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Communication Protocol 
 

ONLINE MEDICAL OVERSIGHT 

 

If transporting within Region V, prehospital providers will contact the receiving facility to obtain Online 

Medical Oversight. If transporting outside Region V, the treating provider’s sponsor hospital will be 

contacted. All prehospital providers will establish Online Medical Oversight via a recorded line. All 

communications between the prehospital provider and Online Medical Oversight will be via CMED. If the 

CMED radio system is not functioning, call the CMED center directly, and request a conference call or 

phone patch.   

 

COMMUNICATION FAILURE 

 

In the event of complete communication failure, these protocols will act as the parameters for prehospital 

patient care. If a communication failure occurs, the prehospital provider will follow these protocols to render 

appropriate and timely emergency care to the patient.  

 

Upon arrival at the receiving facility, the EMS provider will immediately complete an incident report 

relating to the communication failure, describing the events including the patient’s condition and treatment 

given. This incident report must be filed with the prehospital provider’s sponsor hospital EMS Medical 

Director and/or EMS Coordinator within 24 hours of the event. A copy of the patient’s run form will also 

accompany the incident report.  

 

The Northwest Connecticut Public Safety Communications Center, Inc (Northwest CMED) can be reached 

at (203) 758-0054 

 

The Litchfield County Dispatch Center, Inc. (LCD) can be reached at (860) 496-0711 

  

Charlotte Hungerford Hospital Emergency Department can be reached at (860) 496-6650   
 (Charlotte Hungerford Hospital Sponsored EMS Agencies shall follow the established communication protocol) 

 

Danbury Hospital Emergency Department can be reached at (203) 739-6757    

 

New Milford Hospital Emergency Department can be reached at (860) 201-5200 

   

Saint Mary's Hospital Emergency Department can be reached at (203) 709-6004 

 

Sharon Hospital Emergency Department can be reached at (860) 364-4000 

 

Waterbury Hospital Emergency Deptment can be reached at (203) 573-6290 
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Universal Patient Care Guidelines 
  

Scene Safety 

BSI 

  

   

Initial Assessment 

Adult or Pediatric 

C-Spine stabilization if indicated 
 Cardiac Arrest? 

   
Vital Signs 

Including Temperature* and 

Pain Severity ** 

 
Cardiac Arrest  Guideline 

Adult or Pediatric 

   

Airway Guideline 

Adult or Pediatric 

  

   

Pulse Oximetry 

 

 

 

 

   

 Cardiac Monitor and 

12 Lead EKG. 

Capnography as indicated 

  

   

Appropriate Guideline  
If patient doesn’t fit a Guideline 

Contact Medical Control 

 
* Temperature and pain may be either quantative (a specific reading) or qualitative (a description, hot, cool, 

etc.) 

 

**Pain severity should be recorded using a pain scale as outlined in the pain Guideline 

 

PEARLS 
 Any patient contact which does not result in an EMS transport must have a completed PCR. 

 Exam:  Minimal exam if not noted on the specific Guideline is vital signs, mental status, and location of 

injury or complaint. 

 Required vital signs on every patient include blood pressure, pulse, respirations, and pain/severity. 

 Pulse oximetry and temperature documentation is dependent on the specific complaint. 

 Timing of transport should be based on patient’s clinical condition. 
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Adult Airway Guidelines  
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Adult Airway Guidelines

 

 
PEARLS 

 For this Guideline, adult is defined as 13 years old or greater. 

 Quantitative waveform capnography to measure CO2 is mandatory with all advanced airways, 

Intubations, LMA, Combitube and King LTA.  Results will be documented, and attached to 

the patient care report.   

 Maintain c-spine immobilization, a C-Collar may be considered for all advanced airways. 

 Do not assume hyperventilation is psychogenic –use oxygen, not a paper bag. 

 External Laryngeal Manipulation and/or the gum bougie should be used to assist with 

      difficult intubations. 

 Paramedics should consider using an alternative advanced airway when they are unable to 

intubate a patient or in lieu of endotracheal intubation when it is appropriate.  

 Continuous pulse oximetry should be utilized in all patients with an inadequate respiratory 

function. 

 No more than two attempts/visualizations at intubation should be performed. One additional 

attempt may be made by one other paramedic if they are available on scene. 

 An attempt to intubate: Is when the laryngeal scope is placed in the ororpharynx to visualize 

the glottis opening.  

 Definition of a Failed Airway – An airway in which you can’t intubate and can’t ventilate 

 Neosynephrine Spray may be utilized to assist in nasotracheal intubation. 
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Cardiac Protocols 
 

 

Document all rhythm changes with monitor strips and 

obtain monitor strips with each therapeutic 

intervention 
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Acute Coronary Syndromes / Chest Pain   
 

Universal Patient Care Guideline 

(Assessment of ABCs) 
  

   
Oxygen: Oxygen Therapy if patient complaining of Shortness of breath, 

tachypneic, and or respiratory distress (or SpO2 is less than 94%) 
  

   
ASPIRIN: Aspirin 324 mg 

 4 - Baby ASA (81mg) PO 

Consider patients prescribed daily dose, and adjust accordingly  
 

Do Not Administer ASA if: 
o Patient is unresponsive 

Patient unable to control  
swallowing 

o Known allergy to 

ASA/NSAIDS (Ibuprophen) 
o Possibility of aortic 

dissection 
o Do not administer ASA if 

the patient is involved in a 
MVA or other trauma related 
incident  

  
MONITOR: Cardiac Monitor Perform, and transmit 12-Lead EKG  

(if  12-lead shows STEMI, contact hospital as soon as possible for STEMI 

alert and transport to appropriate primary PCI facility) 

 

  
IV/IO: Establish IV/IO NS @ KVO  

   
NITROGLYCERIN: Nitroglycerin (NTG) 0.4mg (1/150 gr.) sublingual or NTG 

spray (1) metered dose SB/P > 100 and HR > 60.  If IV/IO has been established, 

NTG may be repeated q 5 minutes to a total of 3 doses, until symptom free or 

SB/P ≤100 

Nitropaste 1-2” topically, If BP falls below 120 systolic, remove Nitropaste and 

clean the area and Notify medical control.  

 

Do not administer 

Nitroglycerin If SBP < 100 

mmHg 

or 

if erectile dysfunction 

medication use within the last 

72 hours 

   

If pain persists after 3
rd

 administered NTG 

 and SB/P remains >100 administer  

Morphine Sulfate (MS) 2mg, Q 5 minutes up to  (10 mg) SIV/IOP titrated 

to discomfort/pain relief provided SB/P >100 

 

  

   
ANTI-NAUSEA: Consider  

 Ondansetron (Zofran) Adult Dose: 4 mg Slow IV/IO Over 2 - 5 Minutes or Deep IM 

Pediatric Dose: 0.1 mg/kg (max. single dose of 4 mg) IM or slow IV/IO over 2 – 5 

minutes 

Or 

Reglan Adults only  10mg IV/IO push slow (over 1-2 minutes) 

Or 

Compazine   Adult:  5 – 10mg Deep Dorsogluteal IM 

          Pediatric Dose: 0.1 mg/kg (max. single dose of 4 mg) IM or slow IV/IO over 2 – 5 minutes 

   

   

Establish Medical Control Possible Physician Orders: 
 

Additional MS 2mg SIV/IOP every five minutes (up to maximum dose of 0.1mg/kg)  

 Titrated to discomfort/pain relief provided SB/P >100. 

Additional sublingual Nitroglycerin  
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Acute Coronary Syndromes / Chest Pain (continued)  

 
 

PEARLS 

 Transport suspected STEMI to a PCI center if transport time is 30 minutes or less, consult with 

medical control as needed with transport times greater than 30 minutes.  

 Confirm that patient has not used erectile dysfunction meds in the past 48 - 72 hours due to the 

potential for severe hypotension if Nitroglycerin administered. 

 Paramedics should perform 12-lead prior to administration of NTG.  If 12-lead shows inferior   

STEMI, do not administer NTG prior to performing a right sided EKG.   

 Giving NTG and Morphine to patients with right ventricular infarction is contraindicated 

 Do not repeat prehospital ASA if BLS providers already administered ASA 

 If patient SB/P drops below 100, place patient supine, and administer 250 cc 

bolus of Normal Saline, and remove any NTG paste/patch. 

 Early transport and notification of the hospital are essential for patients suspected of ACS. 

 If patient is wearing a nitroglycerin patch remove it prior to administering sublingual 

nitroglycerin.  

 Absence of an IV/IO shall not preclude use of first NTG dose provided SB/P remains >100   
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ACLS Cardiac Arrest Algorithm 
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PEARLS 

 

 Contact medical Control as needed 

 * If patient has chronic renal failure contact medical control for a possible order of calcium  

Chloride 1 gm IV/IO and or Sodium Bicarbonate 1mEq IV/IO. 
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Cardizem IV/IO Dose:  

First Dose: 0.25 mg/kg max 20 mg 

Decrease dose by 5 mg for elderly patients >70 

Consider maintenance infusion of 5 mg/hr 

 

Metoprolol IV/IO Dose: 

(with online medical control) 

First Dose: 5 mg SIV/IOP 
 

 

 
 

 

 

 

 

 

 

Polymorphic Ventricular 

Tachycardia (Torsades) 

 

Magnesium Sulfate 1-2 g slow 

IV/IOP over 5-10 minutes 
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Adult Tachycardia (with pulse) continued 
 

PEARLS 

 

 May consult medical control as needed 

 Adenosine may not be effective in identifiable atrial flutter/fibrillation, yet is not harmful. 

 Monitor for hypotension after administration of Diltiazem or Metoprolol. 

 Utilize Metoprolol when patient takes PO Beta Blockers. 

 If patient is on no medications or on a Calcium Channel Blocker, Diltiazem will be the first line 

medication.   

 Document all rhythm changes with monitor strips and obtain monitor strips with each therapeutic 

intervention. 

 Unstable conditions must be related to the tachycardia.  Signs and symptoms (S/S) may include: chest 

pain, SOB, decreased level of consciousness, hypotension, shock, CHF, pulmonary congestion, and 

AMI. 

 Immediate cardioversion is seldom needed for heart rates < 150 BPM 
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Respiratory Protocols 
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Acute Pulmonary Edema  
 

Universal Patient Care Algorithm   

   

Oxygen Therapy (maintain oxygen saturation > 94% )  

Initiate CPAP  

 (See CPAP guideline) 

  

   

Cardiac Monitor 

12 Lead EKG  

  

   

IV/IO Normal Saline KVO   

   

If SBP >100 mmHg, Nitroglycerin 0.4 mg SL* 

Repeat q 3 – 5 minutes prn 

*absence of an IV/IO shall not preclude the use of first NTG 

dose provided that the SBP is >100 mmHg 

Nitropaste 1-2” topically, If BP falls below 100 systolic, remove 

Nitropaste and clean the area and Notify medical control.  

→ 

Do not administer Nitroglycerin If 

SBP < 100 mmHg 

or 

if erectile dysfunction medication use 

within the last 72 hours 

   

       Consult Medical Control 
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Continuous Positive Airway Pressure (CPAP)   

 
Patient presenting with any of the following signs of respiratory distress: 

 Hypoxemia despite oxygen therapy 

 Increased oxygen requirements 

 Accessory muscle use 

 Crackles or rhonchi 

 Increased work of breathing 

 Inability to speak in full sentences 

     

Contraindications  

 Respiratory Rate ≤10 breaths/minute 

 Confusion: Inability to understand and/or to cooperate with 

application of CPAP 

 History or suspicion of pneumothorax or recent tracheo-

bronchial surgery, thoracentesis, lung biopsy, and/or 

bronchoscopy  

 Respiratory distress related to trauma  

 Active nausea or vomiting despite anti-emetic therapy 

 Hypotension: Systolic BP less than 100 mmHg (contact medical 

control) 

 Anaphylactic reaction 

 

 

 

 

Yes 

 

 Provide O2, ventilate as 

appropriate 

 Transport to Hospital  

 NO     

Believed to be a respiratory problem 

DO NOT SUSPECT THE PATIENT HAS A PNEUMOTHORAX 

          YES   

1. Apply CPAP at 10 cmH2O  

2. If possible (depending on the CPAP unit used), adjust FIO2 to maintain oxygen saturations of > 90% 

     

     

PEARLS 

 If the level of consciousness diminishes consider discontinuing CPAP and initiating bag valve mask 

ventilation 
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Complete Airway Obstruction  
 

Conscious    Unconscious 

     

Assess to determine airway obstruction    Assess to determine unresponsiveness  

     

Perform Abdominal thrusts for  conscious 

patient 
   Attempt to establish airway to determine airway obstruction 

     

Continue Abdominal thrusts until airway is 

cleared or patient becomes unconscious 
   Perform Abdominal thrusts for unconscious patient 

     

    If airway is still obstructed perform direct laryngoscopy and 

remove any foreign body using Magill Forceps 

     

    If airway is still obstructed, attempt endotracheal intubation 

     

    If airway is still obstructed, consider needle Cricothyrotomy  

 

     

    Establish Medical Control 
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Respiratory Distress 
 

Universal Patient Care Algorithm 

     

Pulse Oximetry  Oxygen Therapy if Sa02 are equal or 

less than 94% 

  

     

  IV/IO Normal Saline KVO   

     

  Wheezes?  No 

     

Asthma 

 

Yes  Bibasilar 

Crackles / Signs 

of CHF 

     
 

 COPD 

 Go to 

Pulmonary 

Edema 

Protocol 

     

Albuterol  2.5 mg in 2.5 mL of NS  

and Ipratropium 0.5 mg 2.5cc combined 

(DuoNeb)  

(if repeat needed, administer Albuterol up 

to 2 more doses to a total of 3 doses 

 Albuterol  2.5 mg in 2.5 mL of NS  

and Ipratropium 0.5mg 2.5cc combined 

(DuoNeb) 

(if repeat needed, administer Albuterol 

up to 2 more doses to a total of 3 doses) 

  

     

For Severe Cases 

Epinephrine 1:1000 0.3mg IM (if age <50, 

no cardiac hx, no hypertension) 

 
 

  

     

Methylprenisolone 2 mg/kg (max 125 

mg) Slow IV/IOP  
 

 Methylprenisolone 2 mg/kg (max 

125 mg) Slow IV/IOP  
 

  

     
Establish Medical Control 

Possible Orders:  

Epinephrine 1:1000 0.01mg/kg to a max of 

0.3mg  IM  

Repeat Nebulizer Rx 

 Establish Medical Control 
Possible Physician Orders 

Repeat nebulizer treatment 

 

  

 

 

PEARLS 
 If respirations begin to decrease in rate or depth with a change in mental status, begin to assist ventilations immediately. 

 CPAP Therapy for Suspected PNA, CHF, Pulmonary with associate SOB, and Hypoxia  
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Medical Protocols 
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Paramedic Routine Medical Care 
 

PURPOSE:  All patients, after receiving their initial assessment and priority assignment, are to receive routine medical 

care followed by the initiation of the appropriate Guideline. 

 
ABCs,  Address life threats immediately per appropriate Guideline 

 

Maintain and protect airway, using adjuncts as necessary 

 

Protect C-spine at all times if any possibility of injury 

 

Oxygen per Guideline if Sa02 is less than 94% Titrate oxygen to maintain saturation of 94% - 96% , do not with hold 

oxygen for shortness of breath  

 

PATIENT ASSESSMENT 

 

 

Place patient in position of comfort unless otherwise contraindicated 

 

Obtain and record vital signs every: 

15 minutes for stable patient 

5 minutes for the unstable patient 

Pre and post administration of medication 

 

Consider initiation of pulse oximetry and capnography as indicated 

 

IV/IO access and cardiac monitoring  

 

Treat the patient based upon appropriate patient care guideline, in some cases more than one guideline may be 

followed  

 

Destination hospital based upon patient condition, trauma regulation, and guidance for STEMI, patient’s request, or 

medical condition. An unstable patient should be transported to the closest emergency department. 

For suspected strokes, contact medical control to determine appropriate facility  
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Allergic Reaction 
 

Stable Hemodynamics (Blood pressure >100 mmHg systolic); with minor or moderate skin 

manifestations. No shortness of breath or tachypnea, with clear breath sounds and saturations 96% - 

98% on room air  

 

Universal Patient Care Guideline 

 

Oxygen as per Guideline 

 

Establish IV/IO with Normal Saline 

 

Cardiac monitor 

 

Benadryl 1mg/kg IV/IO or IM (max 50mg) 

 

 

Establish Medical Control 

 Possible Physician orders:  

Epinephrine 1:1,000 0.3mg  

 

 

Methylprednisolone 2 mg/Kg 125 mg Slow IV/IOP  

 

 

PEARLS 

 An allergic reaction is a hypersensitivity to a given antigen. It is usually not life threatening, 

merely uncomfortable for the patient. 

 The patient is hemodynamically stable and complains of minor to moderate skin manifestation 

(erythema, pruritus or urticaria). 

 If angioedema is present refer to anaphylaxis Guideline 

 If wheezes or respiratory distress is present, refer to the anaphylaxis Guideline 

 

 

 

 

 

 

 

 

 

 

 

 

  

  



 

25  

 

Anaphylaxis 
 

 

Unstable Hemodynamics with hypotensive patient or impending upper airway obstruction; Stridor; severe 

wheezing and/or respiratory distress. 

 

Universal Patient Care Guideline 

 

Airway Management Guideline 

 

Oxygen 

 
Epinephrine 1:1,000 0.3mg IM  

The anaphylaxis patient who has at least two of the following 

criteria: 

1. Unstable Hemodynamics with hypotension (SBP < 

100 mmHg) 

2. Difficulty in breathing or wheezing 

3. Hives, redness and/or itching 

4. Difficulty in swallowing 

 

Methylprenisolone 2 mg/kg (max 125 mg) 

 

Epinephrine 1:1,000 0.3mg IM 

 

Albuterol 2.5mg via nebulizer for respiratory distress 

 

Normal Saline titrated to a BP > 100 systolic 

 

Cardiac monitoring 

 

Benadryl 1mg/kg Slow IV/IOP  (max. 50mg) 
 

If patient remains unstable hemodynamically, administer Epinephrine 1:10,000  0.1 mg slow IV/IO over 3 

minutes, can be repeated X 2 to a maximum dose of 0.3mg IV/IO or IO,  titrated to effect. Repeat in 2 min 

prn. 

 

Establish Medical Control 
Possible Physician orders: 

 Dopamine Drip 

 Repeat doses of Epinephrine or Epi-Pen 
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Altered Level of Consciousness 
 

 

Universal Patient Care Guideline 

       

    Oxygen Therapy if Sa02 is less than 

94% 

Consider quantitative waveform 

capnography 

  

       

    Trauma or suspected trauma  

Spinal Immobilization 

  

       

    IV/IO Access   

       

    Blood Glucose Analysis   

       

       

  Blood Glucose Low 

<80mg/dl.  

 Blood Glucose 

Between 80 – 300 mg/dl 

 Blood Glucose 

>300 mg/dl 

       

  Oral Glucose 15 GM  if Alert with 

intact gag reflex 

 Opiate overdose suspected?  Normal Saline 

250 cc bolus  

 

       

  Dextrose up to 25 Gm SIV/IOP if 

blood glucose level is low, may 

repeat one dose if clinically 

indicated. 

When IV/IO access is unavailable, 

administer Glucagon 1.0 mg IM 

 

 If the patient demonstrates a low 

respiratory rate (<10) or 

hypoventilation, administer: 

Narcan 0.4-2.0 mg IV/IO/IN or IM  

or 2.0mg IN or  2.0 ET (if intubated) 

and no IV/IO access 

 

Monitor patient 

for fluid overload 

       

 No Return to Baseline?  Consider other causes: Head injury, 

Overdose, Stroke, Hypoxia 

 Repeat Normal 

Saline 250 cc 

bolus as needed  

 

       

  Yes  Transport to Emergency Department 

Establish Medical Control as 

needed 
Possible Physician orders: 

Additional Oral Glucose, Dextrose 

and/or Narcan 
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Altered Level of Consciousness Continued  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

PEARLS 

 Be aware of AMS as presenting sign of an environmental toxin or Haz-Mat exposure and protect 

personal safety. 

 If the patient is symptomatic, the EMS first responder may administer oral glucose if a glucometer 

is unavailable. 

  It is safer to assume hypoglycemia than hyperglycemia if doubt exists. 

 Do not let alcohol confuse the clinical picture.  Alcoholics frequently develop hypoglycemia. 

 Consider restraints if necessary for patient’s and/or personnel’s protection per the restraint policy. 

 Treatment options are not mutually exclusive, consider other or combined causes. 
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Heat Related Emergencies 
 

 

  Universal Patient Care 

Guideline 

  

     

  Move patient to a cool 

environment 
  

     

  Oxygen    

     

Heat Cramps 

Pain in muscles due to loss of fluid and salt.  

Frequently affects lower extremities and 

abdomen.  Cool, moist skin, normal to slightly 

elevated temperature; nausea. 

 Heat Exhaustion / Heat Stroke 

The state of more severe fluid and salt loss leading to 

syncope, headache, nausea, vomiting, diaphoresis, 

tachycardia, pallor and/or weak pulse. 

 

A very serious condition.  The patient may present 

with hot and flushed skin, strong bounding pulse and 

altered mental status.  The situation may progress to 

coma and/or seizures.  CAUTION:  Sweating may still 

be present in 50% of heat stroke patients. 

 

     

Establish IV 

 Normal Saline 

Consider Fluid 

Bolus 

 
 

 Remove as much clothing as practical, cool patient 

with a cool wet sheet 

    

   Apply cold packs under the arms, around the neck and 

at the groin 

     
Establish Medical 

Control 
   Establish IV/IO Normal Saline 

Consider Fluid Bolus 

     
    Cardiac Monitor & 12 Lead EKG 

     
    Establish Medical Control 
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 Drowning 
 

Universal Patient Care Guideline 

 

While protecting the cervical spine, establish a patent airway appropriate to the clinical situation 

 

If hypothermic, follow Hypothermic Guideline 

 

Bronchodilator via nebulizer as required for bronchospasm 

(follow Acute Respiratory Distress Guideline) 

 

Treat according to appropriate Guideline 

 

Contact Medical Control 
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Hypothermia 
 

  Universal Patient Care Guideline   

     

  Avoid rough handling or excessive 

movement 

  

     

Maintain the Airway 

Assist ventilations if respiratory rate is less than 5/minute, but do not hyperventilate; Administer humidified 

oxygen at 100% 

     

  Protect C-spine as necessary   

     

Remove patient from cold environment 

Remove all wet clothing 

Protect from further heat loss 

     

Establish IV/IO Normal Saline (warmed) Check blood glucose level  

If SBP <100 administer 1L NS as a fluid challenge 

     

  Monitor cardiac rhythm   

     

Mild Hypothermia 

(greater than 93.2 F or 34 

C) 

 Moderate Hypothermia 

(86-93.2 F or 30 – 34 C) 

 Severe Hypothermia 

(Less than 86 F or 34 C) 

     

Passive Rewarming 

(Warm blankets, Warm 

Environment) 

 Active External Rearming 

Hot packs wrapped in a towel may be applied 

to axillae, groin, abdomen 

 Active External Rewarming 

Hot packs wrapped in a 

towel may be applied to 

axillae, groin, abdomen 

     

  If indicated 

Dextrose 25 GMs IV/IOP 

Narcan 0.4-2.0mg IV/IOP 

 

 DO NOT DELAY 

TRANSPORT 

Transport the patient supine 

     

  Contact Medical Control 

Possible Physician orders: 

 Contact Medical Control 

Possible Physician Orders 

Dextrose 25 GMs IV/IOP 

Narcan 0.4-2.0mg IV/IOP 
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Hypothermia (Continued) 

 

PEARLS 
 HANDLE GENTLY: The cold heart is more susceptible to fibrillation 

 Clinical presentation for moderate hypothermia may include: Conscious, but often lethargic, often shivering, with skin that is pale 

and cold to touch.  

