inotropic response 

 
Pharmacokinetics: 

• Onset: varies based on dose  
• Half-life: varies based on dose 

 
Pregnancy/Lactation: 

• Pregnancy Class = C: Benefits outweigh the risks for treatment in the above clinical indications 
• No human data available re: lactation but would recommend utilization for patients who are breastfeeding based on 

indications as above.  

PUSH DOSE EPINEPHRINE 
 
Mixing Instructions: 

• Take a 10 ml syringe with 9 mL of normal saline 
• Into this syringe, draw up 1 mL from the 

1:10,000 epinephrine (cardiac epi contains 
Epinephrine 100mcg/mL) 

• Now you have 10mL of Epinephrine 10mcg/mL 
 
Onset: 1 minute 
Duration: 5-10 minutes 
Dose: 0.5-2ml every 2-5 minutes (5-20mcg) 

Weight (kg) Dosage (mg) Volume (mL)
3 0.03 0.3
5 0.05 0.5
8 0.08 0.8
10 0.1 1
12 0.12 1.2
15 0.15 1.5
20 0.2 2
25 0.25 2.5
30 0.3 3
35 0.35 3.5
40 0.4 0.4

Peds Cardiac Arrest Epinephrine Weight Based Dosage
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ETOMIDATE 
Tylenol 

 

Amidate 
 
Etomidate is a non-barbiturate hypnotic; anesthesia induction agent. It is a short-acting drug that acts at the level of the reticular 
activating system to produce anesthesia. 
 
Contraindications: 

• Hypersensitivity 
 
Indications/Dose: 

• Advanced Airway – RSA/Drug Assisted Airway: induction agent for endotracheal intubation 
o 20-40mg or 0.3mg/kg IV/IO 

• Tachycardia: sedation for Synchronized Cardioversion 
o 10-20mg or 0.15mg/kg IV/IO 

 
Adverse Effects: 

• Nausea/vomiting  
• Dysrhythmias 
• Apnea  
• Involuntary muscle movement 
• Injection site pain 

 
Considerations:  

• Consider using lower doses in the elderly, significantly altered, 
or hypotensive patients 

• Use with caution in pediatrics <12 years old as limited data 
available  

• Effects may be enhanced when given with other CNS 
depressants 

 
Pharmacokinetics: 

• Onset: Within 30 seconds  
• Half-life:  3-5 minutes 

 
Pregnancy/Lactation: 

• Pregnancy Class = C  
• No human data available re: lactation but would recommend utilization for patients who are breastfeeding based on 

indications as above.  

120



 

 
 

FENTANYL 
Tylenol 

 

Sublimaze 
 
Fentanyl is an opioid analgesic. It binds to opiate receptors to produce analgesia and euphoria. 
 
Contraindications: 

• Respiratory depression 
• Hypotension 
• Isolated head injury 
• Myasthenia gravis 

 
Indications/Dose: 

• Airway Management: Post Advanced Airway – Drug Assisted for sedation, consider in conjunction with Midazolam 
o 25-100mcg or 0.5-1mcg/kg IV/IO 
o May repeat x 2 

• Bradycardia – Symptomatic: Analgesia for Transcutaneous Cardiac Pacing, consider in conjunction with Midazolam 
o 25-100mcg or 0.5-1mcg/kg IV/IO 
o May repeat x 2 

• Cardiac Arrest – Post ROSC Care: If patient demonstrates any signs of discomfort such as increasing blood pressure, 
increasing HR, tearing, pulling at lines or tubes, coughing or gagging on invasive airway device, clinical signs of agitation.  

o 25-100mcg or 0.5-1mcg/kg IV/IO 
o Consider in conjunction with Midazolam  

• Pain Management: Analgesia 
o 25-100mcg or 0.5-1mcg/kg IV/IN/IM/IO 
o May repeat x 2 

• Tachycardia: Analgesia for Synchronized Cardioversion. Consider in conjunction with Midazolam  
o 25-100mcg or 0.5-1mcg/kg IV/IO 
o May repeat x 2 

 
Adverse Effects: 

• Respiratory depression, apnea 
• Bradycardia 
• Hypotension 
• Nausea/vomiting 
• Somnolence 
• Confusion 
• Muscle rigidity 

    
Considerations:  

• Use with caution in patients with respiratory disorders or pregnancy 
• Effects may be increased when given with other muscle relaxants or CNS depressants 

 
Pharmacokinetics: 

• Onset: IV almost immediate, IN 5-10 minutes, IM 7-10 minutes   
• Half-life:  3-4 hours 

 
Pregnancy/Lactation: 

• Pregnancy Class = C 
• May use while breastfeeding, but caution with high risk infants due to possible CNS depression based on drug properties.  
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GLUCAGON 
Tylenol 

 

GlucaGen 
 
Glucagon is a pancreatic hormone. It converts liver glycogen stores to glucose and has positive inotropic effect on the heart. 
 
Contraindications: 

• Hypersensitivity 
• Pheochromocytoma (adrenal medulla tumor that secretes epinephrine and norepinephrine) 
• Insulinoma (pancreatic tumor that secretes insulin) 

 
Indications/Dose: 

• Cardiac Arrest: Consider if cause is suspected beta blocker overdose 
o 5mg or 0.05mg/kg slow IV/IO push 

• Hypoglycemia or Hyperglycemia: Hypoglycemia  
o 1mg IM(≥25kg) or 0.5mg IM (≤25kg) 
o May repeat x 1 

• Overdose or Toxic Exposure: consider in beta-blocker overdose  
o 5mg or 0.05mg/kg slow IV/IO push 

 
Adverse Effects: 

• Nausea/vomiting 
• Rebound hyperglycemia 
• Sinus tachycardia 
• Hypotension 
• Urticaria 

 
Considerations:  

• Powder must be reconstituted 
• Not a first line choice for hypoglycemia, prefer IV/IO access and treatment with D10  
• Do not use the diluent in IV pushes 
• If adequate resources available, consider in treatment of hemodynamic compromise secondary to beta blocker overdose, 

but requires high dose 
 

Pharmacokinetics: 
• Onset: IV rapid, IM 5-10 minutes  
• Half-life:  15 min – 1.5 hours 

 
Pregnancy/Lactation: 

• Pregnancy Class = A 
• No human data available re: lactation but would recommend utilization for patients who are breastfeeding based on 

indications as above.  
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GLUCOSE ORAL 
Tylenol 

 

Glutose 15, Insta-glucose 
 
Glucose is a monosaccharide; carbohydrate. After absorption from the GI tract, glucose is distributed in the tissues and provides a 
prompt increase in circulating blood sugar.  
 
Contraindications: 

• Patient unable to swallow or protect their airway 
 
Indications/Dose: 

• Hypoglycemia or Hyperglycemia: symptomatic hypoglycemia 
o 15g PO 
o May repeat x 1 

 
Adverse Effects: 

• Nausea/vomiting 
 
Considerations:  

• No known drug interactions 
 
Pharmacokinetics: 

• Onset: 10 minutes   
• Half-life:  Dependent on blood sugar levels 

 
Pregnancy/Lactation: 

• Glucose is a naturally occurring carbohydrate and does not pose acute risk for patients who are pregnant or breastfeeding 
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HALOPERIDOL 
Tylenol 

 

Haldol 
 
Haloperidol is an antipsychotic. It is thought to block dopamine receptors in the brain to modify behavior and mood. 
 
Contraindications: 

• CNS depression 
• Coma 
• Severe liver or cardiac disease 
• Pediatrics 

 
Indications/Doses: 

• Behavioral & Psychiatric Emergencies: Chemical Restraint for severely agitated, delirious, or acutely psychotic patients >12 
years old that pose a risk to themselves or others. Ketamine or Midazolam or Lorazepam preferred agents.   

o 5-10mg IM OR 2.5-5mg IV/IO 
o Follow with Diphenhydramine 25mg IV/IO/IM 

 
Adverse Effects: 

• Pseudoparkinsonism 
• Akathisia 
• Dystonias 
• Hypotension/orthostatic hypotension 
• Prolonged QT syndrome 
• Allergic reaction 
• Blurred vision 

 
Considerations:  

• Avoid use in older adults with dementia related psychosis, increases risk of mortality 
• Other CNS depressants may potentiate effects 

 
Pharmacokinetics: 

• Onset: 30-60 minutes 
• Half-life: 12-24 hours 

 
Pregnancy/Lactation: 

• Pregnancy Class = C 
• No human data available re: lactation but would recommend utilization for patients who are breastfeeding based on 

indications as above. There is evidence that haloperidol is excreted into breast milk.  
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HEPARIN 
Tylenol 

 

Unfractionated Heparin (UFC) 
 
Heparin is an anticoagulant. It acts on antithrombin III to reduce the ability of the blood to form clots, preventing clot deposition in 
the coronary arteries.  
 
Contraindications: 

• Active or suspected bleeding 
• Recent intracranial, intraspinal, or eye surgery 
• Severe hypertension with SBP>220 or DBP >120 
• Known bleeding disorders 
• Active GI bleeding 
• History of heparin induced thrombocytopenia 

 
Indications/Dose: 

• Chest pain / Acute Coronary Syndrome/STEMI: If 12-lead EKG demonstrates an acute ST-elevation MI and if transport time 
>45 minutes to PCI capable center with no contraindications administer (if available) 

o 4000 units IV bolus 
 

Adverse Effects: 
• Bleeding 
• Thrombocytopenia 
• Allergic reaction 

 
Considerations:  

• Digitalis, tetracyclines, nicotine, antihistamines, or IV nitroglycerin may partially counteract the anticoagulant action of 
heparin  

 
Pharmacokinetics: 

• Onset: Immediate 
• Half-life: Dose dependent 

 
Pregnancy/Lactation: 

• Pregnancy Class = C 
• Heparin is not excrete into breast milk and is safe to administer during breastfeeding.  
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HYDROMORPHONE 
Tylenol 

 

Dilaudid 
 
Hydromorphone is an opioid analgesic. It binds to opiate receptors to produce analgesia and euphoria. 
 
Contraindications: 

• Respiratory depression 
• Hypotension 
• Isolated head injury 
• Myasthenia gravis 

 
Indications/Dose: 

• Pain Management: pain control 
o 0.5-1mg or 0.02 mg/kg IV/IN/IM/IO  
o May repeat x 1 

 
Adverse Effects: 

• Respiratory depression 
• Bradycardia 
• Hypotension 
• Nausea/vomiting 

 
Considerations:  

• Use with caution in patients with respiratory disorders  
• Effects may be increased when given with other muscle relaxants or CNS depressants 

 
Pharmacokinetics: 

• Onset: Dependent on route   
• Half-life:  Dependent on route 

 
Pregnancy/Lactation: 

• Pregnancy Class = C 
• May use while breastfeeding, but caution with high risk infants due to possible CNS depression based on drug properties.  
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IBUPROFEN 
Tylenol 

 

Motrin, Advil 
 
Ibuprofen is a nonsteroidal anti-inflammatory (NSAID). It works by inhibiting the cyclooxygenase enzymes, which decreases the 
synthesis of prostaglandins involved in mediating inflammation, pain, fever, and swelling.  
 
Contraindications: 

• Hypersensitivity  
• Active GI bleeding or peptic ulceration 
• Pregnancy  
• Pediatrics < 6 months of age 

 
Indications/Dose: 

• Pain Management: mild to moderate pain 
o 400mg or 10mg/kg PO, may round to tablet size 

• Fever or Suspected Sepsis: antipyretic 
o 400mg or 10mg/kg PO, may round to tablet size 

 
Adverse Effects: 

• Nausea 
• Dyspepsia 
• Diarrhea 
• Constipation 
• GI ulceration/bleeding 
• Headache/dizziness 
• Hypertension 
• Rash 

 
Considerations:  

• Do not use if another NSAID has been administered in prior 4 hours 
• Alcohol consumption may increase the risk of GI bleeding 
• Use with caution in elderly patients, those with advanced renal disease, DM, or evidence of dehydration 
• Increase antiplatelet properties of anticoagulants  
• Increase risk of bleeding when combined with other NSAIDs 

 
Pharmacokinetics: 

• Onset: 20-30 minutes 
• Half-life: 12-24 hours 

 
Pregnancy/Lactation: 

• Pregnancy Class = C, but do not use in 3rd trimester due to risk of fetal harm including premature fetal ductus arteriosus 
closure 

• NSAID of choice for analgesic use while breastfeeding 
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INTRAVENOUS FLUIDS (IVF) 
TylenolIVF 

 

Lactated Ringer, LR, Ringer’s Lactate 
0.9% Normal Saline, NS, Sodium Chloride 

 
 
 
Lactated Ringers is a sterile, nonpyrogenic solution for fluid and electrolyte replenishment. It has a pH of 6.5 and contains 130mEq/L 
sodium, 109mEq/L chloride, 4mEq/L potassium, 2.7mEq/L calcium, and 28mEq/L lactate.  
 