 Clinical presentation for severe hypothermia may include:  Unconsciousness or decreased LOC, ice cold skin, inaudible heart 

sounds; unobtainable BP, or severe hypotension; unreactive pupils, very slow or absent respirations 
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Hypothermic Arrest 
 

     

Yes 
← 

Vfib/Vtach 

on monitor? 
→ 

No 

     

Defibrillate at 360 joules or appropriate 

biphasic setting X 1. 

   Initiate CPR 

Start rewarming 

     

If no conversion, initiate CPR 
 

  Establish Medical Control for 

consideration of any further orders. 

     

Contact Medical Control 

Potential orders include increased time 

between medications for moderate 

hypothermia; however Do not 

administer medications unless 

directed to do so by Medical Control 

Physician. 

   Potential orders include increased time 

between medications for moderate 

hypothermia; however Do not 

administer medications unless 

directed to do so by Medical Control 

Physician. 
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Nausea / Vomiting Guideline (Adult) 

 
 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

Universal Patient Care 

Guideline 

Consider 12 Lead EKG 
 

 
  Ondansetron (Zofran)  4 mg Slow IV/IO over 2 - 5 Minutes or Deep IM 

Or 

  Reglan 10mg IV/IO push slow (over 1-2 minutes) 

Or 

 Compazine 5 – 10mg Deep Dorsogluteal IM 
 

IV/IO Access 
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Overdose / Poisoning 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

        

 

 

 

 

 

 
 

PEARLS 
It is essential to obtain the following information on all drug overdoses and poisonings: 

 

 Refer to Emergency Response Guidebook 

 Name and ingredients of the substance(s) taken. 

 The amount taken. 

 Approximate time substance was taken. 

 Method of substance abuse:  ingestion, injection, inhalation, or topical transmission. 

 Look for the container(s) of substance ingested and if appropriate transport with 

Patient. 

 Reason for the ingestion: e.g., suicide, accidental overdose, or mixture of Incompatible substances. 

 Vomiting prior to arrival. 

 Remove topical contaminant as completely as possible, flush with water 

 At the earliest convenience contact Poison Control directly or through Medical Control 

o 1-800-222-1222 

 

 

 

Universal Patient Care Guideline 

Establish IV/IO of Normal Saline if 

hypotensive without cardiogenic 

pulmonary edema consider fluid bolus 

12 Lead EKG 

 

Cardiac Monitor 

Treat symptomatic rhythm according to protocol 
 

Suspected Inhalation or Topical 

Exposure? 

Oral ingestion? 

Important: 

NEVER INDUCE VOMITING 

 

Follow Altered Mental Status 

Guideline 

Conscious and Alert? 

No 

No Yes 

Yes 

Establish Medical Control 

Specific exposure information for further 

treatment orders and specific arrival 

instructions (e.g., use a specific hospital 

entrance) 

Evaluate the scene for safety consideration as a Hazmat Incident 

Notify CMED as indicated 

Follow BLS HAZMAT Guidelines as indicated 

If Known Overdose, Move to Specific Antidotal Therapy Guideline 
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Overdose/Poisonings (Continued) 
 

Beta Blocker  Calcium Channel Blocker 

   

For persistent hypotension or symptomatic 

bradycardia refractory to Atropine and 

fluids consider: 

 

Glucagon 0.1 mg/kg (max 5 mg) IV  

Repeat in 5 minutes PRN  

 

 For persistanent hypotension or 

symptomatic bradycardia to 

Atropine and Fluids: 

 

Calcium Chloride 20 mg/kg (max 1 

g) IV. Repeat in 5 minutes if 

hypotension persists  

 

     

Fore hypotesion or bradycardia with poor 

perfusion despite previous measures 

consider:  

 

Epinephrine 1mcq/kg/min IV infusion, 

titrate to effect. 

 For Refractory Bradycardia (<40 

BPM) with poor perfusion:  

Consider Transcutaneous Pacing. Set 

rate between 50-60 PPM. 

   

For Refractory Bradycardia <40 BPM with 

poor perfusion consider:  

Transcutaneous Pacing 

 For persistent hypotension with poor 

perfusion despite previous measures 

consider:  

Dopamine (Intropin) 10-20+ 

mcg/kg/minute IV 

 

Pearls 

 Providers are encouraged to consult Medical Control early in the management of toxicological 
emergencies when possible.  

 Ensure large, patent vein when administering calcium chloride to avoid extravasation and tissue injury  
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Overdose/Poisonings (Continued) 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Administer:   Atropine 2mg IV/IO or IM Repeat, doubling dose every 5 minutes until bronchorrhea ceases.  I.e. 

initial dose of 2mg; Second dose of 4mg; Third dose of 8 mg, etc. 

Consider: Sodium Bicarbonate 

1 mEq/kg IV/IO 

Repeat once in 5 minutes if 

QRS still >0.10 sec 

 

Stimulant or Anticholinergic 

QRS > 0.10 sec? 

Sodium Channel Blockers 

(Tricyclic Antidepressants, 

Diphenhydramine, Cocaine) 
Monitor body temperature.  

Consider active external cooling

  

Manage agitation, chest pain and 

seizures following appropriate 

guidelines. 

Consider Repeat Fluid Bolus if 

Hypotensive 

Organophosphate Poisoning 

(SLUDGE symptoms) 

For Persistent Ventricular 

Dysrhythmias:  Consider 
Magnesium Sulfate 1-2g slow 

IV/IOP over 5 - 60 min or  
Lidocaine 1 to 1.5mg/kg  

 

Administer Lorazepam 0.1 mg/kg (max 2mg) IM or IV/IO 

If seizures are observed, follow seizure guideline 

PEARLS 

 Providers are encouraged to consult Medical Control early in the management of toxicological 

emergencies when possible. 

 Ensure large, patent vein when administering calcium chloride to avoid extravasation and tissue injury. 

 In TCA overdose, Sodium Bicarbonate is the preferred treatment, with Magnesium or Lidocaine for 

refractory arrhythmias 

 Additional resources maybe needed 

 Ensure large, patent vein when administering calcium chloride to avoid extravasation and tissue injury. 

 (SLUDGE symptoms) 
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Pain Management (Adult) 
 

 

Universal Patient Care Guideline (Include Pain Scales in assessment) Use non-pharmacological pain management. 

Positioning, splinting, padding, reassurance, cold therapy. 

 

IV/IO Access 

 

 

Patient Reports Moderate to Severe Pain (4 or greater on 1-10 scale) after BLS interventions? with S/S of increased pain 

 

Yes 

 

Significant Head Trauma? 

GCS < 13? 

Or SBP < 100 

 

 

 

Establish Medical Control 

Possible Physician Orders: 

 Morphine  

No 

 

  

If patient is immobilized to a backboard or has a history of nausea / vomiting from Narcotics and no contraindications exist, 

then administer: 

 Ondansetron (Zofran) Ondansetron (Zofran)  
Adult Dose: 4 mg Slow IV/IO Over 2 - 5 Minutes or Deep IM  

Pediatric Dose: 0.1 mg/kg (max. single dose of 4 mg) IM or slow IV/IO over 2 – 5 minutes 

 
 Reglan 10mg IV/IO push slow (over 1-2 minutes) –or- 

 

Compazine :  Adult:  5 – 10mg Deep Dorsogluteal IM 

                        Pediatric Dose: 0.1 mg/kg (max. single dose of 4 mg) IM or slow IV/IO over 2 – 5 minutes 

 

 

Reassess pain, if pain is still present or worsening consider repeat dose of Morphine   

 

 

Morphine 

0.1 mg/kg Morphine Sulfate (2mg/min increments) up to 10 mg slow IV/IO via syringe or IV/IO infusion (over at least 5 

minutes) For patients over 65 administer 0.05 mg/kg. or 

If IV/IO access is unavailable, Administer 0.1 mg/kg Morphine Sulfate up to 10 mg IM 

  

 

 Establish Medical Control 

 For Additional Morphine If 10 Minutes after completion of the last morphine dose, the patient still reports 

moderate to severe pain (4 or greater on 1-10 scale) and the Systolic BP is appropriate 

 

 

 

PEARLS 

 Attempt verbal and tactile stimulation to reverse respiratory depression prior to considering naloxone. 

 Administer the smallest possible reversal dose of naloxone to maintain adequate respirations.    

Reassess pain, if pain is still present or worsening consider repeat dose of Morphine  with Online medical control 

 0.05 mg/kg Morphine  Slow IV/IO (over at least 4-5 minutes in 2mg/min increments) to a maximum single dose of 5 mg 

No patient should receive more than 0.2mg/kg or 10 mg total of Morphine on standing orders 
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Seizures 
 

  Universal Patient Care Guideline 

Consider Trauma, Hypoglycemia, Overdose 

Go to appropriate Guideline if indicated 

 

   

  
Protect the patient from personal injury 

   

   

Oxygen via Non rebreather    

  

 

  
Establish an IV/IO of Normal Saline @ KVO 

and obtain blood glucose level and record 

Reassess patient  

  

If Blood Glucose is <80 

Administer the following 

 
If patient is actively seizing 

  

         

Dextrose 50% 25 g IV/IO 

(or) 

Glucagon 1mg IM if IV/IO 

access unavailable 

 

Reassess patient  

  

Lorazepam 0.1mg/kg IM/IV/IO with a max single dose of 2 mg. 

2mg, repeated q 5 minutes to a max total dose of  4 mg 

If unable to establish an IV or IO administer IM. 

(or) 

Diazepam: Adult Dose: 0.2 mg/kg average dose 2 – 10 mg 

IM/IV/IO repeat in 5 minutes or until seizure activity is 

resolved, to a max dose of 20 mg.  

               Pedi dose: 0.2 mg/kg (up to 3 mg) IM/IV/IO 

(or) 

Midazolam: Adult Dose 0.1 mg/kg (<70 yr.) 2.5 mg - 6 mg,  

                      Administer 50% dose to patient > 70  

                      IV/IO/IN repeated every 5 minutes or: 5 mg IM 

every 10 minutes to a total of 10 mg or until seizure 

activity is resolved. 

                      Pedi Dose   0.1 mg/kg (single max dose 4 mg) repeat 

once after 5 minutes. 

 

  

 

  
Establish Medical Control 

Possible Physician orders: 

Additional anti-seizure medication 

Additional Dextrose 
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Shock 

 

Universal Patient Care Guideline 

Control obvious bleeding 
 

  High flow oxygen if 

Sa02 is < 94% 

  

     

  Early transport of 

patient 

  

     

Yes ← Cardiogenic Shock? → No 

     

Establish IV/IO Normal Saline 

KVO 

Fluid Challenge of 250 ml X 2  

   En route to hospital 

Establish large bore IV/IO of Normal 

Saline titrate to a systolic BP > 90 

mmHg  

Consider second large bore IV/IO line 

 

     

Cardiac Monitor 

12 Lead EKG 

Treat any underlying arrhythmias 

as per Guideline 

Dopamine 5 mcg/kg/min up to 20 

mcg/kg/min titrated to a systolic 

BP ≈ 100 mmHg 

    

    

    

     

Establish Medical Control    

    Establish Medical Control 

 

PEARLS 

Note:  Lung sounds and respiratory status must be continuously monitored to avoid pulmonary edema. 

 

Identification of possible septic shock Evidence of sepsis criteria – YES (2 or more): 

 Temperature < 96.8 °F or > 100.4 °F. 

 Heart rate > 90 bpm. 

 Respiratory rate > 20 bpm. 

 Systolic blood pressure < 90 mmHg. 

 New onset altered mental status OR increasing mental status change with previously altered mental status. 

 Advise Hospital of your findings  
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Anxiety / Behavioral Emergencies  
 

The following medical control options may be utilized for the patient with a psycho-social condition 

exhibiting extreme anxiety, and who is hemodynamically stable. 

 

  Universal Patient Care 

Guideline 

  

 

Cardiac Monitor 

     

  IV/IO Access   

     

No ← Patient Violent? → Yes 

     
Lorazepam  up to 0.5 -2 mg slow IV or 

IM 

(or) 

Diazepam 0.2 mg/kg (up to 3 mg) 

IM/IV 

(or) 

Midazolam 0.1 mg/kg (single max 

dose 4 mg) IM/IV/IN 

   (Refer to Behavioral Emergencies 

Guidelines below) 

     

Establish Medical Control 

Possible Physician Orders: 

Additional Medications 

   For Adult Patients 

Lorazepam  0.05mg/kg up to 2 mg 

IM 

And 

Haldol 5 mg IM 

(or)  

Haldol 5 mg IM 

and  

Midazolam 0.1 mg/kg (single max dose 4 

mg) IM/IV/IN 

 

     

    Establish Medical Control 

Possible Physician Orders: 

Additional Medication 

 

PEARLS 

 Administration of Haldol decreases a person’s seizure threshold.  Use with caution on patients 

with a history of seizure disorders or cocaine overdose. 

 Use with caution with patients with prolonged QT segment. 

 Lorazepam  and Haldol may be administered in the same syringe 

 Psychiatric disorder  administer the medication is this order Haldol / Midazolam, for alcohol withdrawal:   

Midazolam / Haldol  

 Midazolam and Haldol MAY NOT BE Combined in the same syringe  
 EKG, Pulse Oximetry and quantitative waveform capnography should  be monitored continuously 
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Behavioral Emergencies Guidelines  
 

EMS providers may use physical and/or chemical restraints on patients who pose a danger to themselves or 

others.   

 

Providers should make every effort to ensure that law enforcement and adequate assistance are present when 

attempting to restrain a violent or combative patient. 

 

Only the minimum amount of restraint necessary to protect providers and the patient should be used. 

 

Providers should first attempt to verbally calm the patient down.  If the patient does not comply, physical 

restraint may be attempted. 

 

Providers should assess the patient for medical conditions that could be contributing to the patient’s 

behavior.  If an assessment cannot be performed prior to physical restraint, it should occur as soon as 

possible after restraint is applied when it is safe and feasible. 

 

Physical restraints must be soft in nature and pose no threat to the patient’s safety.   Only the extremities 

shall be restrained and these restraints must be assessed every five minutes.   

 

Patients must never be hog-tied, restrained in a prone position with hands tied behind their backs or placed 

between backboards or mattresses.  No restraint shall ever be tied around the head, neck or chest.  A surgical 

mask, or spit shield, may be placed loosely on the patient to prevent spitting. 

 

Handcuffs may only be used by law enforcement or correction officials on patients in their custody.  If the 

law enforcement officer insists that the patient remain handcuffed during transport, they must accompany the 

patient or directly following OEMS Guidelines.  

 

Chemical restraint may be used per guideline following unsuccessful attempts at verbal and/or physical 

restraint or when a patient continues to forcibly struggle against physical restraints. 

 

All restrained patients must have continual reassessment of vital signs and neurovascular status of distal 

extremities.  In chemically restrained patients (safety permitting) this should include EKG, pulse oximetry, 

and quantitative waveform capnography if the patient is no longer alert. 

 

Documentation must include justification for restraint, type of restraint used, restraint procedure, results of 

continual reassessment, medications administered, the indications for the administration, and any other care 

rendered. 

 

Do not hesitate to involve medical direction in any call involving restraint. 
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Dystonic Reaction  
 

Universal Patient Care Guideline 

 

IV/IO Access 

 

Administer 25 – 50 mg of Benadryl, IV/IO or IM 

 

Establish Medical Control 

 

Dystonic Reaction: This is an idiosyncratic reaction to a neuroleptic and antiemetic medication/ It 

frequentl involves acute of involuntary muscle spasm, which painful and unctrollable, possibly 

leading to respiratory compromise. Spasms of the neck muscles and the face are common 

presentations. There is also commonly difficulty with speech, swallowing, and breathing. 

Individuals may have ingested these medications unknowingly, especially having purchased 

them “on the street” or given by family “as a sleeping pill.” Clinically dystonia can give the 

appearance of anxiety reactions, tetanus, strychnine toxicity, CVA, or atypical seizures.  
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Stroke Guidelines  
 

Universal Patient Care Guideline 

 

 

Check Blood Glucose Level 

 

If  blood glucose is below  60 mg/dl and patient is unable to swallow, administer 25g of 50% Dextrose 

 

Cincinnati Prehospital Stroke Scale 

 

Transport Patient to appropriate receiving facility 

 

Contact Medical Control – activate stroke  

 

 

PEARLS 

 

 Brief history focusing on time of onset of symptoms, when the last time the patient was seen. 

 12 lead EKG as time permits  

 Establish second IV line if possible  
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Adult Trauma Protocols ≥ 13 

Years Old  
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Injured Patient Triage Guideline  
 
 

When transport to a Level I or II Trauma facility is indicated, but the ground transport time to that hospital is judged to be greater 

than twenty (20) minutes, determination of destination hospital shall be in accordance with medical control. 

 

 
 

PEARLS 
 Severely injured patients <13 years should be taken to a Level I or II facility with pediatric resources including pediatric 

ICU. 

 All EMS providers transporting trauma patients to hospitals shall provide receiving hospital with a complete OEMS 

approved patient care form prior to departing from the hospital. 

WHEN IN DOUBT, CONSULT WITH MEDICAL CONTROL 
*State of Connecticut Regulation of Department of Public Health, Concerning Statewide Trauma System:  Section 19a-177-5 

. 

No 

Yes 

Yes 

Yes 

Measure Vital Signs and level of Consciousness 

Glasgow Coma Scale 12 or less    

Call Medical Control  

Assess Anatomy of Injury 

1. Gunshot wound to head, neck, chest, abdomen or groin? 

2. Third degree burns > 15% body surface or of the face or 

airway? 

3. Evidence of spinal cord injury? 

4. Amputation other than digits? 

5. Two or more proximal long bone fractures? 

Assess mechanism of injury and other factors 

1. Falls >20 feet 

2. Apparent high speed impact 

3. Ejection of patient from vehicle 

4. Death of same vehicle occupant 

5. Pedestrian hit by car at > 20 mph 

6. Rollover accident 

7. Significant vehicle deformity – especially of steering wheel 

8. Age <5 or >55 

9. Known cardiac disease or respiratory distress 

10. Penetrating injury to neck, thorax, or abdomen other than 

gunshot wounds 

Take to Level I or Level 

II Trauma Facility 

Evaluate as per usual Guidelines 

No 

No 
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Management of the Adult Trauma Patient 
 

Scene Assessment 

Initial Patient Assessment 

Stabilize C-Spine during assessment 

Open airway using Modified Jaw thrust, if indicated 

Perform  Rapid Extrication, if indicated 

↓ 

Manage  Patient Airway /Administer Oxygen /Ventilate 

Determine Patient’s Hemodynamic Status ( Vital signs) 

Control External Bleeding with Direct Pressure 

↓ 

Utilize Pulse Oximetry, Quantitative waveform capnography & ETCO2 

Complete Spinal Immobilization 

↓ 

The following treatments should not delay 

transport 

 

*  Initiate Vascular Access 

2 large bore peripheral IV/IO 

or 1 single IO 

If patient is hypotensive - infuse 

Normal Saline 

W/O  then titrate 

to maintain SBP >90. Do 

not exceed 2000cc infusion 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Injury Specific Treatments 

 

 Head Injury –ventilate 350-500ml at 

rate 10 / min. If herniation signs 

develop, increase rate to 20/min & 

maintain CO2 Level of 34-38. 

 Chest Wound –apply 3 sided dressing. 

Release dressing if S&S of Tension 

Pneumothorax occurs. 

 Flail Chest – Airway management with 

manual splinting 

 Abdominal Evisceration –apply 

Moistened NS sterile occlusive dsg. 

 Impaled Objects –do not remove & 

stabilize in place 

 Extremity Fractures – check 

neurovascular status & immobilize 

 Isolated Femur Fracture –Traction 

Splint 

 Pelvic Fx with hypotension – 

consider pelvic binder 

 Pregnant Pt – check externally for 

Contractions, vaginal bleeding, 

amniotic fluid. If hypotensive elevate 

right side of backboard 

 Bleeding Control – Direct Pressure, 

Tourniquet 
*     Cardiac Monitor - treat 

dysrhythmia according to 

ACLS 

 If  Tension Pneumothorax (dyspnea, deviated 

trachea, hypotension, subcutaneous 

emphysema & diminished breath 

sounds)present – perform  needle 

decompression 

↓ 

Begin Transport to Trauma Center according to the guidelines outlined in the  

State of Connecticut Injured Patient Triage Guideline 
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Management of the Trauma Patient Continued 

 

 

PEARLS 

 Alert recieiving facility of trauma alert 

 Indications for Spinal Immobilization  - any Blunt Injury above Clavicle , Unconscious Patient, 

Multi-System Trauma,  Neck Pain, High Speed Crash, Complaints of Extremity numbness /tingling , 

GSW involving Torso.  

 To control hemorrhage direct pressure is the 1
st
 choice. Do not elevate extremity or use pressure 

points.  

 The use of tourniquets must be considered in severe hemorrhage if direct pressure fails. If a 

tourniquet is applied it should be just proximal to site of hemorrhage & tightened until bleeding stops. 

Mark time of application on tourniquet leave site exposed for visual monitoring of hemorrhage 

 One attempt maybe made to straighten severely angulated fractures if distal extremity has no distal 

pulse 
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Burns 

 
Universal Patient Care Guideline 

  ↓     

Airway Guidelines/Oxygen therapy  

  ↓     

  Establish an IV/IO Normal Saline (in area not 

affected by burn if possible). 

    

  ↓     

  Type of Burn 

Assess percentage of Total Body Surface Area 

Burned 

    

  ↓     

Thermal Burns  Chemical Burns  Ophthalmic Burns  Electrical Burns 

↓  ↓  ↓  ↓ 

Cover burns with clean, dry 

dressing.  If the burns are 

less than 10% and are 

superficial or partial 

thickness you can moisten 

towels or sheets with sterile 

normal saline for comfort. 

Otherwise use dry sterile 

dressings 

 Consider any chemical burn situation as a 

Hazmat situation.  If potential Hazmat situation 

exists, notify receiving hospital ASAP 

 

Identify the chemical if possible 

 Immediate and 

continuous flushing 

of the affected eye is 

performed using 

Normal Saline.  If 

contact lenses are 

known to be in the 

patient’s eyes, an 

attempt should be 

made to remove them 

and continue 

flushing. 