Normal Saline is a sterile, nonpyrogenic solution for fluid and electrolyte replenishment. It has a pH of 5.5 and contains 154mEq/L 
sodium and 154 mEq/L chloride. 
 
 
Contraindications: 

• IV/IO access unattainable 
 

Indications/Dose: 
• If evidence of dehydration, hypovolemia, hypotension 

o 250ml or 10ml/kg 
o May repeat, titrate to effect (max 2L or 40ml/kg, consider vasopressors if continues to be hypotensive) 

• Priming line for IV/IO access 
• Maintenance fluids / flush 
• Provider discretion 

 
Adverse Effects: 

• Irritation, swelling, warmth, redness at injection site if infiltration occurs 
 
Considerations:  

• Use caution in elderly and those with cardiovascular disease, congestive heart failure 
• Assess lung sounds frequently during fluid bolus 

 
Pharmacokinetics: 

• Onset: Immediate 
• Half-life: dose dependent 

 
Pregnancy/Lactation: 

• Safe for use in pregnancy and breastfeeding.  
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IPRATROPIUM BROMIDE 
Tylenol 

 

Atrovent 
 
Ipratropium is an anticholinergic. It antagonizes the acetylcholine receptor on bronchial smooth muscle, producing bronchodilation. 
 
Contraindications: 

• Known sensitivity 
• Patient < 2 years old 

 
Indications/Dose: 

• Difficulty Breathing: Bronchospasm associated with asthma or COPD in patients > 2 years old. Given in conjunction with 
Albuterol.  

o 0.5mg in 2.5ml normal saline nebulized 
o Max 2 doses 

 
Adverse Effects: 

• Paradoxical acute bronchospasm 
• Cough 
• Throat irritation/dry mouth 
• Headache 
• Dizziness 
• Nausea/vomiting 
• Palpitations 

 
Considerations:  

• Use caution when administering this drug to elderly patients and those with cardiovascular disease or hypertension 
• Concurrent use with other anticholinergics increases risk of side effects 

 
Pharmacokinetics: 

• Onset: 5-15 minutes 
• Half-life: 4-6 hours 

 
Pregnancy/Lactation: 

• Pregnancy Class = B 
• No human data available re: lactation but would recommend utilization for patients who are breastfeeding based on 

indications as above.  
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KETAMINE 
Tylenol 

 

Ketalar 
 
Ketamine is a nonbarbiturate anesthetic. It produces a cataleptic-like state in which the patient is dissociated from the surrounding 
environment by direct action on the cortex and limbic system. Noncompetitive NMDA receptor antagonist that blocks glutamate in 
the brain. Low doses produce analgesia and modulate central sensitization, hyperalgesia, and opioid tolerance. Reduces polysynaptic 
spinal reflexes.  
 
Contraindications: 

• Severe hypertension 
• Patients <3 months old 
• Hypersensitivity  

 
Indications/Dose: 

• Airway Management 
o Advanced Airway - Drug Assisted: option for drug assisted endotracheal intubation induction 

§ 100-200mg or 2 mg/kg IV/IO or 200-400mg or 4mg/kg IM 
o Post advanced airway sedation 

§ 25-100mg or 0.5-1mg/kg IV/IO 
• Behavioral & Psychiatric Emergencies: acute psychosis/excited delirium/combative; drug of choice for excited delirium 

o 100-200mg IV/IO or 200-400mg IM for patients ≥12 years  
o Pediatric patients – CONTACT OLMC 

• Bradycardia – Symptomatic: Option for analgesia/sedation for Transcutaneous Cardiac Pacing 
o 10-50mg or 0.5mg/kg IV/IO/IM, may repeat x 2 

• Cardiac Arrest – Post ROSC: option for sedation 
o 25-100mg or 0.5-1mg/kg IV/IO, may repeat x 2 

• Difficulty Breathing: If CPAP is indicated, but patient is not able to tolerate, option for anxiolysis 
o 10-20mg or 0.2 mg/kg IV/IO/IM, may repeat x 2 

• Pain Management: moderate to severe pain, consider in isolation or in conjunction with opioids 
o 10-20mg or 0.2mg/kg IV/IO/IM/IN. May repeat every 10 minutes x 3 total doses 

• Seizure: Consider if patient continues to seize after all other treatments have been maximized 
o 2mg/kg IV/IO 

• Tachycardia: Option for analgesia/sedation for Synchronized Cardioversion 
o 10-50mg or 0.5mg/kg IV/IO/IM, may repeat x 2 

 
Adverse Effects: 

• Hypertension, tachycardia, nausea/vomiting 
• Hallucinations, Delusions 

 
Considerations:  

• Caution in patients with known schizophrenia as this can exacerbate psychosis 
• Caution advised with cardiovascular disease, significant hypertension  
• Increase CNS depression when combined with alcohol, buprenorphine, cannabis, magnesium sulfate, minocycline, 

mirtazapine, zolpidem, hydrocodone, antihistamines, and thalidomide 
• Increase toxic effects of memantine, mifepristone, thiopental, and SSRI antidepressants 

 
Pharmacokinetics: 

• Onset: IV 30seconds, IM 3-5 minutes 
• Half-life: IV 5-10 minutes, IM 12-25 minutes 

 
Pregnancy/Lactation: 

• No human data to suggest harm in short term use in pregnant patient.  
• No human data available re: lactation but would recommend utilization for patients who are breastfeeding based on 

indications as above.  
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KETOROLAC 
Tylenol 

 

Toradol 
 
Ketorolac is a nonsteroidal anti-inflammatory. An anti-inflammatory drug that also exhibits peripherally acting non-narcotic 
analgesic activity by inhibiting prostaglandin synthesis. 
 
Contraindications: 

• Hypersensitivity 
• Allergy to other NSAIDs  
• Bleeding disorders 
• Renal failure 
• Active peptic ulcers 
• Pregnancy 

 
Indications/Dose: 

• Fever or Suspected Sepsis: antipyretic 
o 15mg or 0.5mg/kg IV/IO OR 
o 30mg or 1.0mg/kg IM 

• Pain Management: short term management of moderate to severe pain 
o 15mg or 0.5mg/kg IV/IO OR 
o 30mg or 1.0mg/kg IM 

 
Adverse Effects: 

• Edema 
• Sedation 
• Nausea/vomiting 
• Headache 

 
Considerations:  

• Do not use if another NSAID has been administered in prior 4 hours 
• Alcohol consumption may increase the risk of GI bleeding 
• Use with caution in elderly patients, those with advanced renal disease, DM, or evidence of dehydration 
• Increase antiplatelet properties of anticoagulants  
• Increase risk of bleeding when combined with other NSAIDs 

 
Pharmacokinetics: 

• Onset: 1-3 minutes 
• Half-life: 30-60 minutes 

 
Pregnancy/Lactation: 

• Category C (1st & 2nd Trimester) and D (3rd Trimester) 
• Safe for use in breastfeeding.  
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LIDOCAINE 
Tylenol 

 

Xylocaine 
 
Lidocaine is an anti-dysrhythmic (sodium channel blocker) and local anesthetic. It decreases diastolic depolarization to decrease 
automaticity which suppresses premature ventricular complexes; raises ventricular fibrillation threshold.  
 
Contraindications: 

• 2nd or 3rd degree AV block without artificial pacemaker 
 
Indications/Dose: 

• Advanced Airway – Drug Assisted: Consider pretreatment 3-5 minutes prior to sedation in patients with severe head injury. 
o Lidocaine 1.5mg/kg IV/IO (max 150mg) 
o Avoid in patients with bradydysrhythmias or hypotension. Reduces ICP but has not been demonstrated to improve 

neurological outcomes.  
• Intraossesous Access: IO anesthetic for awake patient who are aware of the pain associated with IO infusion 

o Infuse 10-30mg of 2% lidocaine, after allowing lidocaine to dwell for up 30 seconds to 1 minute, follow with normal 
saline flush 

 
Adverse Effects: 

• Light-headedness 
• Confusion 
• Blurred vision 
• Hypotension 
• Bradycardia 
• Seizures 

 
Considerations:  

• Consider lower starting dose in elderly 
• Use caution with hepatic disease, heart failure hypoxia, severe respiratory depression, hypovolemia, shock, incomplete 

heart block, bradycardia, afib 
• Can increase the effect of anti-hypotensive medications 

 
Pharmacokinetics: 

• Onset: 2 minutes 
• Half-life: 8 minutes 

 
Pregnancy/Lactation: 

• Category B 
• Lidocaine is excreted into human milk and is compatible with breastfeeding  
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LORAZEPAM 
Tylenol 

 

Ativan 
 
Lorazepam is a benzodiazepine.  It binds to the benzodiazepine receptor and enhances the effects of the brain neurotransmitter GABA; 
it can produce any level of CNS depression required including sedation, skeletal muscle relaxation, and anticonvulsant activity. 
Appropraite alternative to Midazolam if shortages exist.  
 
Contraindications: 

• Shock/hypotension 

• Preexisting CNS depression 

• Hypersensitivity 

 

Indications/Dose: 
• Behavioral & Psychiatric Emergencies: Agitation or danger to self or others requiring Chemical Sedation  

o 4mg IM OR 2mg IV/IO if >12 years old 

o <12 years old à CONTACT OLMC 

• Bites and Envenomations: muscle spasms secondary to bite, sting, or envenomation 

o  0.5-2mg or 0.1mg/kg IV/IO/IM 

• Bradycardia – Symptomatic: Sedation for Transcutaneous Cardiac Pacing, in conjunction with analgesia, Fentanyl 
o 0.5-2mg or 0.1mg/kg IV/IO/IM 

• Difficulty Breathing: If Non-invasive Positive Pressure Ventilation (CPAP) is indicated, but patient is not able to tolerate, 

consider for anxiolysis 

o 0.5-2mg or 0.1mg/kg IV/IO/IM 

• Hyperthermia or Heat Exposure: Heat stroke with shivering, consider 

o 0.5-2mg IV/IO or 0.1mg/kg IV/IO 

• Nausea and/or Vomiting: If severe and not improved with other treatments and/or has risk to complicate a serious medical 

or traumatic emergency consider administering 

o 0.5-2mg or 0.1mg/kg IV/IO/IM 

• Overdose or Toxic Exposure: Acute Dystonic Reaction 

o 0.5-2mg or 0.1mg/kg IV/IO/IM 

• Seizure: Initial control of status epilepticus or severe recurrent seizures 

o 0.5-2mg or 0.1mg/kg IV/IO OR 2-4mg or 0.2mg/kg IM 

o May repeat x 1 

• Tachycardia: Sedation for Synchronized Cardioversion, in conjunction with analgesia, Fentanyl 
o 0.5-2mg or 0.1mg/kg IV/IO/IM 

 
Adverse Effects: 

• Respiratory depression 

• Hypotension 

• Sedation, confusion 

 
Considerations:  

• Use with caution in elderly patients, patients with renal / hepatic failure 

• Increase effects of CNS depressants, alcohol, disulfiram, and oral contraceptives 

• Concomitant use of benzodiazepines and opioids may result in profound sedation, respiratory depression, coma, and death 

 
Pharmacokinetics: 

• Onset: within 10 minutes IV, ~10-30 minutes IM 

• Half-life: 14 hours 

 
Pregnancy/Lactation: 

• Pregnancy Class = D; crosses placenta, consider alternative for sedation 

• Appropriate for use in low dose, short term in breastfeeding, no known risk of infant harm based on limited human data.  
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MAGNESIUM SULFATE 
Tylenol 

 

 
  

Magnesium Sulfate is an electrolyte; anticonvulsant. It is necessary for the movement of calcium, sodium, and potassium into and out 
of the cells as well as stabilizing excitable membranes. Parenteral infusion decreases acetylcholine in motor nerve terminals and acts 
on myocardium by slowing rate of SA node impose formation and prolonging conduction time. 
 