 Suspect spinal injury 

secondary to tetanic 

muscle contraction 

Immobilize Patient.  

Assess for entrance 

and exit wounds. 

↓  ↓    ↓ 

If burn injury greater than 

20% BSA, begin fluid 

resuscitation at 500 ml/hr. 

If hypotensive, administer 

250-500ml fluid bolus and 

titrate to patient’s BP >100 

SB/P 

 Remove affected clothing & jewelry (if not 

already done) 

 Continuously flush 

with Normal Saline 

while enroute to the 

hospital.   

 IV/IO Normal Saline 

↓  ↓  ↓  ↓ 

Control Pain According to 

Pain Control Guideline 

 Flush with copious amounts of water or saline 

unless contraindicated.  Irrigate burns to the 

eyes with a minimum of 1 liter of Normal 

Saline.  Alkaline burns should receive 

continuous irrigation throughout transport.  

Brush off dry powder. 

 Control Pain 

According to Pain 

Control Guideline 

 Cardiac Monitor 

Treat any cardiac 

rhythm disturbances 

per Guideline 

 

Control Pain 

According to Pain 

Control Guideline 

↓  ↓  ↓  ↓ 

Establish Medical Control 
Possible Physician Orders: 

Morphine Sulfate, 

Intubation. 

 Control Pain According to Pain Control 

Guideline 

 

 Establish Medical 

Control  

 Establish Medical 

Control 

  ↓     

  Establish Medical Control 

Possible Physician Orders: 

Morphine Sulfate IV/IOP 
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Burns (Continued) 
 

 

PEARLS 
For Chemical Burns: 

 Try and obtain name of the chemical or its I.D. 

 Phosphorus burns should not be irrigated, brush chemical off thoroughly. 

 Hydrofluoric Acid burns - be aware of cardiac implications due to induced hypocalcemia and the   

need for immediate contact with Medical Control. 

 Upon receiving the patient consider that they may still be contaminated 

 

For Ophthalmic Burns 

 Advise patients not to touch/rub their eye (s)  

 

Electrical Burns 

 Without placing self at risk, remove patient from the source of electricity or have the power cut off. 

 Treat any trauma secondary to electrical insult as per Guideline 
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Selective Spinal Immobilization Guideline  
 

I. Scope: Connecticut Certified EMT’s through Licensed Paramedic’s 

II. Purpose:  

A. The State of CT is supporting efforts to decrease unnecessary immobilizations in the field and 

reduce the risks and complications associated with this procedure. The intent of this guideline is to 

decrease injury and discomfort to patients caused by unnecessary spinal immobilization and use of 

long spine boards.  

B. Studies show that immobilizing trauma victims may cause more harm than good to the patient.  

C. Penetrating trauma victims benefit the most from rapid assessment and transport to a trauma 

center without spinal immobilization or spinal motion restriction (SMR). 

D. There is evidence that backboards result in harm by causing pain, changing the normal anatomic 

lordosis of the spine, inducing patient agitation, causing pressure ulcers, and compromising 

respiratory function. 

E. Backboards should be avoided for spinal immobilization with conscious patients.   

F. Placing ambulatory patients on backboards is unacceptable.  

III. Spinal Injury Assessment 

A. Introduction 

1. Omit SMR if all assessment criteria are safely assessed and normal 

2. Consider SMR for a patient who is suspected of having a traumatic unstable spinal column injury. 

Have  high index  of  suspicion  for pediatrics  and patients with  degenerative skeletal/ 

connective tissue  disorders  (i.e. osteoporosis,  elderly, previous  spinal fractures, etc) 

3. Penetrating trauma such as a gunshot wound or stab wound should NOT be immobilized on a 

long board. Emphasis should be on airway and breathing management, treatment of shock, and 

rapid transport to a Level 1 or 2 trauma Center. 

4. Determination that immobilization devices should be used or removed should be made by the 

highest level provider on scene. 

5. If the immobilization process is initiated prior to the arrival and assessment by the highest level of 

provider, STOP and perform spine injury assessment to determine best course of action.  

B. Pediatric Patients and Car Seats 

1. Infants restrained in rear-facing car seat may receive SMR and be extricated in the car seat. 

The child may remain in the seat if the SMR is secure and his/her condition allows (no signs of 

respiratory distress or shock). 

2. Children restrained in car seat (with a high back) may receive SMR and be extricated in the 

car seat. The child may remain in the seat if the SMR is secure and his/her condition allows (no 

signs of respiratory distress or shock). 

3. Children restrained in booster seat (without a back) need to be extricated and receive standard 

SMR procedures  

Helmet removal: Safe and proper removal of the helmet should be done by two people following steps 

outlined in an approved trauma curriculum. 
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Selective Spinal Immobilization Guideline  
 

IV. Spinal Motion Restriction 

A. INTRODUCTION: The term spinal motion restriction (SMR) better describes the procedure 

used to care for patients with possible unstable spinal injuries. SMR includes: 

1. Reduction  of gross movement  by patient 

2. Prevention of duplicating the damaging mechanism to spine 

3. Regular reassessment of motor/sensory function  

B. PURPOSE: To decrease  the risk  of negative  effects  caused  by traditional  spinal  

immobilization while  still providing appropriate care  to patients  with  possible spinal injury by 

implementing alternative methods to achieve SMR 

C. INDICATIONS: Any patient identified by State of CT’s Spinal Injury Assessment to warrant 

spinal motion restriction. The spinal injury assessment should be performed prior to application of 

SMR. 

D. PROCEDURE: If patient experiences negative effects of SMR methods used, alternative 

measures should be implemented. 

1. If hard backboard utilized for extrication, Patient should be removed from the extrication 

device as soon as possible and placed on the ambulance stretcher  

a) Patients with potential c-spine or spinal column injury should be transported supine 

directly on flat cot only without a long spine board. If patient was extricated to stretcher 

on a long spine board, unstrap and log-roll the patient, remove the long spine board for 

transport, and transport on cot. 

b) May be left on hard spine board if not for spinal immobilization (e.g. Extremity splinting) 

or removal would delay transport of an unstable patient.  

2. Patient positions and/or methods/tools to achieve SMR that are allowable (less invasive to 

more invasive):  

a) Patient Position: supine, lateral, semi fowler’s, fowlers 

b) Tools/methods to achieve position of comfort include, but not limited to: pillows, 

children’s car seat, scoop, vacuum mattress 

3. Provide manual stabilization restricting gross motion. Alert and cooperative patients  may be 

allowed to self-limit motion if appropriate with or without cervical collar 

4. Apply cervical collar 

a) Patients who are unable to tolerate cervical collar may benefit from soft collars, pillows or 

other padding   
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Selective Spinal Immobilization Guideline  
 

5. Considerations for patient movement when  decision to SMR has been made: 

a) Keeping with the goals of restricting gross movement of spine and preventing increased 

pain and discomfort,  self-extrication by patient is allowable 

b) If needed, extricate patient limiting flexion, extension, rotation and distraction of spine 

Pull sheets, other flexible devices, scoops and scoop-like devices can be employed if 

necessary. Hard backboards should only have limited utilization. 

6. ALERT: No standing takedowns of ambulatory patients. Ambulatory patients who meet 

the above criteria for cervical immobilization should have c-collar applied and be allowed to 

sit onto the stretcher. 

7. Apply adequate padding to prevent tissue ischemia and increase comfort. Patients should be 

allowed to be in position of comfort.  

8. Place patient in position best suited to protect  airway 

9. Regularly  reassess  motor/sensory function  (include  finger  abduction, wrist/finger  

extension, plantar/dorsal flexion and sharp/dull exam if possible) 

10. Consider the use of Sp02 and EtC02 to monitor respiratory function 

11. Delivery to hospital: movement of patient to hospital stretchers should be done by limiting 

motion of the spine. Use of slide boards, sheets lifts, etc. should be considered.  

E. SPECIAL CONSIDERATIONS 

1. Patients with acute or chronic difficulty breathing: SMR has been found to 

limit respiratory function an average of 17% with the greatest effect experienced 

by geriatric and pediatric subjects restricted to a hard backboard. USE SMR 

WITH CAUTION with patients presenting with dyspnea and position 

appropriately 

2. Pediatric patients, <9 years of age: 

a) Consider  use of padded pediatric motion restricting board 

b) Avoid methods that provoke increased spinal movement 

c) If choosing to apply SMR to patient in car seat, ensure that proper assessment of 

patient posterior is performed 

3. Combative patients: Avoid  methods  that provoke  increased spinal  movement  and/or 

combativeness 

Interfacility transports: Long spine boards do not have a role for patients being transported between 

facilities. If the sending facility has the patient on OR is asking EMS to use a long spine board for transport, 

EMS providers 
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OB/GYN Protocols  
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Antepartum Hemorrhage 

 (2
nd

 & 3
rd

 Trimester) 
 

 

Universal Patient Care Guideline 

↓ 

DO NOT DELAY – Transport immediately appropriate  hospital 

Contact medical control as needed 

↓ 

Oxygen 

↓ 

Use a wedge to tilt the patient to the left to move the fetus off of the 

Inferior vena cava if the patient is in the second or third trimester 

↓ 

IV/IO Normal Saline wide open - titrate SBP >100 

↓ 

Keep patient warm 

Elevate lower extremities 

Follow Shock Guideline 

↓ 

Establish Medical Control 
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Pregnancy Induced Hypertension and  

 (Eclampsia / Toxemia) 
 

Universal Patient Care Guideline 

 

↓ 

Lorazepam  Adult Dose: 0.1mg/kg IM/IV/IO  with a max single dose of 

2mg, repeated q 5 minutes to a max total dose of  4 mg 

(or) 

Diazepam: Adult Dose: 2 – 20 mg IM/IV/IO 

                    Pedi dose: 0.25 mg/kg (up to 3 mg) IM/IV/IO 

(or) 

Midazolam: Adult Dose 0.1 mg/kg (<70 yr.) 2.5 mg - 6 mg,  

                      Administer 50% dose to patient > 70 IV/IO/IN repeated every 5 minutes or: 5 mg IM every 10 

minutes to a total of 10 mg or until seizure activity is resolved. 

 

Magnesium Sulfate: 4 Gms in 20 ml normal saline Slow IV/IOP (over 5 minutes) 

Follow with infusion of Magnesium Sulfate @ 1 - 2 g/Hour 

↓ 

If seizures recur or do not subside, contact medical control for repeat of above. 

. 

 

PEARLS 
Eclampsia is preceded by preeclampsia which consists of hypertension, potential altered mental status and 

diffuse edema.  Gentle ALS transport should be considered for these patients. 
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Emergency Child Birth 
 

  Universal Patient Care Guideline 

  ↓ 

  Oxygen 

  ↓ 

  Establish IV/IO Normal Saline at KVO rate 

  ↓ 

No Crowning or urge to push  Crowning or urge to push 

Imminent Delivery 

↓  ↓ 

Transport to OB facility  Prepare for childbirth 

  ↓ 

  Control delivery with the palm of the hand so the infant does not “explode” out 

of the vagina. Support the infants head as it emerges and support perineum with 

gentle hand pressure. 

If prolaspe/Nuchal  cord is present proceed appropriate protocol 

  ↓ 

  Support and encourage the mother to control the urge to push. 

  ↓ 

  Tear the amniotic membrane, if it is still intact and visible outside the vagina. 

Check for cord around the neck. 

  ↓ 

  Gently suction mouth and nose (with bulb syringe) of infant as soon as head 

is delivered. 

  ↓ 

IF Meconium is present & the infant has a 

HR<100, poor respiratory effort or poor 

muscle tone* 

 Note the presence or absence of meconium staining. 

↓  ↓ 

Intubate and suction prior to stimulating 

breathing. Ventilate with BVM after 

suctioning 

 As shoulders emerge, guide head and neck slightly downward to deliver anterior 

shoulder, then the posterior shoulder. 

  ↓ 

  The rest of the infant should deliver with passive participation.  Get a firm hold 

on the baby. 

  ↓ 

  Repeat gentle suctioning then proceed to postpartum care of infant and mother. 

  ↓ 

  Dry and keep infant warm.  If possible skin-to-skin contact with the mother 

while covering the infant with a blanket provides a good warming source. 

  ↓ 

  Establish date and time of birth and record, do APGAR at 1 and 5 minutes. 

 

*If the infant has a HR >100, strong respiratory effort and good muscle tone, intubation and suctioning is not 

indicated. 
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Delivery Complications 
 

Nuchal Cord 

(Cord around baby’s neck) 
 

Universal Patient Care Guideline 
↓ 

Emergency Delivery Guideline 
↓ 

Slip two fingers around the cord and lift over baby’s head. 
↓ 

If unsuccessful: Double clamp cord, cut cord between clamps with sterile scissors (blunt side next to baby, never use a 

scalpel) allow cord to release from baby’s neck. 
↓ 

Continue with normal delivery guideline. 
↓ 

Contact Medical Control 

 

Prolapsed Cord 
(Cord presenting before the baby) 

 

Universal Patient Care Guideline 
↓ 

Elevate mother’s hips in knee-chest position or left side down in Trendelenberg position. 
↓ 

Protect cord from being compressed by placing a sterile gloved hand in vagina and pushing up firmly on the presenting 

part of the fetus 
↓ 

Palpate cord for pulsation 
↓ 

Keep exposed cord moist and warm. 
↓ 

Keep hand in position and transport immediately. 
↓ 

Contact Medical Control 
↓ 

Do not remove hand until relieved by OB personnel. 
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Delivery Complications  
 

Breech Birth 
(Legs or buttocks presenting first) 

 

Universal Patient Care Guideline 
↓ 

Emergency Delivery Guideline 
↓ 

Never attempt to pull baby from the vagina by the legs or trunk. 
↓ 

After shoulders are delivered, gently elevate the trunk and legs to aid in delivery of head (if face down)* 
↓ 

Head should deliver in 30 seconds, if not; reach 2 fingers into the vagina to locate the baby’s mouth.  Fingers in mouth 

will flex baby’s head and should assist in spontaneous delivery.  If not:  Press vaginal wall away from the baby’s 

mouth to create an airway.   If head does not deliver in 2 minutes, keep your hand in position and transport ASAP. 
↓ 

ESTABLISH MEDICAL CONTROL 

 

 

Extremity Presentation 
 

Universal Patient Care Guideline 
↓ 

Proceed immediately to the hospital 

Place in Trendelenberg Position 
↓ 

Establish Medical Control 
↓ 

Do not attempt out of hospital delivery 
↓ 

Encourage mother to perform slow deep breathing 
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Postpartum Care of the Mother   
 

Universal Patient Care Guideline 
↓ 

Emergency Delivery Guideline 
↓ 

Massage the fundus of the uterus 
↓ 

Placenta should deliver within a few minutes to up to 30 minutes.  DO NOT pull on cord to facilitate placental 

delivery.  If delivered bring the placenta to the hospital, do not delay on scene waiting for the placenta to deliver. 
↓ 

If the perineum is torn and bleeding, apply direct pressure with trauma dressing to outside of vagina only.  DO NOT 

PACK VAGINA. Observe for excessive bleeding 
↓ 

Titrate IV/IO to maintain SBP >100 mm Hg, up to 3L 
↓ 

Put the infant to breast 
↓ 

Establish Medical Control 

 

. 
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Post Partum Care of the Infant  
 

  Universal Patient Care Guideline   

  ↓   

  

Note time and date of delivery. 

Dry the infant immediately and keep 

warm. 

Continue gentle bulb suctioning of the 

mouth and nose. 

Stimulate baby by rubbing its back or 

flicking the soles of its feet, this should 

be enough to stimulate the baby to 

begin crying and breathing. 

*Spontaneous respirations should begin 

within 30 seconds after stimulation 

  

  ↓   

 

 
Yes 

Spontaneous Breathing? 

 
No 

→ 

Begin artificial 

ventilations at 30 - 40 

breaths/minute with infant 

B-V-M.  Watch for chest 

rise. 

  ↓  ↓ 

Cyanotic? 
No 

→ 
Obtain 1 minute APGAR score 

No 

← 
Pulse <80? 

Yes ↓    Yes  ↓ 

Place a pediatric face mask 

approximately 4 inches from the 

baby’s face and run oxygen at 15 

L/min. until color improves.  

Gentle suctioning as needed. 

 

Clamp cord 6” to 8” from infant’s body.  

Cut cord with sterile scissors (blunt side 

next to infant) between clamps.  

Clamping of cord is not critical, and 

does not need to be done immediately 

 

Begin CPR and follow 

Neonatal Resuscitation 

Guideline 

↓  ↓  ↓ 

Establish Medical Control 
 

 

Allow mother to hold baby next to her 

if her condition does not contradict this.  

Wrap both baby and mother together in 

blanket to diminish heat loss. 

 
Establish Medical 

Control 

  ↓   

  Obtain 5 minute APGAR score   

 

PEARLS 

If there is any bleeding from the cord clamp, reclamp again in close proximity to the “leaking” clamp. 

* IF Meconium is present AND the infant has a HR<100, poor respiratory effort or poor muscle tone 

Intubate and suction prior to stimulating breathing 

IF the umbilical cord is not clamped, keep the infant level with mom.  This will prevent infant CHF (blood 

from mom to baby) or infant anemia (blood from baby to mom). 
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Neonatal Resuscitation 
 

Universal Patient Care Guideline 

↓ 

Post Partum Care for Infants Guideline 

↓ 

Position infant on his/her back with head down.  Check for meconium. 

↓ 

Suction mouth and nose with bulb syringe. 

Dry infant and keep warm. 

↓ 

Stimulate infant by rubbing his/her back or flicking the soles of the feet.  If the infant shows decreased LOC, mottling or cyanosis, 

and/or presents with a heart rate below 100 beats per minute 

↓ 

Breathing, HR 

>100 

 Breathing HR >100 but cyanotic  Apneic or HR <100 

↓  ↓  ↓ 

Observe  Administer Supplementary Oxygen  Positive Pressure Ventilation 

  ↓  ↓ 

  If after 30 seconds, persistent cyanosis 

administer positive pressure ventilation 

 If after 30 seconds, HR <60, administer positive pressure 

ventilation and chest compressions 

    ↓ 

    If after 30 seconds, HR <60, administer Epinephrine 0.01 

mg/kg (1:10,000) IV/IO; 0.1 mg/kg (1:1,000) ET 

Consider maternal condition including medications - 

Narcan 0.1 mg/kg IM/IV/IO//ETT 

↓ 

IV/IO/IO access, 10-20 ml/kg Normal saline bolus 

   ↓ 

   Obtain blood glucose level 

   ↓ 

   Establish Medical Control 

Possible Physician orders: Repeat Epinephrine, Narcan 

Dextrose 5% 5-10 ml/kg over 20 minutes other treatment 

options per consultation 

 

PEARL 

 New AHA Guidelines no longer recommends routine suctioning of meconuim. If thick meconium 

with a HR< 100 weak respiratory effort or poor muscle tone. Ventilate with BVM after 

suctioning. 
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Trauma in Pregnancy 

 

Universal Patient Care Guideline 

↓ 

Adult Trauma Management Guideline 

↓ 

Rapidly assess fetal viability –  

is uterus (fundus) above (viable) or below the umbilicus (non-viable fetus). 

↓ 

Treat mother aggressively for injuries based on mechanism of injury. 

Follow Trauma Guideline with the following considerations. 

↓ 

Oxygen 

↓ 

Check externally for uterine contractions. 

↓ 

Check externally for vaginal bleeding and amniotic fluid leak (Broken water). 

↓ 

If patient becomes hypotensive while supine on blackboard elevate right side of backboard (to relieve pressure on the 

inferior Vena Cava by uterus). 
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Pediatric Medical Protocols  
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Pediatric Patient Assessment 
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Pediatric Airway Algorithm  
 

  Pediatric Assessment 

Guideline 
  

     
Clear, no assistance needed ← Assess Airway → Maintainable 

     
Supplemental Oxygen  Un-maintainable  Position Head, Suction, Supplemental Oxygen, 

BVM, OPA or NPA 

     
Transport and reassess 

Pulse Oximetry 
    

     
Spontaneous respirations with gag 

reflex? 

Short transport time? 

 

← 

Basic Airway Maneuvers 

(BVM, OPA or NPA) 
 

→ 

Apnea with no gag reflex? 

     
Consider managing airway with 

BLS techniques 
 Airway Obstruction? 

 
 BVM or consider ET or LMA 

     

  Heimlich Maneuver   

     

  Direct Laryngoscopy   

     

  Removal with Magill Forceps   

     

  Age <8 years: Needle 

Cricothyrotomy 

 22 lb – 77 lb 

  

     

   

Establish Medical 

Control 
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Pediatric Respiratory Distress 

 
Pediatric Assessment Guideline 

↓ 

Determine the appropriate weight of the patient 

If more than 50 kg (110 pounds), treat as an adult. 

(Use pediatric resuscitation tape if weight unavailable) 

↓ 

Ensure patency of airway 

Assess respiratory rate and effort 

↓ 

If airway is obstructed follow Obstructed Airway Guideline 

↓ 

Assess for signs of respiratory distress 

Use of accessory muscles, stridor, retractions, nasal flaring or noisy respirations 

↓ 

Administer oxygen in the least irritating manner possible 

↓ 

Allow the children to assume the most comfortable position for themselves 

as practical and safe during transport 

↓ 

See Protocols for Croup/ Epiglotitis or Pediatric Asthma if indicated 

If patient requires ventilatory assistance, remember: 

DO NOT OVER EXTEND NECK 

Ventilate with a B-V-M first 

Follow Pediatric Airway Guideline 

↓ 

Early transport of the pediatric patient is critical 

↓ 

Establish Medical Control 
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Pediatric Asthma 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                               

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Pediatric Patient 

Assessment Guideline 

Pediatric Respiratory 

Distress Guideline 

Monitor Patient Condition 

Severe Distress? (Marked accessory muscle use, hypoxia, hypercapnia, etc.) 

If minimal tidal volume, consider: Epinephrine  

0.01 ml/kg/dose IM (1:1,000) Max dose of 0.3 mg 

Repeat nebulized Albuterol as needed X 2 

 

Consider BVM Assist 

Albuterol   2.5 mg and Ipratropium Bromide 0.5 mg nebulized concurrently (i.e. Combivent® / Duoneb®).  

Unit Dose nebulized.  

   

 

Repeat nebulized Albuterol  as 

needed 

 

Yes No 

Monitor Patient Condition 

Establish IV/IO Normal saline Normal Saline 

Administer Bolus 20 mL/kg 

Severe cases: Methylprednisolone 2 

mg/kg (max 125 mg) 

Severe cases: Methylprednisolone 2 mg/kg (max 

125 mg) 



 

69  

 

Suspected Croup or Epiglotitis  
 

Pediatric Patient Assessment Guideline 

  ↓   

Pediatric Respiratory Distress Guideline 

  ↓   

Allow child to achieve position of comfort 
  ↓   

Yes ← Respiratory 

Arrest 

→ No 

↓    ↓ 

Attempt ventilation with 

Pediatric B-V-M 

   If respiratory status warrants, attempt to administer 

humidified 100% oxygen via mask (held by mother or 

significant other) 4 inches in front of child’s face, but 

ONLY if well tolerated by child. 

↓    ↓ 

If ineffective, may use adult B-V-M    Transport 

↓    ↓ 

↓    The patient has respiratory distress or stridor at rest 

Racemicepinephrine 2.25% in 0.5 ml mixed with 2 – 3 

ml of Normal Saline.  

 

* If the patient has a complicated or cardiac hx contact 

medical control before administering epinephrine 
 

If still ineffective, endotracheal intubation may 

be indicated 

NOTE:  In an unconscious patient, if there is 

strong suspicion for epiglottitis and if the 

patient is unable to be ventilated with a B-V-M 

and if an enlarged epiglottis is visualized, ONE 

attempt at intubation is allowed if the airway is 

able to be visualized.  Consider using a smaller 

size tube than you normally would. 
↓     

If unsuccessful: 

Needle Cricothyrotomy  

with online med control 
 

    

 

 

 

 

PEARLS 
Obtain history and assess respiratory status to include: 

 Presence of stridor 

 Respiratory rate and effort 

 Presence of drooling or mouth breathing 

 Degree of cyanosis 

 Increased skin temperature 

 DO NOT LOOK IN THE MOUTH 

 IMPORTANT KEEP PATIENT CALM AND UPRIGHT 

 DO NOT ATTEMPT TO ESTABLISH AN IV/IO 
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Pediatric Obstructed Airway 

 
  Pediatric 

Assessment 

Guideline 

  

  ↓   

  Pediatric Airway 

Guideline 

  

     

Partial Obstruction 

Patient can breathe, cough, 

cry or speak 

   Complete Obstruction 

Patient is unconscious, or unable to ventilate, or cyanotic with no air 

exchange 

↓    ↓ 

Oxygen 100% by face mask 

held adjacent to face 

   If patient is conscious, but totally obstructed perform BLS airway 

clearing maneuvers appropriate to age 

↓    ↓ 

Transport    - Open airway, attempt direct visualization with laryngoscope, and 

attempt removal of foreign body using Magill forceps as needed 

    ↓ 

    If unsuccessful continuing BLS airway clearing maneuvers, trying to 

ventilate with high pressure. 

    ↓ 

    Consider needle Cricothyrotomy.  Needle size is dependent upon the 

age/size of the child. 

    ↓ 

     

Establish Medical Control 
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Pediatric Pain Assessment  
 

Purpose: 

To identify and facilitate appropriate management of painful conditions in the prehospital setting 

Guiding Principles: 

Pain is a medical condition and patients possess a right to have their pain treated. 

All patients should be assessed for the presence of pain which should then be managed appropriately. 

Procedure: 

a. The EMS provider will evaluate all conscious pediatric patients (regardless of presenting 

complaint) for the presence and severity of pain once immediate life threats have been 

addressed. 

b. This assessment will be repeated after any pain management intervention, change in apparent pain 

level or at least every 15 minutes.  This evaluation will consist of, at a minimum, either a verbal 

numeric score or a visual analog score.  If possible, also include a verbal pain score.  Pain scores 

must be documented on the patient care report. 

c. Determine the ability of the child to verbally express themselves and choose an appropriate pain 

scale.  The following are general guidelines: 
 

  <3 years old – Behavioral tool or FACES Scale 

 

  3-7 years old – FACES Scale or visual analog scale 

 

  8 – 13 years old – Visual Analog Scale 
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Behavioral Tool 
 

(Add each category to calculate pain score 0-10) 

 

Face 0 

No particular expression 

Or smile 

1 

Occasional grimace or frown, 

withdrawn, disinterested 

2 

Frequent to constant frown, 

clenched jaw, quivering chin 

Legs 0 

Normal or relaxed 

position 

1 

Uneasy, restless, tense 
2 

Kicking or legs drawn up 

Activity 0 
Lying quietly, normal 

position, moves easily 

1 

Squirming, tense, shifting back 

and forth 

2 

Arched, rigid or jerking 

Cry 0 
No cry, (awake or asleep) 

1 

Moans or whimpers, 

occasional complaint 

2 

Cries steadily, screams, sobs, 

frequent complaints 

Consolability 0 
Content, relaxed 

1 
Reassured by “talking to, 

hugging, distractible 

2 
Difficult to console or comfort 

 

Wong Baker FACES Pain Rating Scale 

 

 

 

Explain to the child that each face is for a person who feels happy because he has no pain or sad because he 

has some pain, or a lot of pain.  Ask the child to choose the face that best describes how he/she is feeling. 

 

Face 0 is very happy because he doesn’t hurt at all 

Face 2 hurts just a little bit 

Face 4 hurts a little more 

Face 6 hurts even more 

Face 8 hurts a whole lot 

Face 10 hurts as much as you can imagine, although you don’t have to be crying to feel this bad. 

 

 

 

 

 

 

 

 

0 
NO HURT 

6 
HURTS 

 EVEN MORE 

8 
 HURTS  

WHOLE LOT 

10 
 HURTS 

WORSE 

Wong Baker FACES Pain Rating Scale (Modified) 

  

2 
HURTS 

LITTLE BIT 

4 
HURTS 

 LITTLE MORE 
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Visual Analog Scale 
 

Ask the patient to mark or point to the severity of their pain on a scale of zero to ten with zero being no pain 

and ten being unbearable pain, the worst pain they have ever felt. 

 

 
 

 

 

Verbal Numeric Pain Score 
 

Ask the patient to rate the severity of their pain on a scale of zero to ten with zero being no pain and ten 

being unbearable, the worst pain ever. 

 

Verbal Pain Score 
 

Ask the patient to assign one of the following adjectives to rate their pain: 

 

NONE  MILD  MODERATE  SEVERE UNBEARABLE 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

   

MODERATE 

DISTRESSING PAIN 

SEVERE 

UNBEARABLE PAIN 

NO 

PAIN 
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Pediatric Pain Management  
  

Pediatric Patient Assessment Guideline 

(Include Pain Scales in assessment) 
Universal Patient Care Guideline  Use non-pharmacological pain management. Positioning, splinting, padding, 

reassurance, cold therapy. 

 

IV/IO/IO Access 

 

Patient Reports Moderate to Severe Pain (4 or greater on 1-10 scale) after BLS interventions? 

 

Yes 

 

Significant Head Trauma? 

GCS < 13? 

Or SBP < 100 

Yes 

→ 

Establish Medical Control 

Possible Physician Orders: 

Morphine 

No 

 

  

If patient is immobilized to a backboard or has a history of nausea / vomiting from Narcotics and no contraindications exist, 

then administer: Ondansetron (Zofran) Ondansetron (Zofran)  
Adult Dose: 4 mg Slow IV/IO Over 2 - 5 Minutes or Deep IM  

Pediatric Dose: 0.1 mg/kg (max. single dose of 4 mg) IM or slow IV/IO over 2 – 5 minutes 
–or- 

Compazine :  Adult:  5 – 10mg Deep Dorsogluteal IM 

                        Pediatric Dose: 0.1 mg/kg (max. single dose of 4 mg) IM or slow IV/IO over 2 – 5 minutes 

 

 

Reassess pain, if pain is still present or worsening consider repeat dose of Morphine   

 

 

Morphine 

0.1 mg/kg Morphine Sulfate (2mg/min increments) up to 5 mg slow IV/IO via syringe or IV/IO infusion (over at least 5 

minutes) For patients over 65 administer 0.05 mg/kg. or 

If IV/IO access is unavailable, Administer 0.1 mg/kg Morphine Sulfate up to 10 mg IM 

 

 

Reassess pain, if pain is still present or worsening consider repeat dose of Morphine   

Establish Medical Control 

For Additional Morphine If 10 Minutes after completion of the last morphine dose, the patient still reports moderate to severe 

pain (4 or greater on 1-10 scale) and the Systolic BP is appropriate 

 

 

 

 

 

 

 

Administer: 

Online medical control 

 0.05 mg/kg Morphine  Slow IV/IO (over at least 4-5 minutes in 2mg/min increments) to a maximum single dose of 5 mg 

No patient should receive more than 0.2mg/kg or 10 mg total of Morphine on standing orders 
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Pediatric Pain Management (Continued) 
 

PEARLS 

 Suspect OD Attempt verbal and tactile stimulation to reverse respiratory depression prior to considering 

naloxone. 

 Administer the smallest possible reversal dose of naloxone to maintain adequate respirations.    
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Pediatric Allergic Reaction 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Oxygen as needed and 

tolerated 

Universal Patient Care Guideline 

Avoid IV/IO access and parenteral medication if possible to reduce patient discomfort and 

stress. 

Monitor Patient Condition. 

If respiratory impairment or hemodynamic 

instability develops or patient condition 

worsens, move to anaphylaxis guideline. 

Stable Hemodynamics without Respiratory Impairment 

 Minor or moderate skin manifestations. Blood pressure appropriate for 

age by formula or length based tape.  Signs of adequate perfusion are 

present (appropriate mental status, skin color, temp, capillary refill, etc.) 

Pediatric Patient Assessment Guideline 

Consider careful monitoring in the patient that receives administration of oral 

Diphenhydramine and an Epi-Pen prior to EMS arrival (for signs and symptoms (s/sx) of an 

allergic reaction) but then presents to EMS with no s/sx of a reaction and/or with an acuity 

level consistent with this guideline. 

file:///C:/MAC/Final%20May%2022%202007%20NCCEMS%20Protocols.doc%23UniversalProtocol
file:///C:/MAC/Final%20May%2022%202007%20NCCEMS%20Protocols.doc%23pediassessment
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Pediatric Anaphylaxis 

 
Pediatric Assessment Guideline 

↓ 

Oxygen and 

Pediatric Airway Guideline 
↓ 

 

Epinephrine (1:1,000) 0.01 mg/kg IM 

 
↓ 

Establish IV/IO/IO access 

Fluid Bolus 20ml/kg of Normal Saline  
↓ 

If bronchospasm, administer Albuterol nebulized treatment  (2.5 mg) 

Benadryl 1mg/kg IV/IO push (over one minute) IM if no IV/IO access. Maximum dose 50 mg. 

If above treatment does not improve patient status: 

Epinephrine (1:10,000) 0.01 mg/kg  (maximum dose of 0.3mg) slow IV/IO push 
↓ 

Establish medical Control 
Possible Physician orders: 

Repeat Epinephrine IM or IV/IO doses q 5 minutes 

Epinephrine infusion 0.1 to 0.3 µg/kg/min increasing to 1.0 µg/kg/min as necessary 

Fluid Bolus 20ml/kg of Normal Saline  
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Pediatric Fever 

 
Pediatric Patient Care Guideline 

↓ 

Wear N95 mask if highly infectious agent suspected or  bioterrorism related event 

- Obtain temperature if available (Temporal artery preferred) 

- Passive cooling without inducing shivering 

↓ 

Consider contacting medical control for treatment advice 

 

 
 

 
      

PEARLS 

 This Guideline is NOT to be used for patients suffering from environmental hyperthermia 
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Pediatric Altered Mental Status / Hypoglycemia / Coma  
 

  Pediatric Assessment Guideline   

  ↓   

  Pediatric Airway Guideline   

  ↓   

  Consider etiology (trauma, hypoglycemia, 

overdose, seizure, hypoxemia, etc.) 

Treat according to appropriate Guideline 

Determine GCS 

  

  ↓   

  Check Blood Glucose Level 

In the following circumstances: 

 Glucose <80 

 Glucometer not available and 

patient is known diabetic or 

 History consistent with 

hypoglycemia 

 Intact Gag Reflex 

Administer Oral Glucose 15 g 

  

  ↓   

  Establish IV/IO access   

     

 

Administer Dextrose 25% or 

10% 0.5 Gm/kg IV/IO push 

If IV/IO access cannot be 

readily established 

Administer Glucagon 0.02 

mg/kg up to 1mg IM 

   If a narcotic overdose is suspected or 

unknown and respiratory insufficiency is 

present: 

Administer Narcan 0.1 mg/kg 

IV/IO/IN/IM.  May repeat to a maximum 

dose of 2.0 mg. 

     

  Establish Medical Control 
Possible Physician orders: 

If no IV/IO access,  establish IO 

Repeat D25W 

Repeat Narcan 

 

  

 

 

PEARLS 

 For children less than a week old, see drug guide for dose of dextrose and contact medical control 

 

 

 

 

 

 

   



 

80  

 

Pediatric Seizure / Status Epilepticus 
 

  Pediatric Patient Assessment 

Guideline 

  

  ↓   

  If post-trauma 

Cervical and full spinal 

immobilization as appropriate while 

maintaining airway 

  

  ↓   

  Closely assess respiratory activity.  

Use blow-by oxygen. 

Assist ventilations with B-V-M and 

100% O2 as necessary. 

Suction as necessary. 

  

  ↓   

  IV/IO Access   

  ↓   

  Check Blood Glucose Level 

Reassess patient  

  

  ↓   

  If glucose level <80 administer:  

Dextrose 25% or 10% 0.5 G/kg 

Reassess patient  

  

  ↓   

  Cardiac monitor   

  ↓   

  HAS THE SEIZURE PERSISTED 

BEYOND 10 MINUTES (from 

onset)? 

  

  ↓   

Yes    No 

↓    ↓ 

Administer:   

Lorazepam 0.1 mg/kg (up to 2 mg) 

IV/IO/IM 

(or) 

Diazepam 0.2 mg/kg (up to 3 mg) 

IM/IV/IO 

(or) 

Midazolam 0.1 mg/kg (single max 

dose 4 mg) repeat after 5 minutes 

IM/IV/IOIN 

 

      Establish Medical Control 

Possible Physician orders: 

Administer: 

Lorazepam 0.1 mg/kg (up to 2 mg) 

IV/IO/IM 

(or) 

Diazepam 0.2 mg/kg (up to 3 mg) 

IM/IV /IO   

(or) 

Midazolam 0.1mg/kg not to exceed 

4 mg (single max dose). 

IM/IV/IO/IN 

 
Repeat Dextrose 25% or 10% 

 

↓ 

Establish Medical Control 
Possible Physician orders: 

Repeat administration of anti-seizure 

medications 

Repeat Dextrose 25% or 10% 
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Pediatric Overdose / Poisoning 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

        

 

 

 

 

 

 
 

PEARLS 
It is essential to obtain the following information on all drug overdoses and poisonings: 

 Refer to the Emergency Response Guidebook 

 Name and ingredients of the substance(s) taken. 

 The amount taken. 

 Approximate time substance was taken. 

 Method of substance abuse:  ingestion, injection, inhalation, or topical transmission. 

 Look for the container(s) of substance ingested and if appropriate transport with 

Patient. 

 Reason for the ingestion: e.g., suicide, accidental overdose, or mixture of 

Incompatible substances. 

 Vomiting prior to arrival  

 Remove topical contaminant as completely as possible, flush with water 

 At the earliest convenience contact Poison Control directly or through Medical Control 

o 1-800-222-1222 

 

 

Universal Patient Care Guideline 

Establish IV/IO of Normal Saline if 

hypotensive without cardiogenic 

pulmonary edema consider fluid bolus 

12 Lead EKG 

 

Cardiac Monitor 

Treat symptomatic rhythm according to protocol 
 

Suspected Inhalation or Topical 

Exposure? 

Oral ingestion? 

Important: 

NEVER INDUCE VOMITING 

 

Follow Altered Mental Status 

Guideline 

Conscious and Alert? 

No 

No Yes 

Yes 

Establish Medical Control 
Specific exposure information for further treatment 

orders and specific arrival instructions (e.g., use a 

specific hospital entrance) 

Evaluate the scene for safety consideration as a Hazmat Incident 

Notify CMED as indicated 

Follow BLS HAZMAT Guidelines as indicated 

If Known Overdose, Contact Medical control for specific antidotal therapy 
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Pediatric Bradycardia 

 

.  
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Pediatric Tachycardia 

With a Pulse and Adequate Perfusion 
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Pediatric Trauma Protocols < 13 

Years 
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Pediatric Trauma Triage 

 

  Pediatric Patient Assessment Guideline    

  ↓   

  Does the patient meet Level I or II trauma center 

criteria in accordance with State of Connecticut 

trauma regulations (19a-177-5a) as listed below? 

  

  ↓   

Yes  

GCS < 12 or SBP < 90 (hypotensive for age) or 

RR < 10 or > 29 

(< or > normal for age) 

GSW to chest, head, neck, abdomen, or groin 

Third degree burns > 15% TBSA, or third degree 

burns of face or with airway involvement 

Evidence of spinal cord injury or Amputation, 

other than digits or two or more obvious proximal 

long bone fractures 

 No 

↓    ↓ 

Transport to the closest 

appropriate Level I or 

II Trauma center. 

   Does the patient meet any of the 

following Criteria requiring medical 

control in determining patient 

destination? 

↓    ↓ 

If the patient is less 

than 13 years of age 

Transport to a Level I 

or Level II trauma 

facility 

with pediatric 

resources including a 

pediatric ICU. 

 Yes  Falls > 20 feet or 3 times the patient’s 

height, High Speed impact, Ejection 

of patient from vehicle, Death of same 

car occupant, Pedi struck by car at > 

20 MPH,  Rollover MVC,  Age<5  

Penetrating injury to thorax, abdomen 

neck, or groin other than GSW 

↓  ↓  ↓ 

If transport to an 

appropriate trauma 

center is Determined to 

be >20 minutes, contact 

your  Medical control for 

direction 

 Utilize your department’s preauthorized 

Guideline or request medical direction In 

determining most appropriate patient 

destination 

 No 

↓ 

Follow normal operating procedures 

for determining medical destination 

     

If the patient’s central pulses 

cannot be palpated, 

airway cannot be managed, or 

bleeding is 

uncontrollable  

Consult with medical control  

regarding destination facility  
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Pediatric Burn Patient 
 

Pediatric Patient Assessment Guideline  
  ↓     

Airway Management Guideline/ Oxygen therapy  
  ↓     
  Establish an IV/IO Normal Saline (in 

area not affected by burn if possible). 

→ IO Access if 

indicated 

  

  ↓     
  Type of Burn 

Assess percentage of Total Body Surface 

Area Burned 

    

  ↓     

Thermal Burns  Chemical Burns  Ophthalmic Burns  Electrical Burns 

↓  ↓  ↓  ↓ 

Cover burns with clean, 

dry dressing.  If the 

burns are less than 10% 

and are superficial or 

partial thickness you can 

moisten towels or sheets 

with sterile normal saline 

for comfort. Otherwise 

use dry sterile dressings 

 Consider any chemical burn situation as a 

Hazmat situation.  If potential Hazmat 

situation exists, notify receiving hospital 

ASAP 

 

Identify the chemical if possible 

 Immediate and 

continuous flushing 

of the affected eye 

is performed using 

Normal Saline.  If 

contact lenses are 

known to be in the 

patient’s eyes, an 

attempt should be 

made to remove 

them and continue 

flushing. 

 Suspect spinal injury 

secondary to tetanic 

muscle contraction 

Immobilize Patient.  

Assess for entrance 

and exit wounds. 

↓  ↓    ↓ 

If burn injury greater 

than 20% BSA, 

administer 20ml/kg fluid 

bolus.  Repeat bolus if 

indicated by poor 

perfusion. 

  

Remove affected clothing & jewelry (if not already done) 

↓  ↓  ↓  ↓ 

Control Pain 

Refer to Pediatric Pain 

Control Guideline 

 Flush with copious amounts of water or 

saline unless contraindicated.  Irrigate 

burns to the eyes with a minimum of 1 

liter of  Normal Saline.  Alkaline burns 

should receive continuous irrigation 

throughout transport. Brush off dry 

powder. 

 Flush with copious 

amounts of water 

or saline unless 

contraindicated.  

Irrigate burns to the 

eyes with a 

minimum of 1 liter 

of Normal Saline.  

Alkaline burns 

should receive 

continuous 

irrigation 

throughout 

transport. 

 Cardiac Monitor 

Treat any cardiac 

rhythm disturbances 

per guideline 

↓ 

Control Pain 

Refer to Pediatric 

Pain Control 

Guideline 

↓  ↓  ↓  ↓ 

Establish Medical 

Control 
Possible Physician 

Orders: Additional MS, 

Intubation. 

 Refer to Pediatric Pain Control 

Guideline 

 Refer to Pediatric 

Pain Control 

Guideline 

 Establish Medical 

Control 

  ↓  ↓   
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Pediatric Burn Patient Continued 
 

  Establish Medical Control 
Possible Physician Orders: 

 

Morphine Sulfate IV/IOP 

 Establish Medical 

Control 
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Appendix 
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Pre-Hospital Procedures 
  



 

92   

 

CPAP Paramedic 

 
Indications: 

1. Patient presenting with any of the following signs of respiratory distress. 

2. Hypoxemia despite oxygen therapy 

3. Increased oxygen requirements 

4. Accessory muscle use 

5. Crackles or rhonchi 

6. Increased work of breathing 

7. Inability to speak in full sentences 

 

Contraindications:  

1.  Suspicion of pneumothorax 

2. History  or recent tracheo-bronchial surgery, thoracentesis, lung biopsy, and/or 

bronchoscopy 

3. Respiratory Rate ≤10 breaths/minute 

4. Confusion: Inability to understand and/or to cooperate with application of CPAP 

5. Respiratory distress related to trauma 

6. Active nausea or vomiting despite anti-emetic therapy. 

7. Hypotension: Systolic BP less than 100 mmHg (contact medical control) 

8. Anaphylactic reaction 

 

Procedure:  

1. Ensure adequate oxygen supply for CPAP device. 

2. Explain procedure to patient. Be prepared to coach patient for claustrophobia or anxiety. 

3. Place patient in upright position. Apply pulse oximetry, capnography nasal capture device and 

EKG per protocol. 

4. Choose appropriate sized device mask for patient, assemble the CPAP device, attach to oxygen 

supply and insure oxygen is flowing (follow manufacturer’s directions for preparation for your 

particular device). 

 5. Place mask over face and secure with straps until minimal air leak. 

6. Adjust Positive End Expiratory Pressure (PEEP) to 5-10 cmH2O to effect for patient condition. 

7. Recheck mask for leaks and adjust straps as needed to minimize air leaks. 

8. Reassure anxious patient.  

9. Monitor pulse oximetry, quantitative waveform capnography and EKG as available and trained. 

10. If patient stabilizes, maintain CPAP for duration of transport and notify receiving hospital to 

prepare for a CPAP patient. 

11. If patient begins to deteriorate, discontinue CPAP and assist respirations by BVM  

12. Document CPAP procedure, CPAP pressure, including time and provider.  

13. Document patient response and vital signs.   
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12-Lead EKG  

Paramedic 
 

When to obtain:    After initial set of vitals  

 

Indications: 

 

Any patient suspected of acute coronary syndrome, including any of the following (but not limited to): 

 

1. Chest pain, pressure or discomfort 

2. Radiating pain to neck or left arm.  Also right arm, shoulder or back 

3. Dyspnea 

4. CHF 

5. Cardiac Arrhythmias 

6. Syncope/near syncope 

7. Profound weakness 

8. Epigastric discomfort 

9. Hyperglycemia in diabetic patients 

10. Sweating incongruent with environment 

11. Nausea, vomiting 

12. Previous cardiac history or other cardiac factors 

13. Presence of anginal equivalents 

14. Overdoses 

15. Altered Mental Status 

 

Before and after any rhythm conversion including PSVT and rapid afib. 