Contraindications: 

• Hypersensitivity 
• Heart block 
• Known myocardial damage 

 
Indications/Dose: 

• Childbirth Complications: Eclampsia 
o IV 4g mixed in 100ml NS over 10 minutes 

• Difficulty Breathing: For severe Asthma/COPD and no improvement with other treatments, consider administering: 
o 2g IV/IO infuse over 10 minutes 

• Seizure: If patient is more than 20 weeks pregnant (or fundus is above the umbilicus) or <6 weeks postpartum, administer: 
o IV 4g mixed in 100ml NS over 10 minutes 

• Tachycardia: Torsades de Pointes 
o 2g IV/IO slow push 

 
Adverse Effects: 

• Hypotension 
• Bradycardia 
• Pulmonary edema, respiratory paralysis 
• Diaphoresis 
• Facial flushing 
• Depressed reflexes 
• Hypothermia 

 
Considerations:  

• Use with caution in elderly patients, those with renal failure 
• Increase effect of neuromuscular blockers 
• Increase hypotension with anti-hypertensives 

 
Pharmacokinetics: 

• Onset: Immediate IV 
• Half-life: 30 minutes 

 
Pregnancy/Lactation: 

• Pregnancy Class = A 
• Compatible with breastfeeding 
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METHYLPREDNISOLONE 
Tylenol 

 

Solu-Medrol 
 
Methylprednisolone is a glucocorticoid. It suppresses acute and chronic inflammation; potentiates vascular smooth muscle relaxation 
by beta-adrenergic agonists and may alter airway hyperactivity.  
 
Contraindications: 

• Hypersensitivity 
• Neonates 

 
Indications/Dose: 

• Allergic Reaction / Anaphylaxis: Moderate to severe allergic reaction, anaphylaxis after epinephrine is administered  
o 125mg or 2mg/kg IV/IO 

• Difficulty Breathing: Moderate to severe asthma / COPD 
o 125mg or 2mg/kg IV/IO 

 
Adverse Effects: 

• Headache 
• Nausea/vomiting 
• Hypertension 
• Water and sodium retention 

 
Considerations:  

• Use caution in patients with diabetes or severe infection 
• Can increase sedative effects of alcohol or other CNS depressants 
• May blunt response to insulin and oral hypoglycemic agents 

 
Pharmacokinetics: 

• Onset: ~1 hour 
• Half-life: 18-36hours 

 
Pregnancy/Lactation: 

• Pregnancy Class = C 
• May use while breastfeeding.  
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METOCLOPRAMIDE 
Tylenol 

 

Reglan 
 
Metoclopramide inhibits central and peripheral dopamine receptors, giving it an antiemetic property.  
 
Contraindications:  

• Hypersensitivity  
• Epilepsy 
• GI hemorrhage, obstruction, or perforation 
• History of tardive dyskinesia or dystonic reaction to metoclopramide 

 
Indications/Dose: 

• Nausea/Vomiting 
o 10mg or 0.1mg/kg IV/IM for patients >2yo and >12kg) 
o Repeat x 1 in 20 minutes with no relief 

 
Adverse Effects: 

• CNS depression/drowsiness 
• Dystonic reaction  
• Cardiac arrhythmias 
• Hyper/hypotension  

 
Considerations:  

• Use with caution or at lower doses in older adults or known renal impairment 
• Use in caution with patients with heart failure and known renal impairment as it can cause prolongation of QT and torsades 
• Avoid use in patients with Parkinson disease, may exacerbate their symptoms 

 
Pharmacokinetics: 

• Onset: 1-3 minutes IV and 10-15 minutes IM 
• Half-life: 4-6 hours 

 
Pregnancy/Lactation: 

• Category Not Assigned, it crosses the placenta and should not be used as first line therapy.  
• Acceptable for use in women currently breastfeeding.  
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MIDAZOLAM 
Tylenol 

 

Versed 
 Midazolam is a short acting benzodiazepine; schedule IV controlled substance. It binds to the benzodiazepine receptor and enhances 

the effects of the brain neurotransmitter GABA; can produce any level of CNS depression required including sedation, skeletal muscle 
relaxation, and anticonvulsant activity. 
 
Contraindications: 

• Shock/hypotension 
• Preexisting CNS depression 
• Hypersensitivity 

 
Indications/Dose: 

• Airway Management: Sedation for after advanced airway placement via Airway Management – Drug Assisted Airway 
o 2.5-5mg or 0.2mg/kg IV/IO; may repeat x 2 

• Behavioral & Psychiatric Emergencies: Agitation or danger to self or others requiring Chemical Sedation  
o 5-10mg IM OR 2.5-5mg IV/IO if >12 years old; <12 years old à CONTACT OLMC 

• Bites and Envenomations: muscle spasms secondary to bite, sting, or envenomation 
o 2.5-5mg or 0.2mg/kg IV/IO/IM/IN 

• Bradycardia – Symptomatic: Sedation for Transcutaneous Cardiac Pacing, in conjunction with analgesia with Fentanyl 
o 2.5-5mg or 0.2mg/kg IV/IO/IM/IN 

• Cardiac Arrest – post ROSC: Sedation, consider in conjunction with analgesia with Fentanyl 
o 2.5-5mg or 0.1mg/kg IV/IO; may repeat x 2 

• Difficulty Breathing: If Non-invasive Positive Pressure Ventilation (CPAP) is indicated, but patient is not able to tolerate, 
consider for anxiolysis 

o 2.5-5mg or 0.2mg/kg IV/IO/IM/IN 
• Hyperthermia or Heat Exposure: Heat stroke with shivering, consider 

o 2.5-5mg or 0.2mg/kg IV/IO/IM/IN 
• Nausea and/or Vomiting: If severe and not improved with other treatments and/or has risk to complicate a serious medical 

or traumatic emergency consider administering 
o 2.5-5mg or 0.2mg/kg IV/IO/IM/IN 

• Overdose or Toxic Exposure: Acute Dystonic Reaction 
o 2.5-5mg or 0.2mg/kg IV/IO/IM/IN 

• Seizure: Initial control of status epilepticus or severe recurrent seizures 
o 2.5-5mg or 0.2mg/kg IV/IO OR 5-10mg or 0.4mg/kg IM/IN 
o May repeat x 1 

• Tachycardia: Sedation for Synchronized Cardioversion, in conjunction with analgesia with Fentanyl 
o 2.5-5mg or 0.2mg/kg IV/IO/IM/IN 

 
Adverse Effects: 

• Respiratory depression, apnea 
• Hypotension 
• Sedation, confusion 

 
Considerations:  

• Use with caution in elderly patients, patients with renal / hepatic failure, other CNS depressants, alcohol 
• Concomitant use of benzodiazepines and opioids may result in profound sedation, respiratory depression, coma, and death 

 
Pharmacokinetics: 

• Onset: IV 3-5min, IM 15 min, IN 4-8 min 
• Half-life: 2.5 hours 

 
Pregnancy/Lactation: 

• Pregnancy Class = D; crosses placenta, consider alternative for sedation 
• Appropriate for use in low dose, short term in breastfeeding, no known risk of infant harm based on limited human data.  
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MORPHINE 
Tylenol 

 

Astramorph 

 
Morphine is an opioid analgesic. It binds to opiate receptors to primarily produce analgesia; Decreases venous return by peripheral 
vasodilation causing decreased preload and afterload; reduces stimulation for the sympathetic nervous system caused by pain and 
anxiety, which decreases myocardial oxygen demand. Alternative opioid if Fentanyl is on shortage.  
 

Contraindications: 

• Hypersensitivity to narcotics 

• Hypotension/shock 

• Use of MAOIs within past 14 days 

 

Indications/Dose: 

• Pain Management: Moderate to Severe acute pain  

o 2-8mg IV/IM or 0.05-0.1mg/kg IV/IO/IM 

o May repeat x 1 

 

Adverse Effects: 

• Respiratory depression 

• Hypotension 

• Palpitations 

• Syncope 

• Facial flushing / itching 

 

Considerations:  

• Use with caution in elderly patients, those that are narcotic naive, and those with asthma 

• May worsen bradycardia or heart block in patients with right ventricular myocardial infarctions 

• Increased effects when given with other CNS depressants – alcohol, opiates, sedatives, antipsychotics, muscle relaxants 

• Concomitant use of benzodiazepines and opioids may result in profound sedation, respiratory depression, coma, and death 

 

Pharmacokinetics: 

• Onset: 5-10 minutes IV 

• Half-life: 2-4 hours 

 

Pregnancy/Lactation: 

• Pregnancy Class = C; Crosses the placenta, but unlikely to cause any harm if given short term and not at time of delivery 

• May use short term while breast feeding, but recommend to avoid use while breastfeeding high-risk infants 
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NALOXONE 
Tylenol 

 

Narcan 
 
Naloxone is an opioid antagonist. It competes and displaces opioids at opioid receptor sites.  
 
Contraindications: 

• Known sensitivity 
 
Indications/Dose: 

• Overdose or Toxic Exposure: If patient is not conscious AND evidence of opiate overdose AND respiratory depression 
o 0.4-2mg IN/IV/IO 
o May repeat x 1 
o Administration of naloxone will NOT occur until after basic airway management  

 
Adverse Effects: 

• Tachycardia 
• Hypertension 
• Dysrhythmias 
• Nausea/Vomiting 
• Diaphoresis 
• Blurred Vision 
• Withdrawal Symptoms 

 
Considerations:  

• Ventilatory support should always be provided prior to naloxone administration 
• Sudden reversal of opioids may lead to combativeness 
• Goal of titration should be achieving adequate ventilatory status, not necessarily consciousness 
• Use with caution in narcotic-dependent patients, known cardiovascular disease 

 
Pharmacokinetics: 

• Onset: IV 2 minutes, IN 5-13 minutes 
• Half-life: 20-60 minutes 

 
Pregnancy/Lactation: 

• Category Not Assigned 
• No human data available re: lactation 
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NITROGLYCERIN 
Tylenol 

 

NitroStat, Nitrolingual, NitroQuick, Nitro-Dur 
 
Nitroglycerin is a vasodilator; antianginal agent, and organic nitrate. It relaxes vascular smooth muscle, thereby dilating peripheral 
arteries and veins; causes pooling of venous blood and decreased venous return to the heart, which decreases preload; Also reduces 
left ventricular systolic wall tension, which decreases afterload; lowers oxygen demand of the heart. 
 
Contraindications: 

• Hypotension, systolic BP <90 
• Head injury 
• Recent use of ED Medications in past 48 hours (Viagra, Cialis, Levitra) 
• Known sensitivity to nitrates 

 
Indications/Dose: 

• Chest Pain / Acute Coronary Syndrome / STEMI: Chest Pain  
o 0.4 mg tablet/spray SL every 3-5 minutes  
o May repeat up to 3 doses, until pain is relieved,  if no contraindications develop 

• Difficulty Breathing: If evidence of pulmonary or suspected CHF exacerbation 
o 0.4 mg tablet/spray SL every 3-5 minutes  
o May repeat up to 3 doses, for symptom management,  if no contraindications develop 

 
Adverse Effects: 

• Hypotension 
• Headache 
• Tachycardia 
• Nausea/vomiting 
• Diaphoresis 
• Stinging under tongue 
• Dry mouth 

 
Considerations:  

• IV should be in place prior to administration of nitroglycerin 
• Use with caution in patients having an MI with right ventricular involvement and / or Inferior STEMI 
• Alcohol consumption can increase hypotension 
• Erectile dysfunction medications can lead to severe hypotension 

 
Pharmacokinetics: 

• Onset: 1-3 minutes 
• Half-life: 30-60 minutes 

 
Pregnancy/Lactation: 

• Pregnancy Class = C 
• No human data available re: lactation but would recommend utilization for patients who are breastfeeding based on 

indications as above.  
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NITROUS OXIDE 
Tylenol 

 

Laughing Gas 
 
Nitrous Oxide is an inhaled anesthetic and analgesic. Exact mechanism of action is unknown, but its effects take place within the pain 
centers of the brain and spinal cord. It is thought to have an effect on the Gamma Aminobutyric Acid (GABA) cells increasing 
inhibition of nerve cells causing drowsiness and sleep.  
 
Contraindications: 

• Head trauma / increased ICP 
• Pneumothorax 
• Bowel Obstruction 

 
Indications/Dose: 

• Pain Management: Acute pain related to an isolated traumatic injury 
o Inhaled 20-50% concentration mixed with O2 
o Self-administered with constant monitoring, titrated to pain control. If not improved after 10 minutes, recommend 

consideration for alternate management. 
 
Adverse Effects: 

• Delirium 
• Hypoxia 
• Respiratory depression 
• Nausea/vomiting 

 
Considerations:  

• Ensure healthcare professionals are not exposed to unused gas 
• Must be self-administered by patient, so if patient is not able to cooperate then nitrous oxide cannot be adminsitered 
• Increase effects of CNS depressants, alcohol, benzodiazepines, opiates, etc.  

 
Pharmacokinetics: 

• Onset: Immediate 
• Half-life: Dependent on length of exposure 

 
Pregnancy/Lactation: 

• Pregnancy Class = C  
• No human data available re: lactation but would recommend utilization for patients who are breastfeeding based on 

indications as above.  
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NOREPINEPHRINE 
Tylenol 

 

Levophed 
 
Norepinephrine is a vasopressor. It stimulates alpha and beta adrenergic receptors to increase blood pressure, dilate coronary 
arteries and increase inotropy and chronotropy. 
 
Contraindications: 

• Hypertension 
 
Indications/Dose: 

• Hemorrhage Control: If patient has persistent signs of shock not responsive to initial fluid resuscitation (40ml/kg or 2L) 
o 4mg in 250ml D5W, infuse @ 2-10mcg/min 
o Titrate to SBP>90 OR MAP >65 (or age appropriate minimum SBP) and/or signs of improved perfusion  

• Hypotension / Shock: If patient has persistent signs of shock not responsive to initial fluid resuscitation (40ml/kg or 2L) 
o 4mg in 250ml D5W, infuse @ 2-10mcg/min 
o Titrate to SBP>90 OR MAP >65 (or age appropriate minimum SBP) and/or signs of improved perfusion  

 
Adverse Effects: 

• Hypertension 
• Vomiting 
• Headache 
• Palpitations 
• Angina 
• Tissue necrosis if infiltration of IV occurs 

 
Considerations:  

• Make sure IV/IO is patent prior to administration, recommend larger bore, more proximal IV (e.g. do not use IVs placed in 
hands) 

• Hypotension secondary to hypovolemia should be treated with volume replacement first 
• Use with caution, patients with profound hypoxia or hypercarbia may produce vtach or vfib 
• Concurrent use with linezolid, dihydroergotamine, and TCAs may increase blood pressure further 

 
Pharmacokinetics: 

• Onset: Rapid 
• Half-life: 1-2 minutes 

 
Pregnancy/Lactation: 

• Pregnancy Class = C 
• No human data available re: lactation but would recommend utilization for patients who are breastfeeding based on 

indications as above.  
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ONDANSETRON 
Tylenol 

 

Zofran 
 
Ondansetron is an anti-emetic. It reduces the activity of the vagus nerve that activates the vomiting center in the medulla oblongata. 
 
Contraindications: 

• Known hypersensitivity 
• Prolonged QT 
• Infants <6 months of age 

 
INDICATIONS: 

• Nausea and/or Vomiting 
o 4mg or 0.15mg/kg ODT/PO/IV/IO 
o May repeat x1 in 20 minutes if no relief 

 
Adverse Effects: 

• Headache 
• Dizziness 
• Angina (rare) 
• Bronchospasm (rare) 
• EKG changes 
• Tachycardia/bradycardia 
• Heart blocks 
• QT prolongation 

 
Considerations:  

• Caution with administration of other serotonergic medications (eg, SSRIs, SNRIs, MAOIs, mirtazapine, fentanyl, lithium, 
tramadol, and/or methylene blue) due to risk of serotonin syndrome 

 
Pharmacokinetics: 

• Onset: Rapid 
• Half-life: 1-2 minutes 

 
Pregnancy/Lactation: 

• Category B 
• No human data available re: lactation but would recommend utilization for patients who are breastfeeding based on 

indications as above.  
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OXYGEN 
Tylenol 

 

 

Oxygen is a chemical element. It is a colorless, odorless, tasteless gas essential to living organisms, being taken up via respiration and 
converted to carbon dioxide.  
 
Contraindications: 

• No absolute contraindications 
 
Indications/Dose: 

• Airway Management: administer in patients with difficulty breathings, evidence of ineffective oxygenation or ventilation, 
respiratory failure, inability to maintain patency of airway 

o Titrate to work of breathing or SpO2>93% 
• Cardiac Arrest: Respiratory or cardiac arrest 

o Administer  
• Chest Pain: administer in patients with complaints of difficulty breathing, shortness of breath, hypoxia, or history of CHF 

o Titrate to work of breathing or SpO2>93% 
• Childbirth Complications: Pregnant patients with evidence of complications found during childbirth or immediately 

postpartum 
o Administer high flow oxygen via NRB 

• Difficulty Breathing: Real or suspected hypoxia, patient complaining of difficulty breathing or shortness of breath 
o Titrate to work of breathing or SpO2>93% 

• Neonatal Resuscitation: Just born newborns or neonates <28 days old who demonstrate suboptimal or absent oxygenation, 
ventilation, or circulation 

o Blow by oxygen at 10-15LPM 
• Overdose and Toxic Exposure: Suspected carbon monoxide poisoning 

o Administer high flow oxygen via NRB (regardless of SpO2) 
• Seizure: patients with suspected seizure or witness seizure activity 

o Titrate to work of breathing or SpO2>93% 
• Tachycardia: administer in patients with complaints of difficulty breathing, shortness of breath, hypoxia, or history of CHF 

o Titrate to work of breathing or SpO2>93% 
• Traumatic Injuries: If difficulty breathing, shortness of breath, evidence of traumatic chest injury 

o Titrate to work of breathing or SpO2>93% 
 
Considerations:  

• Patients with COPD may develop a hypoxic drive to breathe. High concentrations of oxygen may suppress their respiratory 
drive. Oxygen should still be administered when clinically indicated. Providers should monitor for respiratory depression 
and assist ventilations when indicated. Goal SpO2 is baseline SpO2 if known or 90%.  

• Although supplemental oxygen is valuable in many clinical situations, excessive or inappropriate supplemental oxygen can 
be deleterious and can cellular injury, in particular in the lungs 

• Flammable 
 
Pregnancy/Lactation: 

• Oxygen is a required element to live in pregnancy and breastfeeding. 
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RACEMIC EPINEPHRINE 
Tylenol 

 

MicroNefrin 
 
Racemic Epinephrine is a sympathomimetic. It is a bronchodilator that works on beta2 receptors to cause relaxation of bronchial 
smooth muscle; also useful in treating laryngeal edema; inhibits release of histamine. 
 
Contraindications: 

• Hypersensitivity 
 
Indications/Dose: 

• Difficulty Breathing: If stridor is heard or suspicion for croup (barky cough, URI symptoms, stridor) and no improvement 
with treatment with albuterol 

o 2.25% 3ml/5mL Normal Saline Neb OR 
o 1ml of 1:1000 epinephrine added to 2mL of NS Nebulized 

 
Adverse Effects: 

• Tachycardia 
• Dysrhythmias 

 
Considerations:  

• Rebound exacerbation of croup may occur after administration 
• Caution: hypertension, known cardiovascular disease 

 
Pharmacokinetics: 

• Onset: 5 minutes 
• Half-life: 1-3 hours 

 
Pregnancy/Lactation: 

• Pregnancy Class = C 
• No human data available re: lactation but would recommend utilization for patients who are breastfeeding based on 

indications as above.  
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ROCURONIIUM 
Tylenol 

 

 
 
Rocuronium is a non-depolarizing paralytic agent. It blocks acetylcholine from binding to receptors on motor endplate inhibiting 
depolarization. Inhibits the transmission of nerve impulses by binding with cholinergic receptor sites and antagonizing action of 
acetylcholine.  
 
Contraindications:  

• Medication allergy / sensitivity 
 
Indications/Dose: 

• Advanced Airway - Drug Assisted 
o 50-100mg or 1mg/kg IV/IO 

 
Adverse Effects: 

• Hypertension, transient hypotension 
• Tachycardia or bradycardia 
 

Considerations:  
• Maintenance of an adequate airway and respiratory support is critical. 
• Use in caution with elderly as effects and duration are more variable. 
• Action may be prolonged in some conditions such as cardiovascular disease, hepatic impairment.  

 
Pharmacokinetics: 

• Onset: 1-2 minutes 
• Half-life: 30 min 

 
Pregnancy/Lactation: 

• Pregnancy Category = B 
• No human data available re: lactation but would recommend utilization for patients who are breastfeeding based on 

indications as above. 
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SODIUM BICARBONATE 
Tylenol 

 

 

 
Sodium Bicarbonate is a buffer; alkalinizing agent; electrolyte supplement. It reacts with hydrogen ions to form water and carbon 
dioxide and thereby can act to buffer metabolic acidosis; blood pH rises as plasma hydrogen ion concentration decreases. 
 
Contraindications: 

• Pulmonary edema 

• Abdominal pain of unknown origin 

• Known respiratory or metabolic alkalosis 
 
Indications/Dose: 

• Behavioral & Psychiatric Emergencies: Witnessed cardiac arrest in association with prolonged agitation or excited delirium 
o 1mEq/kg IV/IO 

• Cardiac Arrest: patients in cardiac arrest with suspected reversible causes which includes known dialysis patient or 
suspected hyperkalemia 

o 1mEq/kg IV/IO 

• Overdose or Toxic Exposure: Tricyclic antidepressant (TCA) overdose with QRS>0.12 seconds 
o 1mEq/kg IV/IO 
o May repeat x 1 

• Traumatic Injuries: Prolonged crush injury, if pinned >1 hour and proximal to knee or elbow 
o 50mEq IV/IO immediately prior to extrication followed by drip at 1000ml/hr (50mEq in a 1000ml bag of NS) 

 
Adverse Effects: 

• Metabolic Alkalosis 

• Hypoxia 

• Electrolyte imbalance (hypernatremia) 

• Seizure 

• Rise in intracellular PCO2 and increased tissue acidosis 

• Tissue sloughing at injection site 
 
Considerations:  

• Ensure patent IV/IO prior to administration 

• Need to maintain adequate ventilation 

• Do not mix with calcium solutions (may precipitate in IV tubing) 

• Vasopressor may be deactivated 

• Alkalization of urine may shorten elimination half-lives of certain drugs 
 
Pharmacokinetics: 

• Onset: 2-10 minutes 

• Half-life: 30-60 minutes 
 
Pregnancy/Lactation: 

• Pregnancy Class = C 

• Compatible with breastfeeding 
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SUCCINYLCHOLINE 
Tylenol 

 

Anectine 
 
Succinylcholine is a neuromuscular blockade (depolarizing). It binds to receptors for acetylcholine, causes depolarization of the 
muscle membrane which often leads to fasciculations and some muscular contractions. 
 
Contraindications: 

• Unable to ventilate / unable to intubate 
• Burn or crush injury (>24-48hrs) 
• History of malignant hyperthermia 
• Suspected Hyperkalemia 
• Acute rhabdomyolysis 
• Skeletal muscle myopathies 
• Myasthenia Gravis 
• End stage renal disease 

 
Indications/Dose: 

• Advanced Airway – Drug Assisted Airway: Paralytic for facilitating intubation or advanced airway placement 
o 100-200mg or 2mg/kg IV/IO 

 
Adverse Effects: 

• Hypotension 
• Respiratory Arrest 
• Bradycardia 
• Dysrhythmias 

 
Considerations:  

• ALWAYS provide sedation prior to administration in responsive patients 
• It has no effect on pain or consciousness 
• May increased serum potassium levels 

 
Pharmacokinetics: 

• Onset: within 1 minute 
• Half-life: 5-10 minutes 

 
Pregnancy/Lactation: 

• Pregnancy Class = C 
• No human data available re: lactation but would recommend utilization for patients who are breastfeeding based on 

indications as above.  
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TETRACAINE - OPHTHALMIC 
- Tylenol 

 

 Altacaine, Tetcaine, TetraVisc 
 
Tetracaine is a topical anesthetic that blocks the initiation and transmission of nerve impulses and stabilizes the membrane of nerve 
cells.  
 
Contraindications:  

• Hypersensitivity to any component of the product 
 
Indications/Dose: 

• Traumatic Injuries: consider in painful eye injuries without evidence of penetrating trauma 
o Instill 1-2 drops of 0.5 % ophthalmic solution into eyes 

 
Adverse Effects: 

• Chemosis 
• Conjunctival erythema (transient) 
• Lacrimation 
• Photophobia 
• Transient burning of the eyes 

 
Considerations:  

• Prolonged or continuous use not recommended 
• Contact lenses: remove contact lenses prior to administration and wait at least 15 minutes prior to reinserting 

 
Pharmacokinetics: 

• Onset: > 30 seconds 
• Half-life: 10-20 minutes 

 
Pregnancy/Lactation: 

• Pregnancy Class C 
• No human data available re: lactation but would recommend utilization for patients who are breastfeeding based on 

indications as above.  
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TICAGRELOR 
Tylenol 

 

Brilinta 
 
Ticagrelor interacts with platelets, preventing signal transduction and platelet activation which inhibits platelet aggregation.   
 