Do not delay scene time more than four minutes to perform 12-Lead EKG 

 

Technique: 

1. Remove patient clothing above waist.  Use a gown or sheet to preserve patient modesty 

2. Apply limb leads (to the shoulders) 

3. Print rhythm strip 

4. Apply precordial leads 

5. Place patient in position of comfort (supine preferred). 

6. Verify that all leads are securely attached 

7. Acquire 12-lead 

8. Prepare to repeat 12-lead at 10 minute intervals or on change in condition 

 

When obtained, 12-leads shall be transmitted to the receiving hospital  

 

Advise of STEMI Alert / Cardiac Alert as appropriate: If 12-lead reveals ST elevation in two contiguous 

leads, inform Medical Control as soon as possible so the hospital will be prepared for your patient.  

 

Notes: A normal 12-Lead EKG does not rule out the possibility of ischemic cardiac disease and must not be 

used to screen patients. 
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Cincinnati Prehospital Stroke Scale  
 

Sign/Symptom:  Facial Droop 

 How Tested:  Have patient show their teeth or smile. 

 Normal: Both sides of the face move equally. 

 Abnormal: One side of the face does not move as well as the other. 

Sign/Symptom:  Pronator Drift 

 How Tested:  The patient closes their eyes and extends both arms straight out, palms up, for 

10 seconds. 

 Normal: Both arms move the same, or both do not move at all. 

 Abnormal: One arm either does not move, or one-arm drifts downward (pronator drift) 

compared to the other. 

Sign/Symptom: Speech: 

 

 How Tested: The patient repeats “The sky is blue in Cincinnati.” 

 Normal: The patient says correct words with no slurring of words. 

 Abnormal: The patient slurs words, says the wrong words, or is unable to speak. 

 Patients with 1 of these findings – as a new event – have a 72% probability of an ischemic 

stroke. 

 If all 3 findings are present the probability of an acute stroke is more than 85%. 

 Determine time last seen normal  

 

Early notification of “Stroke Alert” to the receiving hospital is essential to ensure the immediate availability 

of an appropriate in-hospital response. 
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Endotracheal Tube Introducer (BOUGIE)   
Indication: 

 

For use as a guide during adult endotracheal intubation, either routine or difficult, when the endotracheal 

tube cannot be passed despite a good view of the vocal cords, an incomplete view of the glottic opening, or 

when only the epiglottis is visualized. 

 

Precautions: 

 

The ETI is not to be used in a completely blind fashion.  At a minimum, the epiglottis or an incomplete view 

of the glottic opening must be visualized.  Excessive force, passage beyond the carina, or blind introduction 

may result in damage to the soft tissue of the oropharynx or trachea/bronchi. 

 

Procedure: 

 

1. A 15F ETI should be used for ET tube sizes 6.0 to 10.0. 

 

2. Lubricate ETI with a water soluble lubricant. 

 

3. Perform laryngoscopy.  If cords not visible after optimal manipulation of the thyroid cartilage, 

identify landmarks (epiglottis at minimum) to aid intubation. 

 

4. Place introducer (with curved tip) into the mouth and direct into glottis or underneath epiglottis with 

the firm end of the ETI pointing anterior.  The intubator and/or person holding cricoid pressure may 

feel clicking as the ETI passes over the tracheal rings (this supports tracheal placement of the ETI). 

 

5. Advance the ETI to approximately 20 cm at the teeth (look for black mark (s) on ETI) 

 

6. The intubator may feel the ETI scathe to one side if the ETI passes the carina.  If advanced to deeply, 

there may also be increased resistance upon entrance into the bronchus.  Failure to meet resistance 

after almost complete insertion should suggest esophageal placement. 

 

7. If possible, continue laryngoscopy to elevate the pharyngeal soft tissue while an assistant threads an 

endotracheal tube over the introducer into the trachea.  If the endotracheal tube meets resistance at the 

laryngeal inlet and will not pass, stop advancement efforts, withdraw the endotracheal tube 1-2 cm 

with rotation of the tube 90° in either or both directions while reattempting to advance the tube may 

help negotiate passage of the tube. 

 

8. While the assistant holds the ETI, advance the endotracheal tube to the desired depth and hold the 

tube firmly in place while the ETI is gently withdrawn. 

 

Remove laryngoscope, secure the endotracheal tube, and confirm tube placement as usual. 
  



 

96   

 

Endotracheal Intubation (oral) Adult and Pediatric 

 
Indications:            Apnea/respiratory failure. Impending respiratory failure. Impaired or absent gag reflex. 

 

Contraindications: Epiglottitis, facial or neck injuries that prohibit visualization of airway anatomy 

(relative).  

Procedure: 

 

1. Always wear PPE 

2. Prepare all equipment and have suction ready. 

3. Pre-oxygenate the patient. 

4. Open the patient’s airway. While holding the laryngoscope in the left hand, insert the blade into the 

right side of the patient’s mouth, sweeping the tongue to the left. 

5. Use the blade to lift the tongue and the epiglottis, either directly with the straight (Miller) blade, or 

indirectly with the curved (Macintosh) blade. 

6. Once the glottic opening is visualized, insert the tube through the vocal cords and continue to 

visualize while passing the cuff through the cords. 

7. Remove the laryngoscope and then the stylet from the ETT.  

8. Inflate the cuff with 5 – 10ml of air. 

9. Confirm appropriate proper placement by symmetrical chest-wall rise, auscultation of equal breath 

sounds over the chest and a lack of epigastric sounds with ventilations using bag-valve-mask, 

condensation in the ETT, and quantitative waveform capnography. 

10. Secure the ETT, apply a cervical-collar (even for the medical patient) to protect the placement of the 

ETT. 

11. Reassess tube placement frequently, especially after movement of the patient. 

12. Ongoing monitoring of ETT placement and ventilation status using waveform capnography is 

required for all patients. 

13. Document each attempt as a separate procedure so it can be time stamped in the ePCR. An attempt 

is defined as placement of the blade into the patient’s mouth. For each attempt, document the 

time, provider, placement success, pre-oxygenation, airway grade, ETT size, placement depth, 

placement landmark (e.g. cm at the patient’s lip), and confirmation of tube placement including 

chest rise, bilateral, equal breath sounds, absence of epigastric sounds and end-tidal CO2 readings.  

 

 

 

 

 

 

 

 

 

 

 

 



 

97   

 

Endotracheal Intubation (oral) Adult and Pediatric Continued  
 

Ongoing monitoring of ETT placement and ventilation status with waveform capnography is required 

for all patients. 

 
If intubation attempt is unsuccessful, ETT placement cannot be verified or ETT becomes dislodged: Monitor oxygen 

saturation and end-tidal CO2 AND Ventilate the patient with 100% oxygen via a BVM until ready to attempt intubation 

again. If continued intubation attempts are unsuccessful (maximum of 3 attempts or 1 attempt for cardiac arrest) or BVM 

ventilation is not adequate, consider placing a supraglottic airway.  
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Endotracheal Intubation Nasal (adult only) 

 
Indications:  Impending respiratory failure with intact gag reflex, or jaw is clenched and unable to be 

opened. 

 

Contraindications: 

 Apnea.Nasal obstruction 

 Suspected basilar skull fracture 

 Patient fits on a pediatric length-based resuscitation tape (Broselow Tape). 

Procedures: 

1. Pre-medicate nasal mucosa with 2% lidocaine jelly and nasal decongestant spray, if available. 

2.  Pre-oxygenate the patient. 

3. Select the largest and least obstructed nostril and insert a lubricated nasal airway to help dilate the 

nasal passage. 

4.  Lubricate the ETT with water-based lubricant. 

5. Remove the nasal airway and gently insert the ETT with continuous quantitiative waveform 

capnography monitoring, keeping the bevel toward the septum (a gentle rotation movement may be 

necessary at the turbinates). 

6. Continue to advance the ETT while listening for maximum air movement and watching for 

capnography wave form.  

7. At the point of maximum air movement, indicating proximity to the level of the glottis, gently and 

evenly advance the tube through the glottic opening on inspiration. If resistance is encountered, the 

tube may have become lodged into the pyriform sinus and you may note tenting of the skin on either 

side of the thyroid cartilage. this happens, slightly withdraw the ETT and rotate it toward the midline 

and attempt to advance tube again with the next inspiration. 

8. Upon entering the trachea, the tube may cause the patient to cough, buck, strain, or gag. This is 

normal. Do not remove the ETT. Be prepared to control the cervical spine and the patient, and be 

alert for vomiting. 

9. Placement depth should be from the nares to the tip of the tube: approximately 28cm in males and 26 

cm in females. 

10. Inflate cuff with 5 – 10ml of air. 

11.  Confirm appropriate placement by quantitative waveform capnography. Symmetrical chest-wall 

rise,   auscultation of equal breath sounds over the chest and a lack of epigastric sounds with 

bagging, and condensation in the ETT.  

12. Secure the ETT, consider applying a cervical-collar and securing patient to a long backboard (even 

for the medical patient) to protect the placement of the ETT.13.  

13. Ongoing monitoring of ETT placement and ventilation status using waveform capnography is 

required for all patients.  

14. Document each attempt as a separate procedure so it can be time stamped in the ePCR. 

15.  An attempt is defined as placement of the tube into the patient’s nare. 

16.  For each attempt, document the time, provider, placement success, pre-oxygenation, airway grade, 

ETT size, placement depth, placement landmark (e.g. cm at the patient’s lip), and confirmation of 

tube placement including chest rise, bilateral, equal breath sounds, absence of epigastric sounds and 

end-tidal CO2 readings. 
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KING LT-D
™

 Airway 
 

Indications: The KING LT-D is intended for airway management in patients over 4 ft in height (122 cm) for 

controlled or spontaneous ventilation. 

 

Contraindications: 

 Responsive patients with an intact gag reflex. 

 Patients with known esophageal disease. 

 Patients who have ingested caustic substances. 

Procedure: 

1. Using the information provided, choose the correct KING LT-D size, based on patient height. 

2. Test cuff and inflation system for leaks by injecting the maximum recommended volume of air into 

the cuffs (size 3 - 60 ml; size 4 - 80 ml; size 5 - 90 ml). Remove all air from both cuffs prior to 

insertion. 

3. Apply lubricant to the beveled distal tip and posterior aspect of the tube, taking care to avoid 

introduction of lubricant in or near the ventilatory openings. 

4. Have a spare KING LT-D ready and prepared for immediate use. 

5. Pre-oxygenate, if possible. 

6. Position the head. The ideal head position for insertion of the KING LT-D is the “sniffing position”. 

However, the angle and shortness of the tube also allows it to be inserted with the head in a neutral 

position. 

7. Hold the KING LT-D at the connector with dominant hand. With non-dominant hand, hold mouth 

open and apply chin lift. 

8. With the KING LT-D rotated laterally 45-90 such that the blue orientation line is touching the corner 

of the mouth, introduce tip into mouth and advance behind base of tongue. 

9. As tube tip passes under tongue, rotate tube back to midline (blue orientation line faces chin). 

10. Without exerting excessive force, advance tube until base of connector is aligned with teeth or gums. 

11. Using the syringe provided, inflate the cuffs of the KING LT-D with the appropriate volume: 

 Size 3 -  50 ml 

 Size 4 -  70 ml 

 Size 5 -  80 ml 

12. Attach resuscitator bag to the 15 mm connector of the KING LT-D. While gently bagging the patient 

to assess ventilation, simultaneously withdraw the KING LT-D until ventilation is easy and free 

flowing (large tidal volume with minimal airway pressure). 

13. Depth markings are provided at the proximal end of the KING LT-D which refer to the distance from 

the distal ventilator opening. When properly placed, with the distal tip and  
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KING LT-D
™

 Airway (Continued) 
 

cuff in the upper esophagus, and the ventilatory openings aligned with the opening to the larynx, the 

depth markings give an indication of the distance, in centimeters, from the vocal cords to the teeth. 

14. Confirm proper position by auscultation, chest movement and verification of CO2 by capnography if 

available. 

15. Readjust cuff inflation to just seal volume (cuffs inflated with minimum volume necessary to seal the 

airway at the peak ventilator pressure employed). 

16. Secure KING LT-D to patient using commercial device. 

 

Removal of the KING LT-D 

 

1. For KING LT-D removal, completely deflate both cuffs. 

 

NOTE: It may require more than one filling of the syringe to achieve complete evacuation of the 

KING LT-D cuffs. 
 

 

PEARLS 

 

The Paramedic should be familiar with the following: 

 The KING LT-D does not protect the airway from the effects of regurgitation and aspiration. 

 High airway pressures may divert gas either to the stomach or to the atmosphere. 

 Intubation of the trachea cannot be ruled out as a potential complication of the insertion of the KING 

LT-D.  

 After placement, perform standard checks for breath sounds and utilize an appropriate carbon dioxide 

monitor as required by protocol. 

 Lubricate only the posterior surface of the KING LT-D to avoid blockage of the aperture or aspiration of 

the lubricant. 

 The key to insertion is to get the distal tip of KING LT-D around the corner in the posterior pharynx, 

under the base of the tongue. Experience  as indicated that a lateral approach, in conjunction with a chin 

lift, facilitates placement of the KING LT-D. Alternatively, a laryngoscope or tongue depressor can be 

used to lift the tongue anteriorly to allow easy advancement of the KING LT-D into position. 

 Insertion can also be accomplished via a midline approach by applying a chin lift and sliding the distal 

tip along the palate and into position in the hypopharynx. In this instance, head extension may also be 

helpful. 

 As the KING LT-D is advanced around the corner in the posterior pharynx, it is important that the tip of 

the device is maintained at the midline. If the tip is placed or deflected laterally, it may enter into the 

piriform fossa and the tube will appear to bounce back upon full insertion and release. Keeping the tip at 

the midline assures that the distal tip is properly placed in the hypopharynx/upper esophagus. 

 Depth of insertion is key to providing a patent airway. Ventilatory openings of the KING LT-D must 

align with the laryngeal inlet for adequate oxygenation/ventilation to occur. Accordingly, the insertion 

depth should be adjusted to maximize ventilation. Experience has indicated that initially placing the 

KING LT-D deeper (base of connector is aligned with teeth or gums), inflating the cuffs and 

withdrawing until ventilation is optimized results in the best depth of insertion for the following reasons: 

o It ensures that the distal tip has not been placed laterally in the piriform fossa. 
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KING LT-D
™

 Airway (Continued) 
 

o With a deeper initial insertion, only withdrawal of the tube is required to realize a patent 

airway. A shallow insertion will require deflation of the cuffs to advance the tube farther 

(several added steps). 

o As the KING LT-D is withdrawn, the initial ventilation opening exposed to/aligned with the 

laryngeal inlet is the proximal opening. Since this proximal opening is closest to and is 

partially surrounded by the proximal cuff, airway obstruction is less likely, especially when 

spontaneous ventilation is employed. 

o Withdrawal of the KING LT-D with the balloons inflated results in a retraction of tissue away 

from the laryngeal inlet, thereby encouraging a patent airway. 

 

 When the patient is allowed to breathe spontaneously, airway obstruction can occur even though no 

obstruction was detected during assisted or positive pressure ventilation. During spontaneous 

ventilation, the epiglottis or other tissue can be drawn into the distal ventilatory opening, resulting in 

obstruction. Advancing the KING LT-D 1-2 cm or initial deeper placement normally eliminates this 

obstruction. 

 Ensure that the cuffs are not over inflated. Especially if the KING LT-D is to be left in place for a 

period of time, cuffs should be inflated with the minimum volume necessary to seal the airway at the 

peak ventilator pressures employed (60 cm H2O, if cuff pressure gauge is available. 

 Removal of the KING LT-D is well tolerated until the return of protective reflexes. For later removal, 

it may be helpful to remove some air from the cuffs to reduce the stimulus during wake-up. 
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    I-Gel (LMA) Supraglottic Airway 

 

Indication: Apneic patient without a gag reflex 

 

Contraindications: 

1. Patients with an ASA or Mallampati score of III and above. 

2. Trismus, limited mouth opening, pharyngo-perilaryngeal abscess, trauma or mass. 

3. Do not allow peak airway pressure of ventilation to exceed 40cm H2O. 

4. Do not use excessive force to insert the device. 

5. As with all supraglottic airway devices, particular care should be taken with patients who have 

fragile and vulnerable dental work, in accordance with recognized airway management 

 

Procedure: 

1. Always wear appropriate PPE. 

2. Open the I-Gel package, and on a flat surface take out the protective cradle containing the device. 

3. In the final minute of pre-oxygenation, remove the I-Gel and transfer it to the palm of the same 

hand that is holding the protective cradle, supporting the device between the thumb and index 

finger. Place a small bolus of a water-based lubricant, such as K-Y Jelly, onto the middle of the 

smooth surface of the cradle in preparation for lubrication. Do not use silicone based lubricants. 

4. Grasp the I-Gel with the opposite (free) hand along the integral bite block and lubricate the back, 

sides and front of the cuff with a thin layer of lubricant. This process may be repeated if 

lubrication is not adequate, but after lubrication has been completed, check that no BOLUS of 

lubricant remains in the bowl of the cuff or elsewhere on the device. Avoid touching the cuff of 

the device with your hands. 

5. Place the I-Gel back into the cradle in preparation for insertion. The I-Gel must always be 

separated from the cradle prior to insertion. The cradle is not an introducer and must never be 

inserted into the patient’s mouth.  

6. Grasp the lubricated I-Gel firmly along the integral bite block. Position the device so that the I-Gel 

cuff outlet is facing towards the chin of the patient. 

7. The patient should be in the ‘sniffing the morning air’ position with head extended and neck 

flexed. The chin should be gently pressed down before proceeding to insert the I-Gel. 

8. Introduce the leading soft tip into the mouth of the patient in a direction towards the hard palate. 

9. Glide the device downwards and backwards along the hard palate with a continuous but gentle 

push until a definitive resistance is felt. 

10. At this point the tip of the airway should be located into the upper esophageal opening and the 

cuff should be located against the laryngeal framework. The incisors should be resting on the 

integral bite-block. 

11. The I-Gel should be taped down from ‘maxilla to maxilla’, or secured using an appropriate 

available commercially made device. 
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I-Gel Supraglottic Airway (Continued)  
 

Documentation: 

a. Indications for I-Gel use. 

b. Number of attempts to insert I-Gel 

c. Size of I-Gel 

d. Steps taken to verify tube placement. 

e. Repeat assessment and vital signs every five minutes. 

f. Changes from baseline that may have occurred, if any. 

g. Attach a Capnography wave form print out the the PCR  

 

Notes: 

The paramedic should not hesitate to utilize the I-Gel as a backup or as an alternative advanced airway in a 

patient where the establishment of an ET tube may delay securing the patient’s airway. Paramedics should 

leave the I-Gel in place with an adequate airway. 
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Esophageal – Tracheal Combitube, Paramedic and AEMT 
 

The AEMT inserting or attempting to insert the Combitube will accompany the patient in the patient 

compartment of the ambulance; exceptions include the transfer of care to a paramedic, and mass 

casualty incidents.  

      Blue #1 White #2    

  

Size:  Regular Adult 41 French   100 ml  15 ml 

 Short Adult (S/A)    85 ml  12 ml   

  
Indication: Apneic patient without a gag reflex 

 

Contraindications: 

 

1. Patient under the age of 16 years. 

2. Patient under 5’0’’ or over 6’6” in height.  (for patients under 5’0” there is a Short Adult (SA) 

tube) 

3. Ingestion of a caustic substance.                         

4. Severe oral facial trauma. 

5. Esophageal disease 

6. Patient with a stoma. 

 

Procedure: 

1. Use basic precautions including gloves and goggles. 

2. Hyperoxygenate patient before attempting placement. 

3. Test equipment while patient is being oxygenated. 

4. If basic airway is in place remove it; keep head in neutral or slightly flexed position. 

5. With one hand, grab tongue/mandible and lift towards ceiling. 

6. With the other hand place the Combitube so that it follows the natural curve of the 

pharynx. 

7. Insert to the tip of the mouth and advance gently until the printed ring is aligned with 

the teeth. 

8. Do Not Force.  If the Combitube does not advance easily withdraw and reinsert.  

9. Inflate the blue tube balloon with 85/100 ml of air.  #1 Blue - will inflate the posterior pharyngeal 

balloon. 

10. Inflate the white tube balloon   with 12/15cc of air   #2 White - will inflate the distal balloon. 

11. Begin ventilation through the longer blue connecting tube.  If auscultation of breath sounds is positive 

and    auscultation of gastric insufflation is negative, continue ventilations. 

12. IF NECESSARY, if auscultation of breath sounds is negative and gastric insufflation is positive, 

immediately begin ventilation through the shorter connecting clear tube. Confirm tracheal ventilation 

by auscultation of breath sounds and absence of gastric insufflation.  

 

Removal of Combitube: 

1. Reassure patient 

2. Have suction ready and roll patient on their side. 

3. Remove 85/100ml of air from #1 (Blue line). 

4. Remove 12/15ml of air from #2 (White line). 

5. Gently withdraw Combitube, suction patient as necessary. 
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Esophageal – Tracheal Combitube (Continued) 

 

14. Documentation: 

 Indications for Combitube use. 

 Number of attempts to insert combitube 

  Size of Combitube 41 French or 37 French (Combitube SA) 

  Which connecting tube was used for ventilation ( #1 Blue or # 2 white)  

 Steps taken to verify tube placement. 

  Repeat assessment and vital signs every five minutes. 

  Changes from baseline that may have occurred, if any. 
 

Notes: 

The paramedic should not hesitate to utilize the LMA (IGel) or Combitube as a backup or as an alternative 

advanced airway in a patient where the establishment of an ET tube may delay securing the patient’s airway. 

Paramedics should leave the LMA or combitube in place with an adequate airway. 
 

AEMT: A BLS Airway, OPA, NPO with adequate chest expansion is 

acceptable. 
 

Caution: Inserting the Combitube at a depth that is excessive, may cause an obstruction of the patient’s 

airway and the patient may not be ventilated from either lumen.  

 

***The large proximal pharyngeal cuff may cause an obstruction of the glottis opening. *** 
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Intranasal Naloxone  
Indication: 

Suspected opiate overdose (See Altered Mental Status Guideline) 

Procedure: 

1. Load syringe with 2 mg (2ml) Naloxone and attach nasal atomizer 

2. Place atomizer 1.5 cm within the nostril 

3. Briskly compress syringe to administer 1 ml of atomized spray. 

4. Remove and repeat in other nostril, spraying remaining 1ml. 

5. If no results within 3 minutes, establish IV/IO and administer IV/IO Naloxone. 

Note: It is recommended to use Naloxone 1mg/1ml concentration 
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Intraosseous Infusion 
 

The following guideline is to be utilized for FDA approved intraosseous access devices only. You should 

follow the specific manufacturer’s guidelines for the insertion procedure. 