Contraindications: 

• Hypersensitivity 
• Active GI bleeding or peptic ulceration  
• Active severe bleeding 
• Intracranial hemorrhage 

 
Indications/Dose: 

• Chest Pain/Suspected ACS/STEMI: Presentation and EKG consistent with acute ST-elevation myocardial infarction (STEMI) 
and the patient is conscious and able to tolerate PO in the setting of >45 minute transport time to a PCI capable center 

o 180 mg PO 
• Reasons to defer administration of Ticagrelor includes:  

o Symptoms are inconsistent with myocardial infarction 
o EKG diagnosis is questionable 
o The patient has altered mental status or there is suspicion for stroke 
o The patient is actively bleeding from a non-compressible area of the body 

 
Adverse Effects: 

• Dyspnea  
• EKG abnormalities 
• Syncope, dizziness 
• Hemorrhage 

 
Considerations:  

• Risk of bradyarrhythmias increased in patients with history of sick sinus syndrome and second or third degree AV block   
• Recommend administering with heparin if no contraindications 
• If unsure, contact OLMC for further discussion of risks vs benefits 

 
Pharmacokinetics: 

• Onset: 30 min 
• Half-life: ~24 hours 

 
Pregnancy/Lactation: 

• Category Not Assigned – due to lack of data, use in pregnancy is not recommended.  
• No human data available re: lactation, but would recommend utilization for patients who are breastfeeding based on 

indications as above. 
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TRANEXAMIC ACID (TXA) 
Tylenol 

 

Cyklokapron 

 
Tranexamic Acid is an antifibrolytic. It is a competitive inhibitor of plasminogen activation and a noncompetitive inhibitor of plasmin.  
 

Contraindications: 

• Subarachnoid hemorrhage 

• Cerebral edema 

• Hypercoagulopathy 

 

Indications/Dose: 

• Childbirth Complications: If evidence of >500ml blood loss, hypotension or signs of shock administer 

o 1g in 100ml NS IV given over 10 minutes 

• Traumatic Injuries: If trauma with significant hemorrhage and SBP<90, age >12 years, and injury occurred <3 hours prior 

o 1g in 100ml NS given over 10 minutes 

 

Adverse Effects: 

• Seizure 

• Nausea/vomiting 

• Diarrhea 

• Hypotension  

• Thromboembolic complications 

 

Considerations:  

• Those with previous clotting disorders (DVT) may be at higher risk for clots 

• Estrogen derivatives and progestins may increase effects 

 

Pharmacokinetics: 

• Onset: rapid 

• Half-life: varies 

 

Pregnancy/Lactation: 

• Pregnancy Class = B 

• No known increased risk to infant during breastfeeding.  
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VECURONIUM 
Tylenol 

 

Norcuron 
 
Vecuronium is a neuromuscular blockade (nondepolarizing). It inhibits transmission of nerve impulses by competitively binding with 
cholinergic receptor sites, antagonizing action of acetylcholine.  
 
Contraindications: 

• Unable to ventilate / unable to intubate 
• Hypersensitivty 

 
Indications/Dose: 

• Drug Assisted Airway: Paralytic for facilitating intubation or advanced airway placement 
o 5-10mg or 0.1mg/kg IV/IO 
o Maintenance of paralysis following intubation - CONTACT OLMC 

 
Adverse Effects: 

• Respiratory Arrest 
• Tachycardia 
• Urticaria 
• Prolonged muscle weakness 

 
Considerations:  

• ALWAYS provide sedation prior to administration in responsive patients 
• It has no effect on pain or consciousness 

 
Pharmacokinetics: 

• Onset: 2.5-5 minutes 
• Half-life: varies 

 
Pregnancy/Lactation: 

• Pregnancy Class = C 
• No human data available re: lactation but would recommend utilization for patients who are breastfeeding based on 

indications as above.  
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INTERFACILITY TRANSFER GUIDELINES  

PAGE # 

Purpose: The purpose of this policy is to establish a uniform procedure for inter-facility transfers. Inter-Facility Guidelines are a 
supplement to the MEP Guidelines and Protocols. Patient transfer is a physician-to-physician referral. It is the responsibility of the 
transferring facility to perform a screening examination, determine if transfer to another facility is in the patient’s best interest and 
to initiate appropriate stabilization measures prior to transfer.  

Responsibility for the patient during transport lies with the transferring physician until the patient arrives at the receiving facility.  

Protocols may not address all possible circumstances or therapies. If a patient is receiving medications or therapies not addressed 
within the specified protocols, consideration may be made for emergent bedside teaching regarding the medication or therapy if 
appropriate for the paramedic or critical-care paramedic, but EMS agency supervisor should be contacted immediately following the 
call.   

All inter-facility transfers will meet the requirements of the Emergency Medical Treatment and Active Labor Act (EMTALA), Section 
1395dd, subsection (c) 1 and (c) 2 regarding patient stabilization and appropriate transfers.  

Inter-facility Transfer Procedure  

1. The transferring physician is responsible for securing the acceptance of the patient by an appropriate physician at the 
receiving facility.  

2. Care initiated by the transferring facility may need to be continued during transport. The transferring physician will 
determine the treatment to be provided during the period of the patient transport, and what, if any, staff will be necessary 
to accompany the patient en route.  

3. Additional health care personnel (i.e. Neonatal Team, RN) may accompany the patient under the direction of the 
transferring physician, who is responsible for ensuring their qualifications. This person(s) shall be responsible for the direct 
patient care during transport and will render care to the patient under the orders of the transferring physician. All 
medications anticipated in these situations will be provided by the transferring facility and be under control of the 
accompanying hospital staff. At a minimum, two EMS Providers will accompany the additional health care personnel.  

4. If the transferring physician elects to transfer the patient in the care of EMS Provider, the physician may provide written 
orders to the EMS Provider prior to transfer. The orders must be consistent with the provider’s training and abilities. The 
EMS Provider has the right to decline transport if he/she is convinced patient care is outside their scope of practice and 
training or, alternatively, to insist a hospital staff member accompany them on the transfer.  

a. Advanced EMTs may transport patients who have an IV/IO, which is not on an IV pump, with no medications if 
deemed appropriate by the transferring physician.  

b. Any devices, patient care equipment, or medications not covered under the Paramedic Inter-Facility Transfer 
Guidelines are considered outside the scope of Paramedic and must be transported at the Critical Care level 
paramedic or as above with appropriate hospital staff member accompanying them on the transfer.  

5. Infusing medications may require the use of a programmable pump supplied by Agency or Hospital.  
6. Should questions or problems arise during transfer, the crew may contact the transferring physician. If this is not possible or 

in event of an emergency, the appropriate protocol should be followed, and the receiving Medical Control contacted for 
direction.  

7. The following information should accompany the patient (Do not delay the transfer in acute situations. Documentation may 
be sent electronically, fax, etc.):  

a. Copies of pertinent hospital records  
b. Written orders during transport  
c. Any other pertinent information including appropriate transfer documents. 

8. Documentation must include the interventions performed enroute and by whom the intervention was performed, and 
condition of patient upon transfer to the receiving facility 
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Patient Inter-Facility Transport  

1. Pre-Transport  
a. The transferring physician will determine the method and level of transport and any additional treatments (if any) 

that will be provided during transport.  
b. Orders for treatment, including medications and ventilator settings, etc., shall be provided to EMS personnel in 

writing by the transferring physician prior to initiation of the transport.  
c. Ordered medications Agency does not maintain must be supplied by the transferring hospital.  
d. EMS personnel must be trained in all the equipment being used in the patient’s care or appropriately trained staff 

must accompany the patient.  
e. Should the patient require care and/or equipment above and beyond the scope of practice and training of the EMS 

personnel, the transferring facility shall provide appropriate staff or consider other appropriate means of medical 
transportation.  

2. During Transport  
a. Begin initial medical evaluation  
b. Patient shall be placed and maintained on cardiac and pulse oximetry monitors, if indicated 
c. Perform a complete set of vitals. For the unstable patient, vitals should be done every 5 minutes; however, this can 

be extended to every 15 minutes for the stable patient.  
d. Continue treatments as directed by the transferring hospital of health care facility  
e. All interfacility transfer drug infusions should follow these general guidelines:  

i. All medications not in standard MEP Guidelines and Protocols should be provided and ordered by 
transferring facility 

ii. If medication administration is interrupted (infiltration, accidental disconnection, malfunctioning pump, 
etc.), paramedic may restart line as delineated in transfer order. Caution will be used to prevent 
inadvertent overdose of medication by using a plain IV to restart the infusion.  

iii. Infusion must be regulated by a mechanical pump familiar to the paramedic. If pump failure occurs and 
cannot be corrected, paramedic shall discontinue the infusion and notify transferring physician or, in the 
event transferring physician is unavailable, notify receiving physician. 

iv. EMS agency leadership must be notified in event of equipment issues. 
f. If transferring to an Emergency Department, contact the accepting facility with the following information:  

i. Patient’s age, sex, and chief complaint or reason for transport  
ii. Facility transferring from  

iii. Current vital signs and medical history related to the chief complaint or reason for transport  
iv. Medications or treatments being continued during transport  
v. Any orders from transferring facility  
vi. Provide treatments from any orders given by medical control 

vii. Provide comfort measures to the patient during transport  
viii. Transfer care to accepting facility staff member with appropriate paperwork  

ix. Contact medical control as deemed necessary for any patient concerns or orders.  
g. All medications being administered will be documented as required.  
h. If a patient’s condition warrants intervention beyond the written physician orders, and if outside of MEP 

Guidelines and Protocols, the paramedic will contact the transferring physician. If that is not possible, the 
Paramedic will follow protocols and will continue to attempt contact with the on-line medical control physician 
from either the sending or receiving facility or if not able, the closest on-line medical control. 

3. Hospital supplied medications not used during transport must be returned to the originating facility or appropriately 
wasted and documented.  
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AUTOMATIC TRANSPORT VENTILATOR (ATV) 
 

Purpose: Patients with advanced airways in place during interfacility transfers.  The CAREvent ALS is to be used under the written 
orders of transferring physician, with direction of the facility Respiratory Therapist prior to transport. 

 
INFORMATION NEEDED  
• Patient’s current volume, rate, PEEP, and FiO2 on mechanical ventilator  
• Patient’s history and medications  
• Patient’s current Oxygen Saturation  
• Any other pertinent patient history  
• The transferring physicians’ choice of settings available on the CAREvent ALS, preferably written orders  

Procedure: 
1. Assure stable airway and adequate ventilation on the current transferring facility ventilator with the respiratory 

therapist/nurse. Review the ventilator settings available on the CAREvent ALS with the Physician and or Respiratory 
Therapist/Nurse. Review this information with the Respiratory Therapist/Nurse and or Physician prior to removing 
ventilator and replacing with the CAREvent ALS.  

2. Verify the Physician’s written orders for the CAREvent ALS. If there is a conflict with a medical order for the CAREvent ALS 
contact the transferring Physician. If problems arise or are unresolved contact Medical Control before placing the patient on 
the CAREvent ALS.  

a. With assistance of referring facility Respiratory Therapist/Nurse, transfer patient to CAREvent ventilator. Ventilator 
settings for the CAREvent ALS should be ordered by the transferring Physician and set by the crew with the 
assistance of the Respiratory Therapist/Nurse. Patient would be monitored by Respiratory Therapist/Nurse for a 
minimum of 5-10 minutes to assure compliance to CAREvent ALS.  

b. Referring facility Respiratory Therapist/Nurse will verify ventilator settings prior to transport. EMT- Paramedic will 
document setting and patient assessment prior to departing referring facility.  

c. All patients shall have ETCO2 monitoring, EKG monitoring, and Pulse oximetry monitoring during transport.  
d. While in-transit, EMT-Paramedic reassesses ventilator settings and patient respiratory compliance every 5 minutes. 

Reassessment will be documented on patient care report.  
e. If during transport an equipment malfunction occurs, and/or the ventilator is not maintaining adequate respiratory 

compliance, the ventilator will be disconnected from the patient and the EMT Paramedic will bag (using a bag 
valve mask-BVM) the patient and contact Medical Control for orders and patient disposition.  

3. Upon arrival of the patient at the receiving facility the Emergency Department Staff and /or RT will verify ventilator settings 
and assist with transfer of patient from CAREvent ALS ventilator to the facility ventilator. The name of the RT/Staff, 
ventilator settings, and patient assessment at the receiving facility will be documented on the patient care report.  

4. Contact OLMC if ventilator malfunctions, and /or does not maintain respiratory compliance  
5. PRECAUTIONS AND COMMENTS  

a. If CAREvent ALS fails or alarm sounds, disconnect CAREvent ALS from patient’s ventilation tube, attach BVM with 
supplemental oxygen and begin to ventilate patient manually.  

b. If patient is still difficult to ventilate suction ventilation tube and check tube placement, reattempt manual 
ventilation and re-assess patient  

c. If ventilation does not improve, Contact OLMC for further recommendations. 
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BLOOD OR BLOOD PRODUCTS 
 

Purpose: To provide protocol and guidance for care for paramedics and critical care paramedics when administering blood or blood 
products during an interfacility transport. Paramedics may continue administration of blood or blood products, but only a critical 
care paramedic may initiate administration of blood or blood products.  
 

Procedure: 
• A written consent is required for administration of any blood product. The consent is to be obtained by the sending 

facility, and a copy should be included in the patient’s chart for transport to the receiving facility.  
• Every patient receiving blood or blood products is to have a recipient band in place. 
• If product is infusing at time of initial patient contact, verify facility transfusion checklist.  

o Patient’s name and hospital number matched with transfusion record form (attached to product bag) 
o Type and number on transfusion record form matched with product bag. 
o Pre-transfusion temperature, pulse, respirations and blood pressure are documented on transfusion record form. 
o Nurse administering product has signed, dated and timed the transfusion record form 
o All original copies of the transfusion slip should remain with the patient. Sending facility should make a copy of 

this for their records. 
• If CCP is going to initiate the transfusion of blood or blood products during transport, verify the order and facility trans- 

fusion checklist with patient’s primary RN prior to transport. 
• Obtain necessary equipment, i.e. tubing, filters, etc. from sending facility to administer transfusion. 
• Prior to administering blood or blood products en route, the CCP will complete the facility’s pre-transfusion checklist and 

document accordingly on the product slip and in the CCP run report. 
• Blood or blood products may NOT be piggybacked into an existing IV line. When administering via a multi-lumen central 

venous catheter it is suggested that the most distal lumen not already in use (e.g. vasopressors) be utilized. 
• Vital signs including temperature should be obtained and recorded 15 min, 45 min and then 1 hour, at a minimum, after 

initiating the transfusion until completed. If patient spikes a temperature 2 ̊F greater than baseline, discontinue the blood 
infusion. 

• If the transfusion is completed en route, it is the CCP responsibility to document on the transfusion slip the date and time 
completed, amount given, whether or not the blood is warmed, if a reaction occurred and post-transfusion vital signs. All 
completed bags and tubing should be turned over to the receiving facility with the patient. 

• It is the receiving facility’s responsibility to return the transfusion slip to the sending facility’s blood bank. 
 

Whole Blood, Packed RBCs, Frozen RBCs, FFP, Platelets & Cryoprecipitate  
• Verify sending facility transfusion checklist 
• Prime Y-type blood tubing with Normal Saline and begin infusion slowly. 
• Attach blood bag to Y-type blood tubing. Clamp tubing to saline. Open clamp to blood and adjust flow to run slowly 

for the first 15 minutes. If no adverse reaction, increase flow based on patient condition and transfusion times.  
o Whole Blood: 1-1/2 – 3 hours 
o Packed RBC’s: 1-1/2 – 3 hours 
o Washed Packed Cells: 2 hours maximum 
o Fresh Frozen Plasma: 30 min (all units must be infused within 4 hours from thaw time) e. Platelets: 30 min 

max 
o Cryoprecipitate: rapid infusion  

• Monitor vital signs as previously outlined 
• Monitor for signs/symptoms of adverse reaction. If adverse reaction noted, stop infusion and refer to Anaphylaxis 

and Allergic Reaction Protocol 
• Blood tubing should be changed after each unit. EXCEPTION: If emergent situation and several units of blood are be- 

ing administered rapidly, tubing should be changed every 4 hours or every other unit 
•  If suspected febrile non-hemolytic transfusion reaction (FNHTR), including temperature rise ≥ 1° F above baseline 

and/ or rigors, either during or within 3-hours following blood product administration:  
o Acetaminophen -  650mg or 15mg/kg PO (if able to swallow) AND 
o Diphenhydramine – 25-50 mg IV  
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CHEST TUBE MANAGEMENT 

 
Purpose: To provide protocol and guidance for care for paramedics and critical care paramedics when managing a patient with a 
chest tube during an interfacility transport.  
 

 
Procedure: 
• Inspect the patient’s chest wall to ensure that all connections are tight and that the tubing is not kinked Also check the 

skin around the insertion site for subcutaneous emphysema. Be sure that all connections are tight and that all connections 
between the tube and the chest drain system are secured with non-porous tape. 

• Note color, consistency and amount of drainage. 
• Note any air leak in the water chamber. Ask the sending facility staff RN if there has been a prior leak. 4. Mark Pleur-evac 

(or other drainage system) with a pen at the current level of drainage in the system.  
o Be alert to sudden changes in the amount of drainage.  
o A sudden increase indicates hemorrhage or sudden patency of a previously obstructed tube.  
o A sudden decrease indicates chest tube obstruction or failure of the chest tube or drainage system.  

• Adjust wall suction to create a gentle rolling of bubbles in the water seal chamber or until suction indicator in appropriate 
range. Vigorous bubbling results in water loss. Note that some systems do not include a water seal chamber and therefore 
may not bubble. 

• Verify the level of the suction control chamber is at the level prescribed by the physician (usually -20 cm). 
• Verify the level of the suction control chamber is at the level prescribed by the physician (usually -20 cm). 
• Do not clamp the patient’s drainage tube at any time during travel. The water seal in the unit prevents backflow of air, 

whether or not suction is applied. 
• Position patient in semi-fowlers (if condition allows) to enhance air and fluid evacuation. NEVER raise the chest tube above 

the chest or the drainage will backup into the chest. Avoid any dependent loops as drainage problems and tube 
obstruction may occur. The tubing should be coiled flat on the bed and from there fall in a straight line to the chest 
drainage system. 

• After placing the patient in the ambulance, place the Pleur-evac next to the cot and secure with 3" tape so that it is kept 
upright during transport. 

• Dislodgment of the chest tube - If the chest tube falls out or is accidentally pulled out, it is important to quickly seal off the 
insertion site. Use a gloved hand until petroleum gauze is available. Petroleum gauze is necessary to prevent air from 
entering the pleural cavity. Apply 4-sided petroleum gauze occlusive dressing. If respiratory distress and/or signs of 
tension pneumothorax, remove one side of the dressing in an attempt to burp the chest. 

• Dislodgment from the drainage system (Pleur-evac) - If the chest tube becomes disconnected from the Pleur-evac or other 
collection device, clamp the chest tube (using Kelly clamps) until corrective action can be taken. 
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Interfacility Medications 

Medications listed within these the patient care guidelines approved by MEP EMS Medical Director are permitted to be continued 
with transport of the patient to their accepting health care facility. These medications can be running during the transport in any 
form, Drip (must be controlled by mechanical pump or other controlled flow device), PO, Paste, IM, IV, IO, and SQ, as ordered by the 
Physician for treatment of the patient. It is recommended that there be two crewmembers in back with a critical patient. All 
medications not in standard MEP Guidelines and Protocols should be provided and ordered by transferring facility.  

When transporting, the provider attending to patient care must be at level appropriate to interventions provided, ordered by 
transferring facility, or anticipated as needing to be provided. Not more than (2) medication drips can be running to qualify for a 
paramedic level of transferring crew. A normal saline, lactated ringers, or D5W may be running as an additional line. In addition to 
the allowable drugs that are already within standard protocol, the MEP EMS Medical Director has approved these additional 
medications for use during a paramedic and critical care paramedic interfacility transfer, but must be ordered and provided by the 
transferring facility. 

Paramedics: 

• Antimicrobials (antibiotics/antifungals/antivirals) given as a secondary line with normal saline, lactated ringers, or D5W.   
• Metoprolol 
• Vasopressors (Dopamine, Phenylephrine, Vasopression) 
• Fibrinolytics: Tissue Plasminogen Activator (tPA)  
• Blood or blood products (maintenance only) 

Critical Care Paramedics: 

• Anti-Epileptics  
• Beta Blockers (labetalol, esmolol) 
• Blood or Blood Products (Initiation and/or maintenance) 
• Fibrinolytics: Tissue Plasminogen Activator (tPA), Alteplase (Activase) or Tenecteplase (TNKase)  
• Insulin  
• Potassium chloride  
• Propofol (Diprivan) (Intubated patients only)  
• N-acetylcysteine (NAC, Acetadote, Mucomyst)  
• Octreotide  
• Proton pump inhibitors  
• Tube Feeding or Total Parenteral Nutrition (TPN) 
• Vasopressors (Including Dobutamine) 

 
Anti-epileptics  

Usage: To treat or prevent seizures 
 
Adverse Reactions:  CNS symptoms, electrolyte disturbances 

 
Standing Orders 
• Verify concentration and infusion rate and other drug compatibility prior to leaving transferring hospital. 
• Keppra (levetiracetam) – typically 500-2000mg infused over 15 minutes 
• Dilantin (phenytoin) – typically 15mg/kg infusion, not to exceed 40mg/min 
• Monitor vital signs every 5-15 minutes.  
• Continuously monitor mental status and observe for signs/symptoms of seizures, treat per Altered Mental Status or 

Seizure Protocol.  
• Notify receiving facility or CONTACT OLMC if any changes in patient condition.   
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Antimicrobials 
 
Usage: To treat pre-existing infections or as a prophylactic measure in patients that are at high risk of developing an infection. 
 
Adverse Reactions: Allergic reactions, rash, swelling, nausea, vomiting, diarrhea, chills, fever, laryngeal edema, anaphylaxis, 
leukopenia. Ototoxicity, and nephrotoxicity.  

 
Standing Orders 
• Verify concentration and infusion rate and other drug compatibility prior to leaving transferring hospital. 
• Infusion rate should not be changed during transport 
• Monitor for signs and symptoms of an allergic response. If any symptoms are noted, stop infusion, treat for allergic 

reaction or anaphylaxis, and CONTACT OLMC or transferring physician.  
• If IV antimicrobials have finished infusing enroute, keep line open with IV fluids KVO unless otherwise indicated by the 

transferring physician 
 
 
 

Beta Blockers (labetalol, metoprolol, esmolol) 
 
Usage: Beta blocker utilized in acute myocardial infarction, CVA, or aortic dissection to control HR and BP.  Paramedics may 
only transfer patients receiving labetalol or metoprolol.   
 
Adverse Reactions: Hypotension, bradycardia  

 
Standing Orders 
• Infusion must be initiated by the transferring hospital. 
• Verify concentration and infusion rate and other drug compatibility prior to leaving transferring hospital. 
• Monitor vital signs every 5 minutes.  
• Monitor for any signs/symptoms of bradycardia or hypotension.  
• Notify receiving facility or CONTACT OLMC if any changes in patient condition.   

 
 

 
Calcium Channel Blockers (diltiazem, nicardipine) 

 
Usage: Beta blocker utilized in acute myocardial infarction, CVA, or aortic dissection to control HR and BP.   
 
Adverse Reactions: Hypotension, bradycardia  

 
Standing Orders 
• Verify concentration and infusion rate and other drug compatibility prior to leaving transferring hospital. 
• Monitor vital signs every 5 minutes.  
• Monitor for any signs/symptoms of bradycardia or hypotension.  
• Notify receiving facility or CONTACT OLMC if any changes in patient condition.   
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Fibrinolytics (alteplase, tissue plasminogen activator (TPA), or tenectoplase) 

 
Usage: Acute myocardial infarction, pulmonary embolism, or ischemic stroke. Paramedics may only transfer patients receiving 
tissue plasminogen activator (TPA).    
 
Adverse Reactions: Bleeding, reperfusion arrhythmias, hemorrhagic stroke, hypotension, hyperthermia, anaphylactic reaction 

 
Standing Orders 
• Verify concentration and infusion rate and other drug compatibility prior to leaving transferring hospital. 
• Monitor continuous EKG, neuro status, and vital signs every 5 minutes.  
• Discontinue immediately at any signs of severe bleeding, concerns for declining mental status.  
• Treat reperfusion arrhythmias per protocol.  
• Notify receiving facility or CONTACT OLMC if any changes in patient condition.   