 

INDICATIONS: May be inserted on standing order for the following: 

Adult (> 40 kg) & Pediatric (3 – 39 kg) 

1. Intravenous fluids or medications needed and a peripheral IV/IO cannot be established in 2 

attempts or 90 seconds AND the patient exhibits any of the following: 

a. An altered mental status 

b. Respiratory compromise 

c. Hemodynamic instability 

d. Status Epilepticus unresponsive to IM medication 

2. If IV/IO access is not readily available, then you may consider using IO as a backup PRIOR to 

peripheral IV/IO attempts in the following situations: 

a. Cardiac arrest (medical or traumatic). 

b. Profound hypovolemia (Shock) with altered mental status. 

c. Patient in extremis with immediate need for delivery of medications and or fluids. 

CONTRAINDICATIONS: 

 Fracture of the tibia or femur 

 Previous orthopedic procedure (knee replacement) or IO within 24 hours 

 Infection over insertion site 

 Inability to locate landmarks due to either significant edema or excessive tissue 

 

Note: If contraindication exists, utilize an alternate insertion site. 

 

PROCEDURE: 

 

1. If the patient is conscious, explain the procedure and provide the rationale for it. 

2. Use appropriate body substance isolation equipment. 

3. If the patient is conscious, prime the extension set with 2%, preservative-free Lidocaine* and leave the 

syringe attached (up to 50 mg Lidocaine total). 

4. Identify the insertion site. 



 

108   

 

 Intraosseous Infusion (Continued)  
 

5. Prep the site with betadine** or alcohol. 

6. Prepare the IO needle. 

7. Stabilize, insert the IO needle and remove the stylet. 

8. Confirm proper placement (aspiration of marrow; flushes freely without extravasation).  

  

9. Connect the extension set and flush with 2% preservative-free Lidocaine*: 

a. Adults 20-50 mg 

b. Pediatric 0.5 mg/kg 

 

10. Rapidly flush with 0.9% NaCl: 

a. Adults 10cc 

b. Pediatric 5cc 

11. Start infusion utilizing a pressure bag or BP cuff (if pressure bag unavailable). 

12. Secure the catheter and tubing. 

13. Attach identification wrist band, notify receiving facility staff and deliver removal instruction form to 

treating physician or nurse. 

14. Frequently monitor IO catheter site and patient condition. 

 

* If the patient is unconscious or allergic to Lidocaine, prime the extension set with 5-10 mL 0.9% NaCl. 

 

** Betadine is preferred (if patient is not allergic to iodine).  If time permits, swab three separate times in 

an outward, circular motion utilizing a fresh applicator each time. 

 

Note: Paramedics must have attended a medical control approved, device-specific in-service and 

demonstrated competency prior to utilizing an IO device in clinical practice. 

 

COMPLICATIONS: 

 Infection 

 Compartment syndrome 

 Subcutaneous extravasation 

 Clotting of marrow in needle 

 Osteomyelitis/cellulitis 
 

 

 

  



 

109   

 

Morgan Lens 
 

 

 

Indication:  

For use in patients age 6 years and older who have sustained an exposure injury to the eye(s), (i.e. dry or 

liquid chemical).  

Equipment:  

1. Gloves  

2. 1000ml IV bag Lactated Ringers or Normal Saline  

3. IV tubing (macro drip)  

4. Morgan Lens  

5. Tetracaine or other ophthalmic anesthetic  

6. Towels or chux  

 

Procedure:  

1. Explain procedure to patient and give rationale.  

2. Use BSI (Body Substance Isolation)  

3. Unless contraindicated*, instill one or two drops of Tetracaine.  

4. Instruct patient not to touch/rub eye(s).  

5. Spike IV bag and attach/flush tubing, connect Morgan Lens, maintain sterile environment of Morgan 

Lens.  

6. Have the patient look down, insert the Morgan Lens under the upper lid, then have the patient look up, 

retract lower lid and allow lens to drop into place.  

7. Begin flow rate at wide open and maintain this rate per patient tolerance. Have plenty of towels or chux to 

absorb flow.  

 

*Contraindication: allergic reaction to local anesthetics, i.e. Novocain, Lidocaine 
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Needle Cricothyrotomy 

 
 

Indication: 

The inability to secure the patient’s airway by other invasive procedures, endotracheal intubation or LMA. 

Cautions: 

1. Needle cricothyrotomy is an invasive procedure and requires proper training and certification through 

one of the Regional Sponsor Hospitals. 

Carbon dioxide (CO2) build-up occurs rapidly.  The procedure can be used only for a short period of time 

(30 minutes maximum) at which time a definitive airway must be established. 

2. The patient must have a patent airway or a means established to allow outflow of air from the lungs. 

Contraindications: 

1. The ability to establish an easier and less invasive airway rapidly. 

2. Acute laryngeal disorders such as laryngeal fractures that cause landmark distortion or obliteration of 

landmarks. 

3. Bleeding disorders. 

4. Injury or obstruction below the level of the cricothyroid membrane. 

Complications: 

 Pneumothorax 

 Subcutaneous emphysema 

 Catheter dislodgment 

 Hemorrhage 

 Esophageal or mediastinal injury 

 Hypercarbia 

 

Equipment: 
 

 14 gauge or larger over-the-needle catheter, or commercial product 

 10 cc syringe 

 3 cc syringe 

 15 mm adapter from a 3.0 ET tube 

 Bag-valve-mask 

 Oxygen 
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Needle Cricothyrotomy (Continued) 
 

Equipment: 
 

 Povidone iodine swabs 

 Adhesive tape 

 Trauma shears 

 Suction equipment 

 Gloves 

 Goggles 

Procedure: 

 Observe basic precautions 

 Prepare equipment:  remove plunger from barrel of 3cc syringe.  Attach 15mm adapter from the 3.0 ET 

tube. 

 Palpate the thyroid cartilage, cricothyroid membrane, and suprasternal notch. 

 Prep the skin with two povidone iodine or alcohol swabs. 

 You may attach the 10 cc syringe to the over-the-needle catheter, or you may elect to use the catheter-

needle assembly by itself.  Puncture the skin over the cricothyroid membrane. 

 Advance the needle at a 45-degree angle caudally (toward the feet). 

 Carefully push the needle until it pops into the trachea (aspirating on the syringe as you advance the 

needle if you are using a syringe). 

 Free movement of air confirms you are in the trachea. 

 Advance the plastic catheter over the needle, holding the needle stationary, until the catheter hub comes 

to rest against the skin. 

 Holding the catheter securely, remove the needle. 

 Reconfirm the position of the catheter.  Securely tape the catheter. 

 Attach the 3 cc syringe with the 3.0 ET adapter to the catheter hub.  Attach the BVM to the adapter and 

forcefully ventilate the patient.  Forcefully squeeze the BVM over one second to inflate and then remove 

the BVM to allow for exhalation (for 4 seconds). 

 Constantly monitor the patient’s breath sounds, ventilation status, and color. 

      Adequate exhalation never forcefully occurs with this technique.  The patient may develop hypercarbia 

(increased CO2) and increased air pressure in the lungs, possibly causing alveoli to rupture. 

 

 

EMS Providers with commercially made devices should follow the manufacturer’s recommendations and 

directions for use. 
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Quick Trach 
Indications 

 Patients requiring emergency assisted ventilation when all other conventional methods of ventilation 

(BVM, endotracheal intubation and/or combitube) have failed.  

 Obstructed airway that cannot be cleared.  

 

Contraindications 

 Tracheal transection  

 Children less than 3 years of age  

 When any other less invasive maneuver allows ventilation of the patient  

Procedure 

1. Preoxygenate the patient, if possible.  

2. Identify the anterior surface of the neck and clean area with Betadine or alcohol.  

3. Position the patient supine with the head slightly extended. Head extension is contraindicated if c-

spine trauma is suspected.  

4. Locate cricothyroid membrane. The cricothroid membrane is a 1 to 1.5 cm membrane that lies 

inferior to the thyroid cartilage and superior to the first tracheal ring. It is located by palpating the 

protuberant midline portion of the thyroid cartilage (Adam’s apple) and then moving the fingertip 

inferiorly 1.5 cm until it rests in a soft, flat depression between the thyroid cartilage and the first 

tracheal ring.  

5. Place your thumb and index finger of your non-dominate hand on either side of the tracheal cartilage 

to stabilize the trachea, and to anchor/stretch the skin slightly. May make a small incision in the skin 

above the cricothyroid membrane with a scalpel.  

6. Use adult Quicktrach kit (4.0 mm I.D.) to pierce the skin and cricothyroid membrane at a 45 degree 

angle, directing the cathether tip inferiorly while pulling suction on the syringe. Aspiration of free air 

confirms entry into the tracheal lumen.  

7. When the catheter tip enters the tracheal lumen, a slight give will be felt. The patient may also cough 

when the catheter stimulates the tracheal wall.  

8. Slide the catheter sheath forward until it is snug against the skin, then withdraw the needle.  

9. Attach Quicktrach flex tube to the catheter end.  

10. Attach BVM to top end of Quicktrach flex tube and begin ventilating. Confirm correct placement by 

listening to lung sounds.  

11. Secure catheter in place using pre-attached strap to Quicktrach ensuring hub of catheter is snug 

against the neck.  

12. Contact medical control to inform them the Quicktrach has been used. 

13. Patient’s airway/lung sounds must be continuously monitored to ensure proper placement.  
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Needle Thoracostomy 
 

Indication: 

Tension pneumothorax associated with either traumatic or spontaneous lung collapse and manifested by 

hypotension, severe respiratory distress, absent breath sounds with hyper resonance on the affected side.  

There may be possible tracheal shift to the unaffected side. 

In cases of traumatic cardiac arrest, bilateral decompression may considered if tension pneumothorax is 

suspected due to the mechanism of injury. 

Contraindications: 

There are no contraindications for field use. 

Procedure: 
 

1. The patient is supine with head and chest to 30 degrees (semi-sitting position). 

2. Explain procedure and rationale if patient is conscious.  Bare the chest. 

Select site for procedure—usually the anterior second or third intercostal space in the midclavicular line. 

3. Cleanse the skin. 

4. Select needle or over-the-catheter needle size 14 gauge or larger. 

Holding the needle/catheter perpendicular to the chest wall, insert it straight into the thorax, going just 

above a rib when one is encountered.  Insert until air is heard escaping.  Advance catheter and remove 

needle.  This converts a tension pneumothorax to a simple pneumothorax.  A chest tube thoracostomy 

will need to be placed in the ED. 

5. Cover puncture site, stabilize catheter to transport.  Although not mandatory, when possible, attach tube 

to flutter valve or flap valve. 

 

 

PEARLS 

 Use the largest needle or catheter possible since “plugging” with tissue may occur. 

 To reduce risk of intercostal nerve or artery damage, be sure to go above, not below, the rib. 

 Injury to the diaphragm is possible if the insertion site is too low or the patient is not positioned correctly. 

 Subcutaneous placement is possible if the insertion is not perpendicular to chest wall (remember it is       

curved, not flat). 

 Infections - late complication - prevent this by prepping the skin well. 

 

* Note:  Recent studies have shown that the standard 2” catheter may not be long enough to penetrate the 

chest wall of 10 to 35% of the population, in large patients with thick chest wall.  If clinical improvement 

does not occur after initial attempt at decompression with a standard 2” catheter, decompression with a 

longer (up to 3.5“) catheter may be attempted.  Insert needle only until air is heard escaping.  Advance 

catheter until hub is on chest wall or until resistance is met.  In extremely large patients, the paramedic has 

the option to use the larger catheter on first attempt. 
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Pediatric Glasgow Coma Scale 
 

 CHILD INFANT 

Eye Opening 4 - opens spontaneously 4 - opens spontaneously 

 3 - opens to speech 3 - opens to speech 

 2 - opens to pain 2 - opens to pain 

 1 – none 1 – none 

 5 - oriented 5 - coos and babbles 

Verbal Response 4 - confused 4 - irritable cry 

 3 - inappropriate words 3 - cries in pain 

 2 - incomprehensible words 2 – moans in pain 

 1 - none 1 - none 

 6 - obeys commands 6 - spontaneous movement 

Motor Response 5 - localizes pain 5 - withdraws to touch 

 4 - withdrawal to pain 4 - withdraws to pain 

 3 - flexion (pain) 3 - flexion (pain) 

 2 - extension (pain) 2 - extension (pain) 

 1 – none 1 - none 

 

Changes in neurologic status can be of significance to the trauma surgeon or to the neurosurgeon.   

Significant alteration can change the outcome for the patient 
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Refusal of Medical Assistance 
 

In most cases, patients have a legal right to refuse medical care and transportation to a hospital. However, 

there are many situations in which a patient's refusal of medical assistance (RMA) may not be legally valid 

and there is a significant risk of civil liability associated with an invalid RMA.  It has been estimated that 

between 50% and 90% of all litigation against prehospital EMS providers results from cases involving 

refusal of medical assistance.  This Guideline has been developed to provide a standardized process for 

dealing with RMA cases that minimizes clinical risk to patients and legal risk to paramedics. 

 

There are three components to a valid RMA.  Absence of any of these components will most likely result in 

an invalid RMA.  The three components are as follows: 

 

1. Competence: In general, a patient who is an adult or a legally emancipated minor is considered legally 

competent to refuse care.  A parent or legal guardian who is on-scene may refuse care on his or her 

minor children's behalf. 

2. Capacity: In order to refuse medical assistance a patient must have the capacity to understand the 

nature of his or her medical condition, the risks and benefits associated with the proposed treatment, 

and the risks associated with refusal of care.  

3. Informed Refusal: A patient must be fully informed about his or her medical condition, the risks and 

benefits associated with the proposed treatment and the risks associated with refusing care.  

 

The paramedic must make every reasonable effort to convince a reluctant patient to accept medically 

indicated care and transportation to a hospital before accepting a patient's RMA as a final disposition.  This 

includes assessing the patient, advising the patient about the situation and attempting to persuade him/her to 

accept care and transportation. 

 

1. Assess the patient. 

a. Perform a complete clinical assessment of the patient, including the following: 

i) Chief complaint and associated complaints 

ii) History of present illness 

iii) Past medical history 

iv) Thorough physical exam, including assessment of mental status and vital signs. 

b. To the extent possible, assess the patient's legal competence to refuse care.  

 

c. Assess the patient's capacity to comprehend the implications of the refusal. 

 

2. Advise the patient. 

a. Explicitly advise the patient of his/her medical condition, the proposed treatment and the risks 

associated with refusing care. 

b. Avoid the use of complex medical terminology.   

c. Explain the limitations of a prehospital clinical assessment. 

d. Assess the patient's understanding of the situation as you have explained it.  Ask the patient to 

repeat back to you, in his/her own words, what you have just explained to them. 

3. Attempt to persuade the patient. 

a. Attempt to convince the patient of the necessity for treatment and/or transport.  Candidly reiterate 

the potential consequences of the RMA.  Exploit any uncertainty on the patient's part. 
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Refusal of Medical Assistance (continued) 
 

b. Contact on-line medical control if indicated or mandated. On-line medical control is a resource that 

may be accessed at any time to assist in preventing an RMA or in determining the need for 

protective custody as an option.   

c. Contact police if appropriate.  Patients who refuse medical assistance but do not meet the criteria 

for a valid RMA can be problematic.  Consider involving law enforcement in such situations. 

 

4. Documentation:  When dealing with patients who are refusing treatment and/or transportation, 

thorough documentation is especially critical in avoiding significant liability.  Using the appropriate 

report form, the following information should be documented for every RMA case: 

a. Accurate patient information, times of occurrence and date 

b. A complete physical assessment, including vital signs 

c. The patient's chief complaint, associated complaints, history of present illness and past medical 

history. 

d. Evidence of the patient's capacity to refuse medical assistance 

e. The patient's signature on the RMA statement 

f. The signature of a police officer or other reliable witness to the refusal should be obtained on the 

RMA statement 

g. Itemized refusals (i.e. refusing an IV, but accepting transport and oxygen) should be documented 

clearly on the Paramedic Report Form 

 

Establish Online Medical Oversight, possible Physician Orders may include.  

Several situations require the use of on-line medical control to determine disposition.  These involve refusal 

of medical care or transportation by: 

 

1. Patients who have had advanced life support initiated or would require advanced life support 

intervention based on their chief complaint and assessment. 

 

2. Patients who have suicidal ideation resulting in any gesture or attempt at self-harm, or any verbal or 

written expression of suicidal ideation regardless of any apparent ability to complete a suicide. 

 

3. Patients who are unemancipated minors (under the age of 18yr) not accompanied by parents. 

 

4. Patients who, for any reason, have an impaired capacity from making informed decisions. 

 

5. Patients who present with an altered mental status or diminished mental capacity, or who present a 

threat to themselves. 

 

6. Patients whose initial complaint was indicative of stroke, or displayed signs/symptoms of stroke, but 

has now resolved. 

 

The paramedic must provide Online Medical Oversight with all relevant information and should allow the 

physician to converse directly with the patient by radio or telephone if necessary.  The physician may 

determine if protective custody is to be pursued via police department.  If the patient is allowed to RMA, 

then the paramedic will document the on-line medical control physician's name on the cancellation or run 

form. Document all interaction with law enforcement and the law enforcement officer’s name.  
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Rule of Nines Adult 
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Rule of Nines Pediatric 
 

 

 
 

 

Area Age – 0 Age – 1 Age – 5 Age – 10 Age – 15 

A = ½ of head 9 ½ 8 ½ 6 ½ 5 ½ 4 ½ 

B = ½ of thigh 2 ¾ 3 ¼ 4 ½ 4 ¼ 4 ½ 

C = ½ of leg 2 ½ 2 ½ 3 3 3 ¼ 
 

Lund and Browder method of calculating pediatric BSA for burns. 
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Tetracaine (Ophthalmic) 
 Eye Irrigation with ophthalmic Tetracaine 

 

Indication: 
For use in patients age 6 years and older who have sustained an exposure injury to the eye(s), (i.e. dry or 

liquid chemical). 

 

Equipment: 
1. Gloves / Body Substance Isolation 

2. 1000ml IV bag Normal Saline 

3. IV tubing (macro drip) 

4.  Nasal Cannula 

5. Tetracaine or other ophthalmic anesthetic 

6. Absorbent Material (Towels, Chux, etc.) 

 

Procedure: 

 Explain procedure to patient and give rationale. 

 Use BSI (Body Substance Isolation) 

 Unless contraindicated*, instill one or two drops of Tetracaine. 

 Instruct patient not to touch/rub eye(s). 

 Spike IV bag and attach/flush tubing, connect Nasal Cannula, maintain sterile environment  

 Please the patient in the supine position (as tolerated), place the nasal prongs at the medial aspect of the 

eye, over the bridge of the nose. 

 Begin flow rate at wide open and maintain this rate per patient tolerance.  Have plenty 

      of absorbent material. 

 

 

 

 

 

*Contraindication:  allergic reaction to local anesthetics, i.e. Novacaine, Lidocaine 
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Advance Airway - Confirmation and Documentation 

 
For use with ETT, Combitube, KING LTA or LMA 

Statement:  End-Tidal CO2 detector maybe used as a back up in the event of a mechanical failure of wave 

form Capnography. There are a number of different types and brands of end-tidal CO2 detectors, it will not 

be dictated by the Region which type or which brand to use.  However, it is the policy that each patient who 

is intubated will have quantitative wave-form end-tidal CO2) used to confirm placement and to monitor 

placement.  

 

Indications:    All patients with advanced airway in place 

Procedure: 

1. Following oral or nasal intubation, confirm positive and equal breath sounds and the absence of 

epigastric sounds.   

2. Attach Wave Form Capnography, confirm tube placement.  

3. Ventilate patient with 100% oxygen.. 

4.   If confirmation that the tube is correctly placed is noted, ETT will be secured in place 

      in the usual manner and monitored en route to the hospital. 

5.   If Wave Form Capnography or end-tidal CO2 detector indicates incorrect ETT placement, immediate    

visualization of tube placement should be done.  If ETT is incorrectly placed, immediately remove the  

      ETT, hyperoxygenate patient and reattempt intubation.  

6.   If visualization shows the ETT properly placed, secure tube in the usual manner and 

      continue to ventilate and monitor patient en route to the hospital.  Report finding to physician caring for 

patient. 

7. Documentation will include:  

Number of 

Attempts 

Tube Size      Depth Capnography Use of Bougie / 

Stylet 

    

Note:  All ET Tube Attempts must be documented; the capnography wave form will be attached to the PCR.  

A copy of the PCR and Wave Form will be left at the hospital for the patient record, and another copy 

will be left for QA.  

Note:  End Tidal CO2 Detectors: Once a patient has stopped cellular respiration (death) color change is not 

always possible even with a properly placed advanced airway. 

It is possible for an end-tidal CO2 detector to have a positive color change with an esophageal 

intubation.  This may occur for a limited time (usually on 4 or 5 ventilations) correct color change can 

be assured after this. 
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Quantitative Waveform Capnography 

 Paramedic 
 

Capnography is the vital sign of ventilation, providing a breath by breath trend of respirations and an early 

warning system of impending respiratory crisis.  Capnography will indicate an impending problem much 

sooner than pulse oximetry or patient observation. 

 

Advanced Airway Indications 

 

ET Tube Confirmation and Monitoring Tube Position 

Quantitative/ waveform capnography must be used on all intubated patients.  Continuous end-tidal CO2 

monitoring can confirm both successful placement of a tracheal intubation and its continuing proper position. 

A good wave form indicating the presence of CO2 ensures the ET tube is in the trachea.  You must still 

assess for equal lung sounds. Capnography cannot detect right main-stem intubations. 

 

Monitoring CPR 
Monitoring ETC02 indirectly measures cardiac output, thus monitoring ETCO2 is a good way to measure the 

effectiveness of CPR.  A decrease in cardiac output will lower the delivery of carbon dioxide to the lungs 

decreasing the ETCO2. The better the CPR, the higher the ETC02.   

 

Return of Spontaneous Circulation 

ETCO2 can be the first sign of return of spontaneous circulation (ROSC). During a cardiac arrest, if you see 

the ETCO2 number suddenly shoot up, stop CPR and check for pulses.  End-tidal CO2 will often overshoot 

baseline values when circulation is restored due to carbon dioxide washout from the tissues.  After a minute, 

the number should return to baseline. 

 

Loss of Spontaneous Circulation 
In a resuscitated patient, if you see the stabilized ETCO2 number significantly drop in a person with ROSC, 

immediately check pulses. You may have to restart CPR. 

 

Predictor of Resuscitation Outcome 

End tidal CO2 monitoring can confirm the futility of resuscitation as well as forecast the likelihood of 

resuscitation.  An ETCO2 level of 10 mmHg or less after 20 minutes of advanced cardiac life support can 

help accurately predict death.  In general, patients with a high initial ETCO2 reading are more likely to be 

resuscitated than those with lower values.  It is important to note, however, while a low initial ETCO2 makes 

resuscitation less likely than a higher initial ETCO2, patients have been successfully resuscitated with an 

initial ETCO2 >10 mmHg. 

 

Ventilating Head Injured Patients 
Capnography can help paramedics avoid hyperventilation in intubated head injured patients.  Try to keep the 

patient as normocapnic as possible.  A target value of 35 mmHg is recommended. 

 

Combitube and LMAs 

Quantitative waveform capnography should also be used on Supra-Glottic airways, Combi-tubes and LMAs, 

aLing LT-D as well as on all Endotracheal tubes.  A capnography filter can also be used in between a bag 

valve mask and the face mask to access ETCO2 during BVM use. 
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Quantitative Waveform Capnography 

 Paramedic 
 

Nonintubated Indications 

 

Monitoring for Hypoventilation 

When a person hypoventilates, their ETCO2 goes up. Hypoventilation can be caused by altered mental status 

such as overdose, sedation, intoxication, postictal states, head trauma, or stroke, or by a tiring CHF patient.  

A high or steadily rising ETCO2 can help a paramedic anticipate when a patient may require assisted 

ventilations or intubation.  Monitoring ETCO2 provides a better gauge of ventilatory status than respiratory 

rate.  ETCO2 will show a heroin overdose with a respiratory rate of 24 (with many shallow ineffective 

breaths) and an ETCO2 of 60 is more in need of arousal than a patient with a respiratory rate of 8 and an 

ETCO2 of 35. 

 

ETCO2 in Asthma, COPD  
End-tidal CO2 monitoring with a nasal cannula can be used to assess the severity of Asthma/COPD, and the 

effectiveness of treatment. Bronchospasm will produce a characteristic “shark fin” wave form, as the patient 

has to struggle to exhale, creating a sloping “B-C” upstroke. The shape is caused by uneven alveolar 

emptying.  Successful treatment may lessen or eliminate the shark fin shape and return the ETCO2 to normal 

range.   ETCO2 values may also fluctuate with severity of the episode. With a mild asthma, the CO2 will 

drop (below 35) as the patient hyperventilates to compensate. As the asthma worsens, the C02 levels will rise 

to normal. When the asthma becomes severe, and the patient is tiring and has little air movement, the C02 

numbers will rise to dangerous levels.  Pay as much attention to the trend as to the number. 

 

Monitoring Sedated Patients 
Quantitative waveform capnography should be used to monitor any patients receiving pain management or 

sedation (enough to alter their mental status) for evidence of hypoventilation and/or apnea.  Beware of rising 

ETC02 values in these patients and be prepared to stimulate them to breathe if necessary. 

 

Documentation 

Paramedics should document their use of continuous ETCO2 monitoring and attach wave form strips to their 

PCRs. 

Notes 

ETCO2 of 35-45 mm Hg is the normal value for capnography.   Some experts consider 30-45 as normal.   

Hyperventilation will cause the number to go down.  Hypoventilation will cause it to go up. 

Some patients who are baseline hypercapneic will have much higher values as their norm. 

 

Imperfect positioning of nasal cannula capnofilters may cause distorted low readings. Unique nasal anatomy, 

obstructed nares and mouth breathers may skew results and/or require repositioning of cannula. Also, oxygen 

by mask may lower the reading by 10% or more. Pay as much attention to the ETCO2 trend as to the 

number! 
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Tourniquet Usage Protocols  
 
Indications: 
A. A tourniquet should be used to control hemorrhagic wounds that have not responded adequately to direct 

pressure or in situations of significant extremity bleeding with the need for additional interventions 

(example: significant extremity bleeding with airway compromise. A tourniquet should be  used to quickly 

control bleeding, freeing up Personnel to concentrate on airway issues.)  

 

Precautions: 
A. Use BSI  

B. A tourniquet applied incorrectly can increase blood loss and lead to death.  

C. Applying a tourniquet can cause nerve and tissue damage whether applied correctly or not. Proper patient 

selection is of the utmost importance.  

D. Damage is unlikely if the tourniquet is removed within 2 hours. Low risk to tissue is acceptable over 

death secondary to hypovolemic shock.  

E. Tourniquets should never be covered up by patient clothing or packaging.  

 

Technique: 

A. Attempt to control hemorrhage with direct pressure or pressure dressing.  

B. If unable to control hemorrhage using the above means, apply a tourniquet, using the procedure below,      

and minding the above considerations  

a. Select commercially manufactured tourniquet, blood pressure cuff, or improvised “Spanish Windlass” is   

applied to the extremity proximal to the wound, preferably on single-bone structures (humerus and femur) 

above wound. Do not place over joints.  

b. Tighten tourniquet until bleeding stops.  

c. The time and date of application (“TK 20:30” indicates that the tourniquet was placed at 8:30 pm) should 

be written on a piece of tape and secured to the tourniquet or written directly on the patient’s skin next to 

the tourniquet with a permanent marker.  

d. The tourniquet should be left uncovered so that the site can be monitored for recurrent hemorrhage.  

e. Keep tourniquet on throughout transport – a correctly applied tourniquet should only be removed by the 

receiving hospital.  

f. Continue monitor patient vitals and wound  

g. Ensure receiving personnel are aware of tourniquet placement  

 

 

 

 

 

  



 

124   

 

 

 

 

 

 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Medications 
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Adenosine 
 

Class:   Endogenous nucleoside 

 

Action:  Stimulates adenosine receptors; decreases conduction through the AV 

node 

 

Indication:  PSVT, Monomorphic Wide Complex Tachycardia 

 

Contraindication: Patients taking Persantine or Tegretol. 

 

Precaution:  Short half-life must administer rapid normal saline bolus immediately after 

administration of drug. Use IV/IO port closest to IV/IO site. 

 

Side effect:  Arrhythmias, chest pain, dyspnea, bronchospasm (rare) 

 

Dose:   Adult - 6mg IV/IO over 1-2 seconds; may repeat 12mg in 2 minutes. Pedi - 0.1mg/kg, 

may repeat once at 0.2mg/kg 

 

Route:  Rapid IV/IO push, followed by a flush 
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Albuterol 

 
 

Class:    ß2 Agonist 

Synthetic sympathomimetic 

Bronchodilator 

 

Action:   Stimulates ß2 receptors in the smooth muscle of the bronchial tree. 

 

Indication:   Relief of bronchospasm. 

 

Contraindication:  None for field use. 

 

Precaution:   Patient with tachycardia. 

 

Side effect:   Tachycardia 

 

Dose:    2.5mg (0.5ml of the 0.5% solution diluted to 3ml NS) for nebulized updraft. 

 

Route:    Inhaled as a mist via nebulizer. 

 

Pediatric Dose:  2.5mg nebulized updraft.  

 

 
 

 

 

 

 

 

 

 
 

 

 

 

 



 

127   

 

Amiodarone 

 

 
Class:    Antiarrythmic 

 

Action:   Reduces myocardial cell membrane excitability by increasing the 

effective refractory period 

Inhibits alpha and beta adrenergic stimulation, causing peripheral 

vasodilatation and decreased heart rate 

 

Indication:  Cardiac arrest -- ventricular fibrillation 

Wide Complex Tachycardia w/pulse>150 bpm 

 

Contraindication:  none for cardiac arrest, contraindicated for wide complex tachycardia 

with hypotension (synchronized shock indicated).  Bradycardia. 

 

Dose:    Cardiac arrest – 300 mg IV/IO; May repeat at 150 mg 

 

Wide Complex Tachycardia w/pulse>150 bpm – 150mg IV/IO over 10 

Minutes 

 

Maintanance Infusion:  IV Drip – 1mg/min 

150 mg/250 mL D5W 

10 gtt Drip set = 17 gtts/minute 

15 gtt Drip set = 25 gtt/minute 

 

Route:   IV/IO 

 

Side Effects:   Hypotension, bradycardia, headache, dizziness, nausea, vomiting 
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Aspirin 
 

 

Class:    Antiplatelet 

 

Action:   Inhibitor of platelet aggregation 

 

Effects:   Decrease clotting time 

 

Indication:   Chest pain of cardiac origin 

 

Contraindication:   

 Patient is unresponsive 

 Patient unable to control swallowing 

 Known allergy to ASA/NSAIDS (Ibuprophen) 

 History of ulcer or GI bleeding 

 Receiving anticoagulation therapy 

 Took 162 – 324 mg of ASA within the last 8 hours may administer 

supplemental ASA to a total 324 mg.  

 Patient also complaining of back pain 

 Possibility of aortic dissection 

 Do not administer ASA if the patient is involved in a motor vehicle accident or 

other trauma related incident.  

 

 

Dose:    325mg tab or 4-baby aspirin (81mg per tab) 

 

Route:   PO 

 

Side Effects:   None with field use 
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Atropine 

 
 

Class:    Antimuscarinic 

Parasympathetic blocker 

Anticholinergic 

 

Action:   Blocks acetylcholine (ACh) at muscarinic sites 

 

Indication:   Symptomatic bradyarrhythmias 

Cholinergic poisonings 

Refractory bronchospasm 

 

Contraindication:  Relative contraindication wide complex bradycardia in the setting of acute 

ischemic chest pain 

 

Side effects:   Tachyarrhythmias 

Exacerbation of Glaucoma 

Precipitation of myocardial ischemia 

 

Dose:    Bradyarrhythmias - 0.5mg , may repeat every 3-5 minutes 

Organophosphate poisonings - 1mg - 2mg; may repeat as needed 

 

Route:   IV/IO push 

 

Pedi dose:   0.02mg/kg IV/IO 
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Calcium Chloride 
 

 

Class:    Electrolyte 

 

Action:   Facilitates the actin/myosin interaction in the heart muscle. 

 

Indication:   Hypocalcemia 

Hyperkalemia with arrhythmia 

Calcium channel blocker intoxication with hypotension or symptomatic bradycardia 

 

Contraindication:  Not to be mixed with any other medication - precipitates easily. 

 

Precaution:   Patients receiving calcium need cardiac monitoring 

 

Side effect:   Cardiac arrhythmias 

Precipitation of digitalis toxicity 

 

Dose:    Usual dose is 5-10ml of 10% Calcium Chloride in 10ml. 

 

Route:   IV/IO 

 

Pedi Dose:   0.2ml/kg of 10% concentration 
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Dextrose 

(D50W), (D25W) (D10W) 
 

Class:    Carbohydrate 

 

Action:   Raises the blood sugar 

 

Indication:   Diabetic patients with low blood sugar level (<70 mg/dL in adults) 

Altered mental states 

Seizure 

 

Contraindication:  acute strokes with normal finger stick blood glucose i.e. neurotoxic 

 

Precaution:   Tissue necrosis if infiltration occurs 

 

Side effects:   As above-infiltration 

Intracerebral hemorrhages in neonates with undiluted D50 

 

Dose:  Up to 25 Gms Slow IV/IO push, may repeat (Can be given to adults as either D50, 

D25 or D10 

 

Route:   IV/IO slow, confirm IV/IO placement prior to and during administration. 

 

Pedi Dose:   1ml/kg of D50W slow IV/IO push. Dilute 1 to 4 in those less than 1 week 

old and dilute 1 to 2 (D25W) in those 1 week to 16 years. 
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Diazepam 

(Valium) 
 

Class:    Benzodiazepine 

 

Action:   Decreases cerebral irritability 

Calms CNS 

 

Indication:   Major motor seizures 

Acute anxiety states 

Pre-cardioversion 

 

Contraindication:  none for emergency field use 

 

Dose:  0.2 mg/kg average dose 2 to 10 mg to control seizure activity, repeat until seizure 

activity is resolved. 

2 to 5mg for anxiety or pre-cardioversion 

 

Route:   IM/IV/IO push - slow 

 

Pedi dose:   0.2 mg/kg (up to 3 mg) IM/IV/IO – slow IV push 
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Diltiazem 

(Cardizem) 
 

 

Class:    Calcium channel blocker 

 

Action:   Partial blockade of AV node conduction 

 

Indication:   Atrial fibrillation, Atrial flutter, narrow complex tachycardia 

 

Contraindication:  Hypotension 

Hypersensitivity to drug 

Wide complex tachycardia 

Known history of Wolf Parkinson White (WPW) 

2° or 3° AV block 

 

Relative contraindication: Already on Digoxin and Beta Blocker 

 

Side effect:  May induce VF if give to patient with wide complex tachycardia that is due to WPW. 

May cause hypotension 

 

Dose:   Initial dose: 0.25mg/kg slow IV/IO (average dose 20mg in adult male) 

May repeat with 0.35 mg/kg (25 mg average) in 10-15 minutes if no or diminishing 

effect.  

 Decrease by 5 mg per bolus for elderly (>70 yr/old). 

 

Route:   IV/IO push (bolus) given over 2 minutes; reconstitute according to 

manufacturer’s recommendation. 

 

Pedi dose:   0.25mg/kg 

 

Important points:  If patient is hypotensive secondary to drug administration: 

- If not in failure give IV/IO fluids 

- If bradycardic administer CaCl2 

- If still bradycardia give Atropine 

- Transcutaneous pacing may be necessary for markedly symptomatic bradycardia. 

- If CHF is present or worsens administer Dopamine infusion 

- If all of above fail (persistent hypotension >2-5 minutes) administer glucagon 1 mg 

IV/IO 
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Diphenhydramine 

(Benadryl) 
 

 

Class:    Antihistamine 

H1 blocker 

 

Action:   Blocks histamine receptor sites 

 

Indication:   Systemic anaphylaxis 

Drug induced extrapyramidal reactions 

 

Contraindication:  None with emergency use 

 

Precaution:   Asthma 

 

Side effect:   Sedation 

Hypotension 

 

Dose:    25 -50mg 

 

Route:   IV/IO push, may also be given IM 

 

Pedi Dose:   1mg/kg 
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Dopamine 

(Intropin) 
 

Class:    Naturally occurring catecholamine, adrenergic agents 

 

Action:   Stimulates α, β1 and dopaminergic receptors 

 

Effects:   0.5 to 2 μg/kg/min - Renal and mesenteric vasodilation. 

2 to 10 μg/kg/min - Renal and mesenteric vasodilation persists and 

increased force of contraction (FOC). 

10 to 20 μg/kg/min - Peripheral vasoconstriction and increased FOC (HR may 

increase). 

20 μg/kg/min or greater - marked peripheral vasoconstriction (HR may increase). 

 

Indication:   Shock - Cardiogenic 

- Septic 

- Anaphylactic 

Bradycardia 

 

Contraindication:  Pre-existing tachydysrhythmias or ventricular dysrhythmias. 

 

Precaution:   Infuse in large vein only 

Use lowest possible dose to achieve desired hemodynamic effects, 

because of potential for side effects. 

Do not D/C abruptly; effects of dopamine may last up to 10 minutes after drip is 

stopped. 

Do not mix with NaHCO3 as alkaline solutions will inactivate dopamine. 

 

Side effect:   Tachydysrhythmias 

Ventricular ectopic complexes 

Undesirable degree of vasoconstriction 

Hypertension relate to high doses 

Nausea and vomiting 

Anginal pain 

Dose:    2.0 - 20. μg/kg/min titrated to desired effect 

 

Route:   IV/IO drip 

 

Pedi dose:   same as adult dose - titrate to effect 
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Epinephrine 1:10,000 
 

 

Class:    Natural catecholamine, adrenergic 

 

Action:   Stimulates both alpha (a) and beta (ß1 and ß2) receptors. 

 

Indication:   Cardiac arrest – Adult 

Cardiac arrest - Pediatric 

Anaphylaxis with shock 

 

Contraindication:  Use in pregnant women should be conserved 

Pre-existing tachydysrhythmias 

 

Side effects:   Tachydysrhythmias 

Hypertension 

May induce early labor in pregnancy 

Headache, nervousness, decreased level of consciousness 

 

Dose:    0.5 to 1.0 mg (usual) for cardiac arrest 

0.1 mg slow IV/IO over 3 minutes, can be repeated X 2 to a maximum dose of 0.3mg 

for anaphylaxis 

2-10 mcgs/min IV/IO drip for bradycardia 

 

Route:   IV/IO, IO 

ET if given this route the dose should be doubled 

 

Pedi Dose:   0.01 mg/kg  (0.1 ml/kg) 
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Epinephrine 1:1,000 
 

 

Class:    Same as Epi 1:10,000 

 

Action:   Same as Epi 1:10,000 

 

Indication:   Severe allergic reaction, status asthmaticus, 

laryngeal or lingual edema 

 

Contraindication:  Use with caution in the presence of: 

Pre-existing tachydysrhythmias 

Hypertension 

Significant cardiac history 

Pregnancy 

 

Side effect:   Same as Epi 1:10,000 

 

Dose:    0.3 mg 

 

Route:   IM 

 

Pedi dose:   0.01 mg/kg  (0.01 ml/kg) to a max. 0.3 mg (0.3ml) 

See PALS guidelines 

For croup administer 5mg (5ml) nebulized with 2.5-3ml of NS 
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Etomidate 

Per Local Sponsor Hospital 
 

Class:   Non-Narcotic, Non-Barbituate sedative hypnotic agent. 

Action:  Etomidate produces deep hypnosis and sedation with an onset of 10-15 seconds and duration 

of 5-15  minutes.  It may lower intra-ocular and intra-cerebral pressure, and decrease cerebral 

oxygen demand.  

 

Indications:   A critical need for airway control exists, such as: 

a) Patients who present hypoxic refractory to oxygen administration and underlying 

pathology treatment (ie. CPAP, etc.). 

b) Hypoventilation. 

c) Patients with a depressed level of consciousness refractory to treatment. 

d) Combative patients with compromised airway control. 

e) Patients who cannot tolerate conscious intubations. 

f) Patients in need of airway protection. 

g) At any time risk for potential / actual airway compromise is suspected. 

 

Contraindications:  Less than 8 years of age. Upper airway obstruction. Acute epiglottitis. Patients cannot be  

   ventilated with a Bag Valve Mask. Patients where needle cricothyroidotomy would be difficult 

   or impossible. Patients with Trismus. 

 

Precautions:   Hypoventilation and possible apnea in overdosage. Myoclonus, or diffuse muscle contraction, 

   which can be painful once the patient awakens.  This can be limited with the use of a  

   benzodiazepine as premedication. 

Side Effects:    Myoclonus. Pain at injection site. 

    Hypotension in overdosage.  

               Inadequate sedation in under dosage. Reflex hypertension and tachycardia. Aspiration 

 

Dose:    0.3mg/kg SIVP over 30-60 seconds. 

 

Route:   IV/IO Only. Preferred site is ante-cubital as it may irritate the vasculature.  
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Glucagon 
 

 

Class:    Pancreatic hormone 

Action:   Increases blood glucose by converting liver glycogen to glucose 

 

Indication:   Hypoglycemic patient who does not have IV/IO access 

Beta-blocker or calcium channel blocker overdose (IVP) 

Food bolus impaction in the esophagus  

 

Contraindication:  Known hypersensitivity 

Pheochromocytoma / insulinoma 

 

Precaution:   Mix with own diluent - do not mix with saline 

 

Side effect:   Nausea / vomiting 

Hyperglycemia 

 

Dose:    1mg (1unit) 

 

Route:   IM 

   IV for Beta – Blocker or calcium Channel Blocker overdose 

 

Pedi dose:   0.5 - 1mg 
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Glucose (Oral) 

 

 
Class:    Carbohydrate 

Action:   Simple sugar that serves as primary source of energy for the cells. 

   Increases blood sugar 

Indication:   Blood glucose less than 70 mg/dL (if glucometry available to service) 

 

   AMS in know diabetic 

Contraindication:  Unconscious patient, Inadequate gag reflex, Hyperglycemia (If glucometry available 

to service) 

Precaution:   May be aspirated by patient without intact gag reflex 

   Observe patient for choking 

Side effect:   Nausea, vomiting 

Dose:    1 tube (15 Gm) in small doses 

Route:    Buccal 

Pedi dose:   ½ tube (7.5 Gm) in small doses 
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Haloperidol 

(Haldol) 
 

 

Class:    Tranquilizer, antipsychotic 

 

Action:  Inhibits CNS catecholamine receptors, strong anti-dopaminergic and weak 

anticholinergic. 

Acts on CNS to depress subcortical areas, mid-brain and ascending 

Reticular Activating System 

 

Indication:   Chemical restraint for violent, agitated, and aggressive patients who 

present a danger to themselves or to others and who cannot be safely managed 

otherwise. 

 

Contraindications:  Agitation secondary to shock or hypoxia 

Hypersensitivity 

Parkinson’s Disease 

CNS Depression 

Relative contraindication if has seizure history 

 

Side effects:   Extrapyramidal symptoms (dystonic reaction), restlessness, spasms 

Lowers seizure threshold 

Hypotension 

Tachycardia 

Vomiting 

Blurred vision 

May prolong QT segment 

 

Dose:    5 mg IM combined with 2 mg Lorazepam in same syringe. 

 

Route:   IM 
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Hydralazine 

(Hydralazine hydrocloride) 

Per Local Sponsor Hospital 

 
Class:          Peripheral Vasodilator 

  

Action:   Decreases blood pressure by exhibiting a peripheral-vasodilating effect through a 

direct relaxation of vascular smooth muscle. It interferes with calcium movement 

responsible for initiating or maintaining the contractile state within the vascular 

smooth muscle by altering cellular calcium metabolism. Hydralazine hydrochloride 

also indirectly increases renin secretion, ultimately leading to sodium reabsorption, as 

a response to reflex sympathetic discharge. 

 

Indication:   Pregnancy with Hypertension (Greater than 160 / 110 mmHg) 

 

Contraindications:   Dissecting Aortic Aneurysm, Hypersensitivity 

 

Side Effect:    Chest pain, Palpitations, Tachycardia, Diarrhea, Loss of Appetite, Nausea, Vomiting, 

Headache 

 

Dose:                          5 Mg. every 20 minutes to maintain Blood Pressure less than 150/90 mmHg. 

 

Route:              Intravenous / Intraosseous / Intramuscular 

 

 

Precautions:              CVA / Cerebrovascular disease, Coronary Artery Disease, Liver disease, Mitral valve 

disease, Renal impairment, Systemic lupus erythematosus 
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Ipratropium 

(Atrovent) 
 

 

Class:  Anticholinergic Bronchodilator 

 

Action:   Relaxes bronchial smooth muscle 

 

Effect:   Bronchodilation 

 

Indication:   For use in severe COPD and Asthma cases combined with Albuterol 

 

Contraindication:  Hypersensitivity to Ipratropium 

 

Dose:    0.5 mg (2.5ml); Do not repeat 

 

Route:   Nebulized  

 

Side effects:   Tachycardia, palpitations, headache (most common) 
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Lidocaine 

(Xylocaine) 
 

Class:    Antiarrhythmic 

 

Action:   Decreases ventricular irritability 

Elevates fibrillation threshold 

 

Indication:   Refractory Ventricular Tachycardia or ventricular fibrillation 

Recurrent runs of Ventricular tachycardia and after successful defibrillation to prevent 

the reoccurrence of VF or VT 

 

Contraindication:  AV blocks 

Sensitivity to medication 

Idioventricular rhythms 

Sinus bradycardias, SA arrest or block 

Ventricular conduction defects 

Not used to treat occasional PVCs 

 

Precaution:   Reduce dose in patients with CHF, renal or hepatic diseases 

 

Side effect:   Anxiety, apprehension, 

 

Toxicity:   Early: decreased LOC, tinnitus, visual 

disturbances, euphoria, combativeness, nausea, twitching, 

numbness, difficulty breathing or swallowing, decreased heart rate. 