 
 
 

Insulin 
 
Usage: Treatment for hyperglycemia or Diabetic Ketoacidosis (DKA) 
 
Adverse Reactions: Hypoglycemia, dizziness, fatigue, diaphoresis, confusion 

 
Standing Orders 
• Verify concentration and infusion rate and other drug compatibility prior to leaving transferring hospital. 
• Monitor continuous EKG and vital signs every 5 minutes 
• Check blood sugar every 30 minutes and for any change in mental status.  
• Rate of infusion should be decreased when finger-stick blood glucose level reaches 250.  
• If finger stick blood glucose is below 70, stop insulin infusion and administer D10 per Hypoglycemia protocol.  
• Notify receiving facility or CONTACT OLMC if any changes in patient condition.   

 
 
 

Octreotide 
 
Usage: Used to treat certain types of GI bleeding. 
 
Adverse Reactions: Diarrhea, GI upset, hypoglycemia, bradycardia  

 
Standing Orders 
• Verify concentration and infusion rate and other drug compatibility prior to leaving transferring hospital. 
• Monitor continuous EKG and vital signs every 5 minutes.  
• Monitor for any signs/symptoms of severe reaction or discomfort.  
• Check blood sugar every 20 minutes or for any change in mental status.  
• If signs of hypoglycemia, treat per Hypoglycemia protocol.   
• Notify receiving facility or CONTACT OLMC if any changes in patient condition.   
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N-Acetylcysteine (NAC) 

 
Usage: Antidote to acetaminophen toxicity.  

 

Adverse Reactions: wheezing/bronchospasm (especially in patients with asthma), rash/urticaria  

 

Standing Orders 
• Verify concentration and infusion rate and other drug compatibility prior to leaving transferring hospital. 

• Monitor continuous EKG and vital signs every 5 minutes.  

• Monitor for any signs/symptoms of allergic reaction. If signs of severe reaction, stop infusion.   

• Notify receiving facility or CONTACT OLMC if any changes in patient condition.   

 
 
 
 

Propofol  
 
Usage: IV sedative and hypnotic agent  

 

Adverse Reactions: bradycardia, hypotension, apnea, reduced cardiac output  

 

Standing Orders 
• Verify concentration and infusion rate and other drug compatibility prior to leaving transferring hospital. 

• Monitor vital signs every 5 minutes, including heart rhythm.   

• Confirm sedation goals with transferring physician. Consider increasing or decreasing rate at 5-10 minute intervals in 

increments of 5 to 10mcg/kg/min until desired sedation is achieved.  

• If signs of reaction, stop infusion and treat the reaction signs and symptoms. Discontinue and notify appropriate medical 

direction facility if patient develops severe hypotension, bradycardia, or if hypersensitivity occurs.  

• Notify receiving facility or CONTACT OLMC if any changes in patient condition.  

 

 
 
 

Proton Pump Inhibitors  
 
Usage: Used to treat certain types of GI bleeding. Decreases secretion of gastric acid.  

 

Adverse Reactions: Headaches, GI upset, nausea and vomiting  

 

Standing Orders 
• Verify concentration and infusion rate and other drug compatibility prior to leaving transferring hospital. 

• Pantroprazole (Protonix): bolus 80mg over 5 minutes then infuse at 8mg/hour 

• Lansoprazole (Prevacid): bolus at 30-60mg over 30 minutes then infuse at 6mg/hour 

• Ranitidine (Zantac): bolus at 50mg over 20-30minutes then infuse 150mg over 24 hours 

• Notify receiving facility or CONTACT OLMC if any changes in patient condition.   
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Potassium Chloride 

 
Usage: Electrolyte replacement 
 
Adverse Reactions: Burning at IV site, hyperkalemia, arrhythmias, nausea and vomiting  

 
Standing Orders 
• Verify concentration and infusion rate and other drug compatibility prior to leaving transferring hospital. 
• Monitor continuous EKG vital signs every 5 minutes.  
• Monitor for any signs/symptoms of hypotension, bradycardia, peaked T waves.   
• If signs of hyperkalemia, discontinue infusion and follow hyperkalemia protocol within Cardiac Arrest protocol  
• Notify receiving facility or CONTACT OLMC if any changes in patient condition.   

 
 
 
 
 

Tube Feeding and Total Parenteral Nutrition (TPN)  
 
Usage: Therapy for dehydration or malnutrition 
 
Adverse Reactions: Hypo/hyperglycemia, dizziness, fatigue, vomiting, aspiration 

 
Standing Orders 
• Verify concentration and infusion rate and other drug compatibility prior to leaving transferring hospital. 
• Monitor vital signs every 5-15 minutes.  
• Monitor continuously for signs of aspiration for tube fed patients.  
• Check blood sugar for any change in mental status. Treat per hypo/hyperglycemia protocol as indicated.   
• Notify receiving facility or CONTACT OLMC if any changes in patient condition.   

 
 
 

Vasopressors (Dobutamine, Dopamine, Phenylephrine, Vasopressin) 
 
Usage: Inotropic support in the short-term treatment of patients with cardiac decompensation due to depressed contractility. 
Paramedics may NOT transfer patients on dobutamine.  Norepinephrine and epinephrine addressed in standard protocols. 
 
Adverse Reactions: Increases HR and BP, hypotension, arrhythmias, hypersensitivity,  

 
Standing Orders 
• Verify concentration and infusion rate and other drug compatibility prior to leaving transferring hospital. 
• Confirm goal hemodynamics from transferring physician.  
• Monitor continuous EKG and vital signs every 5 minutes.   
• No IV push drugs should be given through a dobutamine or dopamine infusion line.  
• If any redness, swelling, tenderness, warmth appears at IV site – discontinue and establish new IV line.  
• Monitor for any signs/symptoms of hypotension, bradycardia.    
• Notify receiving facility or CONTACT OLMC if any changes in patient condition.   
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Approved Abbreviations 
Influenza Vaccination 
Legal Blood Draws 
Medication Quick Reference 
Public Safety Rehab – Sauk County 
Radio Report Triage Colors 
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Purpose: This is the list of standardized abbreviations approved for use while completing patient care reporting. As a general 
practice, all words should be written out in the patient care narrative to avoid any confusion regarding the meaning of an 
abbreviation. If a provider chooses to use an abbreviation, the following list contains the ONLY approved abbreviations and their 
descriptive meanings. Upper-case or lower –case letters may change the meaning of an abbreviation. Be sure to follow the listing 
 

Abbreviation Description 
A & O x 4 Alert and Oriented to Person, Place, Time 

and Events 

A-Fib Atrial Fibrillation 
AAA Abdominal Aortic Aneurysm 
ABCs Airway, Breathing, Circulation 
AC Antecubital Space 
ACLS Advanced Cardiac Life Support 
AED Automated External Defibrillator 
AICD/ICD Automated Implanted Cardiac Defibrillator 
AIDS Acquired Immune Deficiency Syndrome 
AHA American Heart Association 
ALS Advanced Life Support 
AMA Against Medical Advice 
AMI Acute Myocardial Infarction 
APGAR Appearance, Pulse, Grimace, Activity, 

Respiration (Newborn Assessment) 
ASA Aspirin 
BAC Blood Alcohol Content 
BLS Basic Life Support 
BIAD Blindly Inserted Airway Device 
BiPAP Bilevel Positive Airway Pressure 
BM Bowel Movement 
BRUE Brief Resolved Unexplained Event 
BSA Body Surface Area 
BVM Bag Valve Mask 
C-Section Caesarean Section 
C-Spine Cervical Spine 
CABG Coronary Artery Bypass Graft 
CAD Computer Aided Dispatch 
CATH Lab Coronary Catherization Lab 
CCR Cardio-cerebral Resuscitation 
CHF Congestive Heart Failure 
CMS Circulation, Motor, Sensation 
CNS Central Nervous System 
COPD Chronic Obstructive Pulmonary Disease 
CPAP Continuous Positive Airway Pressure 
CPR Cardiopulmonary Resuscitation 
CSF Cerebrospinal Fluid 
CT/CAT Scan Computed Tomography 
CVA Cerebrovascular Accident 

 

Abbreviation Description 
D5, D10 Dextrose in Water (5%, 10%) 
DKA Diabetic Ketoacidosis 
dL Deciliter 
DNR Do Not Resuscitate 
DOA Dead on Arrival 
DOB Date of Birth 
DTs Delirium Tremens 
DVT Deep Vein Thrombosis 
Dx Diagnosis 
ECG/EKG Electrocardiogram 
ED/ER Emergency Department/Room 
EMR Emergency Medical Responder 
EMT-B Emergency Medical Technician - Basic 
EMT-A Emergency Medical Technician - Advanced 
EMT-P Emergency Medical Technician - Paramedic 
EPI Epinephrine 
ETA Estimated Time of Arrival 
ETT Endotracheal Tube 
EtCO2 End Tidal Carbon Dioxide 
EtOH Ethanol 
F° Fahrenheit 
Fx Fracture 
G Gram(s) 
GCS Glascow Coma Scale 
GERD Gastroesophageal Reflux Disease 
GI Gastrointestinal 
GSW Gunshot Wound 
Gtt(s) Drops 
GYN Gynecology 
HIV Human Immunodeficiency Virus 
HTN Hypertension 
Hx History (of) 
ICD/AICD Implanted Cardiac Defibrillator 
ICP Intracranial Pressure 
ICU Intensive Care Unit 
IM Intramuscular 
IN Intranasal 
IO Intraosseous 
IV Intravenous 
JVD Jugular Vein Distention 
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Abbreviation Description 
Kg Kilogram 
Lb Pound 
LBBB Left Bundle Branch Block 
L&D Labor and Delivery 
LLQ Left Lower Quadrant 
LMP Last Menstrual Period 
LR Lactated Ringers 
LUQ Left Upper Quadrant 
LVAD Left Ventricular Assist Device 
mA Milliamp 
Mcg(s) Microgram(s) 
MD Medical Doctor 
Mg(s) Milligram(s) 
mEq(s) Milliequivalents(s) 
MI/AMI Myocardial Infarction 
ML(s) Milliliter(s) 
MRI Magnetic Resonance Imaging 
MRSA Methicillin-Resistant Staphylococcus 

Aureus 
MVC Motor Vehicle Crash 
NC Nasal Cannula 
NEB Nebulized/Nebulizer 
NG Nasogastric 
NKDA No Known Drug Allergies 
NOREPI Norepinephrine 
NPA Nasopharyngeal Airway 
NRB Non-Rebreather 
NS/NSS Normal Saline /Solution 
NSR Normal Sinus Rhythm 
O2 Oxygen 
OD Overdose 
OG Orogastric 
OB/GYN Obstetrics/Gynecology 
OPA Oropharyngeal Airway 
PA Physician Assistant 
PAC Premature Atrial Contraction 
PAT Paroxysmal Atrial Tachycardia 
PBT Preliminary Breath Test 
PCR Patient Care Report 

 

 
Abbreviation Description 
PE Pulmonary Embolism 
PEA Pulseless Electrical Activity 
PEARRL Pupils Equal and Round Reactive to Light 
PEEP Positive End Expiratory Pressure 
PICC Peripherally Inserted Central Catheter 
PJC Premature Junctional Contraction 
PNB Pulseless Non-Breather 
PO Per Os (by mouth) 
POA Power of Attorney 
PRN As Needed (Pro Re Nata) 
PSVT Paroxysmal Supraventricular Tachycardia 
PTSD Post-Traumatic Stress Disorder 
PVC Premature Ventricular Contraction 
RBBB Right Bundle Branch Block 
RLQ Right Lower Quadrant 
RN Registered Nurse 
ROSC Return of Spontaneous Circulation 
RSV Respiratory Syncytial Virus 
RSA/RSI Rapid Sequence Airway/Induction 
RUQ Right Upper Quadrant 
Rx Prescription 
SIDS Sudden Infant Death Syndrome 
SL Sublingual 
STD Sexually Transmitted Disease 
STEMI ST Elevation Myocardial Infarction 
SVT Supraventricular Tachycardia 
Tb Tuberculosis 
TAA Thoracic Aortic Aneurysm 
TEMP Temperature 
TIA Transient Ischemic Attack 
TKO To Keep Open 
TXA Tranexamic Acid 
URI Upper Respiratory Tract Infection 
UTI Urinary Tract Infection 
VAD Ventricular Assist Device 
V-Fib/VF Ventricular Fibrillation 
VP Ventriculoperitoneal 
V-Tach Ventricular Tachycardia 
WPW Wolff-Parkinson-White Syndrome 
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INFLUENZA VACCINATION 

 

 
Purpose: To provide guideline for administration of influenza vaccination, if performed by your agency.  
 
Background:  

• Patients ≥9 years old: receive one dose prior to onset of seasonal influenza 
• Children 6mo-9years: 2 doses separated by at least 28 days if they have never received a seasonal influenza, one dose if 

they have received at least two doses prior 
• Contraindications to administering the influenza vaccination 

o Age ≤6 months old 
o Acute illness more severe than the common cold 
o Measured temperature ≥101.5F 
o History of Guillian-Barre 
o Severe allergic reaction to previous dose of influenza 
o Serious allergic reaction to egg or egg products (preference to be performed in clinical setting) 

• Prepare vaccines in a clean, designated medication area away from where the patient is being vaccinated and away from 
any potentially contaminated items. This is to prevent inadvertent contamination of the vial through direct or indirect 
contact with potentially contaminated surfaces or equipment.  

• Different manufacturers have additional allergy contraindications which may include gentamicin, neomycin, polymyxin, 
thimersol, gelatin, and latex. It is ESSENTIAL that anyone utilizing this protocol understands the packaging insert(s) and 
contraindications for the specific manufacturers’ product(s) being used  

Procedure: 
1) Provide patient receiving vaccination with CDC Vaccination Information Statement (VIS) 
2) Patient (or guardian) to complete the top section of the Vaccine Administration Record (VAR) 
3) Review completed VAR 

a. VAR serves as the written consent for the vaccination 
b. If any questions are answered “yes” on the VAR, then the patient should NOT receive the vaccination until cleared 

by a physician 
4) Prepare and verify appropriate dose. The amount of inactivated (injectable) vaccine that should be administered 

intramuscularly is based on the age of the patient and the vaccine product you are using. 
a. For children 6–35 months of age, the correct dose is: 

i. 0.25 mL for Fluzone Quadrivalent 
ii. 0.5 mL for FluLaval Quadrivalent 

b. For persons 3 years of age and older, the correct dose is 0.5 mL for all inactivated influenza vaccine products 
5) The injection site (L or R deltoid or L or R anterolateral aspect of thigh) should be identified and cleansed with alcohol pad  

a. A 21-25 gauge needle 1 inch long should be used for adults 
b. In patients less than 60kg, a 5/8 to 3⁄4 inch needle is preferred  

6) Insert the needle at a 90-degree angle and stretch the skin flat between thumb and forefinger  
7) The appropriate dose of vaccine should be delivered in the muscle in a quick, steady manner  
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LEGAL BLOOD DRAWS 

 

 
Purpose: To provide guidelines for legal blood draws, if performed by your agency.  
 
Background: Legal blood draws may only be completed by AEMTs and Paramedics that have been approved by the training officer 
or director/chief.  
 
Under Sec. 343.305, Wis. Stats., blood specimens may legally be obtained if: 

• The subject has been arrested. 343.305(5)(b) 
• Directed by a law enforcement officer in conjunction with a lawful OWI arrest, even if the subject refuses the test. State vs. 

Bohling 173 Wis. 2d 529 (1993) 
• With a verbal or written warrant from a judge. 

 
Procedure: 
Prior to performing the blood draw 

1) The EMS provider will have absolutely no alcohol products on his or her person when performing the blood draw.  
2) The EMS provider will confirm with the law enforcement officer that the patient has been read “Informing the Accused.” 
3) The EMS provider and law enforcement officer will verify that the “Implied Consent Collection Kit” is not expired. The 

expiration date will be documented in the patient care report.  
 
Performing the blood draw 

1) A disposable sterile needle with holder and the blood collection vials that are provided in the “Implied Consent Collection 
Kit” will be used.  

2) Prepare the site using the antiseptic towelette provided in the kit. If the kid towelette is unavailable, another non-alcohol 
based antiseptic such as providone-iodine may be used.  

3) Perform venipuncture and collect 2 full tubes.  
4) Mix blood slowly by inversion several times immediately after drawing.  
5) Place the seal strip(s) provided in the kit over the rubber stopper.  
6) Write the subject’s name on the tube label provided in the kit.  
7) Wrap the label around the tube, covering the ends of the seal strip.  
8) Sign the form enclosed in the kit as to date and time of collection.  
9) Return the specimen(s) and form to the officer.  
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PUBLIC SAFETY REHABILITATION – SAUK CO. 

 

OBJECTIVE:  This policy was developed as a template to be used by Sauk County Fire Departments. It is written using the NFPA 1584 
as a guideline, with additional health and medical care guidelines that have since become understood.  
 
DETERMINING NEED FOR REHABILITATION ON SCENE  
Each incident is unique, and the Incident Commander must immediately assess whether there may be a need for rehabilitation for 
firefighters on-site. Any incident expected to last 2 hours or longer should have rehabilitation ordered. When heat, high humidity, 
deep standing water, or cold exposure is likely on scene, rehabilitation should generally be initiated as soon as possible with regards 
to onset of the incident. Weather conditions are important with regards to firefighter safety. The heat stress index should be 
calculated in warm conditions, and the wind chill index in cold conditions. As humidity and wind play important factors in cooling, it 
is not sufficient to make rehab deployment decisions based on temperature alone. A Heat Index table and Wind Chill Table are 
included on the last page of this document.  
 
Indications for immediate rehabilitation at a working fire scene (Extreme Operations):  
1. Heat stress index greater than 89 degrees if turnout gear and any exertion is anticipated � 
2. Any heat stress index over 105 � 
3. Remember that direct sunlight and turnout gear add significant temperature stress � 
4. Waist or deeper water is in operations area where personnel may need to stand or work � 
5. Wind chill under 10 degrees or actual temperature below Zero Degrees. � 

 
CREW REQUIREMENTS FOR REHABILITATION � 
Once the Incident Command determines that scene rehabilitation is warranted, and it is operational, it is then mandatory that all 
personnel on scene follow rehab guidelines. It should never be left to individual firefighter discretion whether they need rehab or 
not. This has been shown time and again to be a dangerous behavior. While any firefighter should be permitted to report to rehab at 
any time they feel they need it, they must report at specific intervals to be evaluated, hydrated, and obtain adequate 
cooling/warming, and rest. Reporting intervals shall be defined under normal and extreme operating conditions.  

• Normal operations-Rehab after two 30-minute SCBA rounds with hydration between bottles�After 45 minutes in turn out 
gear if no SCBA used, or crewmember desires  

• Entire assigned teams should all rehab together- first SCBA alarm  
• Extreme operations- One 30-minute SCBA bottle only�After 30 minutes if no SCBA, but in turn out gear  

 
REHAB GROUP CONFIGURATION  
1. Distance from working scene enough to allow turn out gear and SCBA to be removed � 
2. An appropriate shelter from conditions. This may require warm vehicle or building or simple tent.  
3. Fans and portable heaters as needed � 
4. Must be free of smoke and apparatus exhaust � 
5. Size must be large enough for anticipated use � 
6. A clear entry and exit site must be established � 
7. Easy and clear access for emergency ambulances must exist � 
8. Should be staffed with dedicated medical personnel of highest level available � 
9. The Rehab Group Supervisor must have final say as to disposition of individuals in the unit � 
 
ROLE OF THE REHABILITATION UNIT DURING OPERATIONS � 
1. Medical assessment on arrival- mental status, temperature, vitals, CO level (if available) � 
2. Rest, hydrate, normalize body temperature, and eliminate exposure stress. � 
3. Monitor those who meet observation parameters in designated treatment area. � 
4. Treat acute injuries; arrange transport when needed in designated treatment area. � 
5. Clear personnel to return to staging area for assignment. � 
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PUBLIC SAFETY REHABILITATION – SAUK CO. 

 

Medical assessment � 
1. On arrival obtain quick mental status. States is clear or confused.  

2. Obtain oral temperature or axillary temperature (oral most accurate) Goal is under 100.6. � 

3. Obtain CO level using RAD 57. OK if 5% or less. (if available) � 

4. Obtain pulse and BP. Pulse over 130 signifies trouble. BP above 160 systolic or 110 diastolic and/or SPO2 below 95% �should be 

further evaluated. � 

5. Vomiting, light-headedness, extreme pale skin color, profound nausea indicates serious heat exposure. These individuals �should 

be moved to a treatment area and likely cannot return to action. � 

6. Individuals who meet all parameters of assessment can move to rest and hydration area. � 

7. Individuals with abnormal vital signs or findings shall be moved to a treatment area. � 

 
Rest and re-hydration �Those personnel who are assessed to have acceptable parameters on arrival to rehabilitation unit should be 

moved to rest area. Here, they should cool their arms and hands for 10 minutes if hot. Fluids orally should be partially water and 

partially a commercially made sports drink such as Power-aid or G2 for electrolyte replacement. Fluids should be on ice, so they have 

a temperature close to 40 degrees. Gear should come off in hot operations with nothing on the head. Minimal time of rest is 10 

minutes. If individual feels well, check pulse. If the pulse is under 110, may release to duty. If pulse is above 110, check temperature. 

Continue rest, cooling and hydration. Once temperature is under 100.6 and pulse is under 110, individual may be released. �Rest 

and rehab times shall be mandatory 10 minutes and can be if deemed necessary by Rehab Group Supervisor. �When operations are 

expected to last over 3 hours, food should be made available. Food should be high energy snacks, bananas and fruit. Do not use 

caffeine, fatty foods or salty food until conclusion of event. Warm drinks without caffeine are mandatory in cold operation 

situations. ��

�

Treatment of other identified issues �CO level above 5% but lower than 12% should be given 100% oxygen until their reading is 

below 5%. These individuals may return to duty. Levels above 12% should receive medical evaluation. (If available). �Those with 

temperature or vital sign abnormalities are likely to have heat related illness. Follow local EMS Protocols for treatment. If they 

recover quickly and symptoms are mild, return to duty is possible. Use same parameters as above. Many will be restricted from 

return to duty. Rehab Group Supervisor will determine safety of person returning to duty and will also determine if transport �to the 

hospital is needed. Burns, injuries, heat related emergencies shall be treated according to established local EMS Protocols.  

 
Transportation to Hospital  
1. Persistent abnormal vital signs despite adequate rehabilitation times � 

2. Shortness of breath that does not clear with 10 minutes rest or requires a breathing treatment � 

3. Chest pain presumed to be cardiac in origin � 

4. Carbon Monoxide above 12% (If available) � 

5. Injuries requiring treatment � 

6. If ALS is available, IV’s should be used to re-hydrate those who are symptomatic. (Refusal of transport should be �completed.) If 

more than a single liter of fluid seems needed, transport to the hospital. � 

7. Any other reason the Rehab Group Supervisor feels it is necessary. � 

 
DEBRIEFING  
All rehab operations should have a full de-briefing within 24 hours per local department policies.  
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RADIO REPORT TRIAGE COLORS 
Tylenol 

 

 
Please see Communications Guidelines for further information regarding radio report communications.   
 
Purpose: To provide guidelines for one method of clear communication between EMS Providers and receiving facilities prior to the 
delivery of the patient utilizing triage colors.  
 
For all patients being transported to the hospital by EMS, every effort should be made to contact the receiving facility as early as 
possible once the destination facility has been chosen and transport initiated.  
 
Procedure:  
Communication with receiving facility prior to delivery of patient 

• Begin each transmission with the agency name, unit number and wait for acknowledgement from the receiving facility.  
• Consider early notification of STEMI, Stroke, or Trauma followed by more detailed report once en route 
• Provide a clear, concise report that includes the following 

o Patient’s age and chief complaint or EMS Provider’s primary impression 
o Details related to primary impression/complaint that are pertinent to ER preparation 

§ Mechanism of injury / nature of illness 
§ Treatments provided and patient response 
§ Current vital signs (comment on previous abnormal vital signs if applicable) 
§ Any special needs that require pre-planning (security, fall-risk, etc.) 

o Approximate ETA 
• Consider utilization of triage categories and colors as outlined below if appropriate for your system 

 

Triage Category 
Triage 
Color Definition 

Medical 

RED High acuity illness, unstable VS or critically ill.  
YELLOW Serious medical illness with potential to decompensate. VS currently stable. 
GREEN Low acuity medical illness, VS stable.  
PEDS ≤ 12 years of age OR absence of signs of puberty/ secondary sex characteristics 

Trauma 

RED  Unstable VS, airway compromise, life or limb threatening injury 
YELLOW Serious mechanism of injury, potential for decompensation, VS currently stable 
GREEN Minor mechanism of injury, VS stable 
PEDS <18 years of age 

STEMI ALERT RED STEMI interpretation of prehospital ECG 
STROKE ALERT RED Neurological deficit with last known normal time of ≤12 hours 

SEPSIS ALERT RED SIRS criteria met AND has SBP<90 (or below minimal age normal) OR has altered 
mental status 
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