Late: Seizure, hypotension, coma, widening QRS complex, prolongation of the P-R 

interval, hearing loss, and hallucinations. 

 

Dose:    1.0 -1.5 mg/kg, may repeat 3-5 minutes 

   IV/IO - Drip usual dosage rate 2-4 mg/min 

 

  EZIO:  Adults 20-50 mg 

  Pediatric 0.5 mg/kg 

 

Pedi dose:   1.0mg/kg total pedi dose-3mg/kg 

 

 

Route:   IV/IO, IO 

 

 

References:   Intraosseous Infusion Procedure  
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Lorazepam 

(Ativan) 
 

Class:    Benzodiazepine 

 

Action:   Decreases cerebral irritability; sedation 

 

Effect:   Stops generalized seizures; produces sedation 

 

Indications:   Status Epilepticus 

Sedation for TCP or synchronized cardioversion 

Anxiety relief 

Delirium tremens (i.e. alcohol withdrawal resulting in tremors, anxiety, hypertension, 

tachycardia, hallucinations and/or seizures) 

 

Contraindications:  Hypersensitivity to benzodiazepines or benzyl alcohol 

 

Adult Dose:  Status Epilepticus: 2 mg slow IV/IO (<2 mg/min); Repeat if condition persists every 5 

minutes. 

Agitation / Anxiety Relief: 0.5 – 2 mg slow IV/IO (<2 mg/min) or IM 

 

Pediatric Dose:  Status Epilepticus: 0.1 mg / kg (max 2 mg per dose) slow IV/IO (<2 mg/min)  

 

Route:  Slow IV/IO (< 2 mg/min) diluted in at least an equal volume of NS; IM (undiluted) 

 

Side Effects:   CNS and respiratory depressant 

 

Precautions:  Continuous patient monitoring after administration of Lorazepam is required including 

(when physically possible) pulse oximetry, EKG, quantitative waveform capnography 

(when available), vital signs and respiratory effort; Rapid administration increases the 

likelihood of side effects.  IV/IO Lorazepam must be diluted in at least an equal 

volume of saline and administered no faster than 2 mg/minute. 
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Magnesium Sulfate 
 

 

Class:    Electrolyte 

 

Action:   Facilitates the proper function of many enzyme systems in the body 

Facilitates the Na-K magnesium dependent ATPase pump 

Blocks calcium non-selectively 

 

Indication:   Polymorphic ventricular tachycardia (Torsades de pointes) 

Refractory or recurrent VF or pulseless VT if has documented hypomagnesemia 

Eclampsia 

Severe Asthma- (no current protocol in place not applicable) 

 

Contraindication:  None for field emergency use 

 

Precaution:   Use with caution or not at all in the presence of renal insufficiency 

or high degree AV block. 

 

Side effect:   Hypotension - mild but common 

Heart block - uncommon 

Muscular paralysis, CNS and respiratory depression - toxic effects 

 

Dose:    Torsades (pulseless) 

- 2 grams over 1-2 minutes 

Eclampsia 

- 4 grams over IV/IO drip over ½ hour if actively seizing 

VF/VT (suspected hypomagnesemia) 

- 2 grams IV/IO bolus 

Severe Asthma 

-  2 grams in 100cc over 10 minutes IV/IO infusion 

VT/Torsades with a pulse 

- 1- 2g slow IV/IOP over 5 - 60 min 

 

Route:   IV/IO drip or IV/IO push 

 

 

 
 

 

 

 

 

 

 

 



 

147   

 

Methylprednisolone 

(Solu-Medrol) 
 

 

Class:    Steroid 

Glucocorticoid 

Anti-inflammatory 

 

Action:   Thought to stabilize cellular and intracellular membranes 

 

Indication:   Asthma attack of greater than 2 hour’s duration 

COPD exacerbation 

Anaphylactic reaction 

 

Contraindication:  none for emergency field use 

 

Dose:    Reactive airway disease - 40 to 125mg 

 

Route:   IV/IO push – slow 

IV/IO drip (infusion) 

 

Pedi dose:   Reactive airway disease - 2 mg/kg (max 125 mg) 
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Metoclopramide Hydrochloride 

(Reglan) 
 

 

Class:    Anti-nausea / antiemetic 

 

Action:  Increase tone at the esophageal sphincter and increased gastric emptying 

 

Indication:   Nausea and vomiting 

 

Contraindication:  Hypersensitivity to drug 

Pheochromocytoma 

Seizure disorder 

GI bleeding 

GI obstruction 

Peritonitis 

 

Side effect:   Nervousness 

Somnolence 

Dystonic reactions 

Dizziness, weakness 

Bowel disturbances 

 

Dose:   10mg (adults only >14yrs) 

 

Route:    IV/IO push slow (over 1-2 minutes) 
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Metoprolol 

(Lopressor) 
 

 

Class:    Beta Blocker 

 

Action:   Partial blockade of Beta Receptors 

 

Indication:   Atrial fibrillation, Atrial flutter, narrow complex tachycardia  

 

Contraindication:  Hypotension (SBP < 110mmHg) 

Bradycardia (HR < 70bpm) 

Hypersensivity to drug 

1
st
, 2

nd
 or 3

rd
 Degree Heart Block 

Asthma 

Acute Pulmonary Edema 

Recent Cocaine Use 

 

Side effect:  Pulmonary Edema 

Hypotension 

Weakness 

 

Dose:  5mg SIV/IOP; Can be repeated q 5 minutes X 2 to a maximum total dose of 15 mg 

 

Route:   IV/IO push (bolus) given over 5 minutes 

 

Pedi dose:   None 

 

Important points:  Utilize Metoprolol for patients experiencing narrow complex tachycardia’s that 

are taking oral Beta Blockers. 
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Midazolam 

(Versed) 
 

Class:   Benzodiazepine (short acting) 

 

Action:  CNS depressant 

 

Indication:  Pre-cardioversion; TCP; seizure control; sedation post-intubation, ROSC hypothermia 

protocol, Anxiety, Agitation, Behavioral Emergency. 

 

Contraindications:  Respiratory Insufficiency  

 

Side Effects:   Decreased level of consciousness  

   Hypotension  

  Respiratory depression 

 

Dose: 0.1 mg/kg - IV/IO/IN Average dose range 2.5 – 6 mg 

 Administer every 5 minutes to a total max of 10 mg;  

 Administer 50% dose to patients >70 years old 

 

 IM 5 mg every 10 minutes, until seizure activity is abolished.  

 

Route:  Slow IV push 

   IM/IV/IO/IN 

 

Pedi Dose   Pediatrics 0.1 mg/kg not to exceed 4 mg single max dose 

 

 

Important Points:  Any patient receiving Midazolam (Versed) must be closely monitored. This  

 must include (if physically possible) pulse oximetry, ECG, quantitative waveform 

capnography (if available), all vital signs and respiratory effort.  

 For IN doses, load syringe with appropriate milliliter volume of Midazolam (Versed) (use 

only 5mg/ml concentration) and attach MAD nasal atomizer. Administer half volume as 

atomized spray to each nostril. 
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Morphine Sulfate 
 

Class:    Narcotic analgesic 

 

Action:   Decreases pain perception and anxiety 

 

Onset of action:  Intravenous – immediate with peak effect at 10 – 15 minutes. 

 

Indications:   Moderate to severe pain adults 

Moderate to severe pain pediatrics 

AMI- 

Pulmonary Edema 

Burns adults 

Burns pediatrics 

 

Contraindications:  Significant Head injury 

GCS < 13 

   SBP < 100 

Allergic to Morphine, Codeine, Percodan 

 

Side effects:   Respiratory depression or arrest 

Decreased LOC 

Hypotension 

Increased vagal tone (slowed heart rate) 

Nausea/vomiting 

Pinpoint pupils 

Increased cerebral blood flow 

Urticaria 

 

Precautions:  Continuous patient monitoring after administration of morphine is required including 

(when physically possible) pulse oximetry, EKG, quantitative waveform capnography 

(when available), vital signs and respiratory effort; Rapid administration increases the 

likelihood of side effects.  Use initial dose of 0.5 mg/kg for patients over 65. 

 

Adult Dose: Analgesia general: Initial dose 0.1 mg/kg (5 – 10 mg) slow IV/IO over 4 to 5 minutes; 

Repeat dose 0.05 mg/kg slow IV/IO after 10 minutes if needed, online medical control 

required. 

ACS: 2 mg slow IV/IO q 5 as needed to a total of 6 mg  

 

Pedi dose:   0.1mg/kg (usual dose) slow IV/IO or IM 

 

Route:   Slow IV/IO; IO push – slow; IM 
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Naloxone 

(Narcan) 
 

 

Class:    Narcotic antagonist 

 

Action:   Reverses the effects of narcotics by competing for opiate receptor 

sites. Will reverse respiratory depression cause by narcotics 

 

Indications:   Suspected overdose with depression of respiration and/or hypoxia 

 

Contraindication:  none for emergency field use 

 

Side effect:   Narcotic withdrawal 

 

Dose:    0.4mg to 2.0mg - titrate to respiratory effort 

 

Route:   IV/IO push; IM; IN; ET 

 

Pedi dose:   0.1mg/kg (max 2 mg per dose) 
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Nitroglycerin 
 

 

Class:    Vascular smooth muscle relaxant 

 

Action:   Systemic vasodilator which decreases myocardial workload and 

oxygen consumption. 

 

Indication:   Angina Pectoris 

Pulmonary edema 

 

Contraindication:  Hypotension 

Children under 12 yrs 

Use of Erectile Dysfunction drugs within 72 hours 

Right Ventricle Infarction 

In Acute Coronary Syndrome: Severe bradycardia <50 bpm or tachycardia (>100 per 

minute) 

 

Precaution: In Acute Coronary Syndrome avoid decreasing blood pressure > 30 mm Hg below 

baseline 

 

Side effect:   Hypotension, rarely brief asystole, 

Headache and facial flushing 

Dizziness, decreased LOC 

 

Dose:    0.4mg may repeat q 3-5 minutes, titrate to pain, effect and blood 

Pressure 

Nitropaste 1-2” topically, If BP falls below 100 systolic, remove Nitropaste and clean the area 

and Notify medical control.  

 

 

 

Route:   Topical, Sublingual - spray or tablet 
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Normal Saline (0.9% NaCl) 
 

 

Class:    Isotonic electrolyte 

 

Action:   Fluid and sodium replacement 

 

Indications:   IV/IO access in emergency situations 

Fluid replacement in hypovolemic states 

Used as a diluent for IV/IOPB medications 

 

Contraindications:  None for field use 

 

Precaution:   Fluid overload 

 

Side Effect:   Rare 

 

Dose:    Dependent upon patient condition and situation, TKO, fluid bolus, 

“wide open” 

 

Route:   IV/IO infusion 

 

Pediatric Dose:  TKO or 20ml/kg bolus 
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Ondansetron 

(Zofran) 
 

 

Class:   Antiemetic; Serotonin Receptor Antagonist, 5-HT3 

 

Action:  Selectively antagonizes serotonin 5-HT3 receptors 

 

Indication:  Nausea; Vomiting 

 

Contraindication: Hypersensitivity to Ondansetron 

 

Precautions:    Hypersensitivity to other selective 5-HT3 antagonists 

 

Adverse effects: Headache (40% incidence) 

QT- Prolongation 

Tachycardia; Anginal chest pain (rare) 

Constipation; diarrhea; dry mouth 

Dizziness (5% incidence) 

Transient Blindness (rare) 

 

Pregnancy Class:  B 

 

Adult Dose:  4 mg or Slow IV/IO over 2 – 5 minutes 

 

Pediatric Dose: 0.1 mg/kg (max. single dose of 4 mg) IM or slow IV/IO over 2 – 5 minutes 

 

Routes:  Slow IV/IO over 2 – 5 minutes 

 

Notes:   Ondansetron causes less sedation and incurs minimal risk of 

dystonia as compared to other antiemetics such as 

Promethazine (Phenergan ®), prochlorperazine 

(Compazine®), or Metoclopramide (Reglan®). 
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Oxygen 
 

 

Class:    Gas 

 

Action:  Odorless, tasteless, colorless gas that that is necessary for life. Brought into the body 

via the respiratory system and delivered to each cell via the hemoglobin found in 

RBCs. 

 

Indications:  Any hypoxic patient or patient who may have increased oxygen demands for any 

reason. 

 

Contraindications:  None for field use 

 

Precautions:  If patient has COPD avoid rebreather or >50% oxygen. However O2 should never be 

withheld from any severely hypoxic patient (O2 sat <94%) In which case provide 

oxygen titrated to a SAT of >96 - 98%.  Avoid hyperoxia. 

 

Side effects:   Hypercarbia and somnolence in COPD patients who retain CO2 

 

Dose:  Titrate to >94%.  Patient dependent 1 liter/minute via Nasal Prongs to 100% via 

rebreather face mask.  Oxygen delivery devices include: nasal cannula, simple face 

mask, partial rebreather, non rebreather, venturi mask and BVM. 

 

Route:   Inhaled, or delivered via supplemental respiratory drive. 
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Phenylephrine 

(Neo-Synephrine) 
 

 

Class:    Topical vasoconstrictor 

 

Action:   Stimulates alpha (a) receptors in blood vessels of the nasal mucosa 

causing vasoconstriction. Decreases risk and amount of nasal 

bleeding. 

 

Indication:   Facilitation of nasotracheal intubation 

 

Contraindication:  Severe hypertension. 

 

Precaution:   Administer prior to setting up equipment to allow medication a 

chance to take effect. 

 

Side effect:   Hypertension 

Palpitations 

 

Dose:    2-4 sprays each nostril 

 

Route:   Nasal spray 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 



 

158   

 

Procainamide 

(Pronestyl) 
 

Class:    Antiarrhythmic 

 

Action:   Suppress ventricular activity. May be effective when Lidocaine is 

not. 

 

Indication:   Ventricular dysrhythmia  

 recurrent VT 

refractory PSVT 

refractory VF/Pulseless VT 

 

Contraindication: Complete heart block 

PVCs in conjunction with bradycardia, prolonged QT 

 

Precaution:   Hypotension following rapid injection 

Widening of the QRS complex and lengthening of the PR or the QT 

interval may induce AV conduction disturbances. 

Use with caution in patients with AMI 

IV/IOP should not exceed 20mg/min. Not to exceed 1 gram total dose. 

Do not routinely use Procainamide and Amiodarone together. 

 

Side effect:   Hypotension 

Heart blocks, asystole, VF 

Anxiety 

Nausea/vomiting 

Seizures 

 

Dose:    20mg/min until one of the following is observed: 

- arrhythmia is suppressed 

- hypotension ensues 

- QRS complex is widened by 50% of its original width 

- a total of 1 gram has been given 

 

Route:   IV/IO push 

IV/IO infusion (usual dose is 1-4 mg/min IV/IO drip) 

 

Pedi dose:  15mg/kg IV/IO over 30 to 60 minutes for V-tach with a pulse with good and poor 

perfusion 
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Racemic Epinephrine (Vaponephrine) 
 

 

Class:    Sympathomimetic 

 

Action:  Vasoconstriction may reduce swelling in the upper airway, and ß effects on bronchial 

smooth muscle may relieve bronchospasm. 

 

Indication:   Bronchospasm in bronchiolitis 

   Stridor at rest in croup 

   Suspected epiglottitis  

 

 

Contraindication: Acute angle glaucoma 

CAD 

 

Side effect:   Tachycardia 

   Palpitations 

 

Dose:    0.5 ml racemic epinephrine mixed in 3 ml saline via nebulizer  

 

Route:   Nebulized 

 

Notes:    Onset 1-5 minutes, Duration 1-3 Hours 
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Sodium Bicarbonate (NaHCO3) 
 

 

Class:    Alkalotic agent 

 

Action:  Increases protein binding of tricyclic antidepressant and shunts potassium 

intracellularly as well as increasing renal elimination. Neutralizes acid in the blood. 

May help pH return to normal limits. 

 

Indication:  Tricyclic antidepressant overdose, hyperkalemia (consider strongly if cardiac arrest in 

renal dialysis patient). 

 

Contraindication:    Digitalis, Respiratory acidosis 

Not to be used routinely in cardiac arrest (exceptions noted above). 

 

Side effect:   Metabolic alkalosis 

Lowers K+ which may increase cardiac irritability 

Worsens respiratory acidosis if ventilation is inadequate 

 

Dose:    Adult/Pediatric: 1.0 mEq/kg, may repeat if indicated at ½ initial dose 

 

Route:   IV/IO push 
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 Tetracaine (Ophthalmic) 
 

 

Class:               Local Anesthetic    

 

Action:                        Ester local anesthetic blocks both the initiation and conduction of nerve impulses by 

decreasing the neuronal membrane's permeability to sodium, potassium, and other 

ions, which results in inhibition of depolarization with resultant blockade of 

conduction 

  

Indication:  For use in patients age 6 years and older who have sustained an exposure injury to the 

eye(s), (i.e. dry or liquid chemical).  

Contraindication: Hypersensitivity to tetracaine or any component of the formulation 

 

Precaution:  Contact lens wearers: Some formulations may contain benzalkonium chloride which 

may be absorbed by soft contact lenses; remove contacts prior to administration. Do 

not reinsert contacts.  

 

Side effect:                 Frequency not defined: Ocular: Allergic corneal reaction (rare), burning (transient), 

chemosis, conjunctival redness (transient), lacrimation, photophobia, stinging 

(transient) 

  

 

Dose:                          1 – 2 drops   

 

Route:          Ophthalmic
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Vasopressin 

(Pitressin) 
 

 

Class:    Vasopressor, antidiuretic 

 

Action:   Potent alpha agonist in cardiac arrest, causes vasoconstriction 

 

Indication:   Cardiac arrest to replace first or second dose of epinephrine 

 

Contraindication:  History of hypersensitivity to vasopressin 

 

Dose:    Adult:  One-time dose of 40 units  

   Pediatric:  One-time dose of 0.4 unit/kg  

     

Route:   IV/IO 
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EMS Policies 
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Documentation of Prehospital Care 

 

Documentation of assessments and patient care shall be done on all patients evaluated including, but not 

limited to: emergency, transfer, patient refusals, downgrades and stand by circumstances. 

Documentation of patient care shall be done immediately upon completion of patient care, and/or transfer of 

care. The only exceptions to this practice are personal safety issues. 

The EMS Patient Care Report (PCR) is a medical record and the primary source of information for 

continuous quality improvement review. Prehospital care personnel shall be responsible for providing clear, 

concise, complete and accurate documentation. The prehospital provider who authors the report must include 

his/her name and signature on the report. 

When a patient is transported, the PCR will be delivered with the patient to the hospital. Vital information 

should also be immediately communicated to the Emergency Department staff for efficient and safe transfer 

of care. 

The PCR shall be left at the receiving emergency department. Every effort shall be made to be certain that 

the nurse/and or physician responsible for care receive the record. In the event the crew is called out of the 

hospital to respond to an emergency call, the run form must either be faxed to the facility immediately 

following the call, or hand-delivered. All PCRs must be left within eight hours. 

Failure to leave a run form is considered to be just cause for disciplinary action. 

Copy machines are available to EMS. 

Hospitals may require a second copy of the PCR be left in a designated box for review by the hospital’s EMS 

Clinical Coordinator. 

* * * 

Question: What is so important about leaving a run form if no one is going to read it? 

Answer: While it may often seem like no one reads the run form an EMS provider leaves, this is not the 

case. The prehospital run form is essential reading to the emergency physician and later physicians in the 

patient’s continuing care. It is also essential that that prehospital EKG strips be affixed to the PCR. 
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Transfer of Adult Care from Paramedic to Basic Life Support 
 

Tiered EMS response systems often rely upon the ability of Paramedics to triage patients to Basic Life 

Support Care to maximize the efficiency of limited numbers of Paramedic response units. 

 

The following are some examples of high-risk conditions that will, for the most part, merit Paramedic care 

and/or monitoring. 

 

1. Primary complaint of chest pain, chest discomfort, palpitations, or syncope in patients of any age. 

 

2. Complaint of shortness of breath or difficulty breathing. 

 

3. Patients with a new neurological deficit or presentation of stroke. 

 

4. Patients with an initial diagnostic finding of blood glucose <60 or >400 

 

5. Patients who meet the physiologic or anatomic triage criteria for transport to a level 1 or 2 trauma 

center. 

 

6. Patients for whom the transporting service requests the presence of the Paramedic. 

 

7. Patients for whom Paramedic treatment (not assessment only) has been initiated. 

 

8. BLS crew comfort with transport  

 

On-line medical control may be utilized for downgrade consultation or for mitigating circumstances. 

 

Documentation shall be consistent with above guideline for “Documentation of Patient Care” and include the 

reasons for the downgrade. 
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 Equipment List 
 

The following is a list of equipment and capabilities required by the State of Connecticut Region V Medical 

Advisory Council to be available for use by EMS providers operating under Paramedic level Medical 

Control Privileges through a Sponsor Hospital within Region V.  This list is not all inclusive, and is not 

related to the State of Connecticut requirements, but is only meant to indicate the minimum tools required for 

a paramedic to meet the current standard care.  Corps not meeting these minimum requirements will not be 

sponsored at the MIC-P level. 

In order to maintain authorization as a MIC-P corps sponsored through a Region V hospital, the following 

equipment and capabilities must be available to all paramedics within that corps: 
 

 

MEDICATIONS 

Adenosine 

Albuterol 

Amiodarone 

Aspirin 

Oxygen 

Atropine 

Calcium 

Dextrose, 50% 

Diltiazem 

Diphenhydramine 

Dopamine 

Epinephrine 1:1,000 

Epinephrine 1:10,000 

Etomidate 

Glucagon 

Haloperidol 

Hydralazine 

Ipratropium bromide 

Lidocaine (for use in conscious IO infusions) 

Magnesium 

Methylprednisolone 

Metoprolol 

Morphine 

Naloxone 

Neo-synephrine 

Nitroglycerin – SQ, or  Spray, and paste  

One of the following three medications:  

Metoclopramide 

Ondansetron 

Prochlorperazine 

One of the following two medications:  

Diazepam  

Lorazepam 

Oral glucose 

Racemic Epinephrine  

Sodium bicarbonate 

Vasopressin 

 
EQUIPMENT 

14 ga catheters 2.5in or longer 

Bougie endotracheal tube introducer 

Cardiac monitor capable of all of the following:  

 12 lead ECG acquisition 

 12 lead ECG transmission 

Biphasic defibrillation 

 Cardioversion 

 End-tidal CO2 quantitative waveform      

acquisition 

 Transcutaneous pacing 

Continuous positive airway pressure administration 

device 

Endotracheal tubes 

Interosseous access device (adult and pediatric) 

Intravenous access device 

Laryngoscope handle and blades (adult and pediatric) 

Magill forceps 

One of the following four alternate advance airway 

devices: 

 Combi-tube Airway 

 i-gel Airway 

 King LT Airway 

 Laryngeal Mask Airway 

 

       


