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RECIEPT OF PROTOCOL ACKNOWLEDGEMENT

This is to certify that the undersigned has received the Chelan/ Douglas County Paramedic Protocols, and
accepts the responsibility for knowing and practicing in accordance with these protocols. A signed copy of this page
shall be kept on file both at the agency in which the paramedic is employed and at the Regional EMS Office, for each
paramedic working in Chelan and Douglas Counties.
The undersigned also agrees to attend fifty percent of all monthly morbidity and mortality meetings as a
condition of certification in these counties. These meetings are an important source of education and clarification of
existing protocols. They are most commonly held on the last Tuesday of each month at 0900 HRS.
Central Washington Hospital Emergency Room Physicians will be “Medical Control” for all Paramedics in
Chelan and Douglas Counties, except when the authority has been delegated in writing by the medical program director
and approved by the state. All Paramedics working in these counties will complete as soon as possible all run reports
and leave a copy in the emergency department of the hospital that the patient is delivered to. A complete report
should also include an EKG and rhythm strips if they were obtained. It is the responsibility of the paramedic to attach
and label them.

______________________________________________________________________________
Name (please print)

______________________________________________________________________________
Signature
Date
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Section I Treatment Protocols: Medical Treatment

ABDOMINAL PAIN
Specific information needed
A Pain: nature (crampy or constant), duration: radiation to back, groin, chest, shoulder
B Associated symptoms: nausea, vomiting (bloody or coffee-ground), diarrhea, constipation, black or tarry stools,
urinary difficulties, menstrual history, fever
C Past history: previous trauma, abnormal ingestions, medications, known diseases, surgery
Specific objective findings
A Vital signs
B General appearance: restless, quiet, sweaty, pale
C Abdomen: tenderness, guarding, distention, rigidity, pulsatile mass
D Emesis, stool, or urine, describe, amount
Treatment
A Position of comfort
B NPO
C If BP<90 systolic and signs of hypovolemic shock:
1. Administer O2
2. Establish 2 large bore IV’s and give NS fluid bolus (20cc/kg up to 1000cc)
D Establish venous access if vital signs normal. Attempt blood draw if possible
E Consider Fentanyl 1 mcg/kg IV push up to 100 mcg. Further titration at 0.5 mcg/kg (maximum 50 mcg) q 5
minutes may be given to a maximum total dose of 200 mcg. Hold for Systolic BP<100
F Monitor vitals during transport
G Obtain 12 lead EKG for upper abdominal pain
Specific precautions
A The most important diagnoses to consider are those associated with catastrophic internal bleeding: ruptured
aneurysm, liver, spleen, ectopic pregnancy, etc. Since the bleeding is not apparent, you must think of possible
volume depletion and monitor patient closely for shock. Field report to ED should clearly indicate if sign of shock
are present.
B Elderly patients may have significant hypovolemic shock with systolic blood pressures above 90mm Hg. If other
signs of shock, treat with a small fluid bolus (250-500cc) and monitor response.
C Upper abdomen and lower chest pain may reflect thoracic pathology such as myocardial infarction, etc. Massive
fluid resuscitation may be contraindicated.
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ANAPHYLAXIS
Specific information needed
A History: current sequence of events, exposure to allergens (bee stings, drugs, nuts, seafood most common), prior
allergic reactions
B Current symptoms: itching, wheezing, respiratory distress, nausea, weakness, rash, anxiety
C Medications and past medical history
Specific objective findings
A Vital signs
B Level of Consciousness
C Respirations: wheezing, upper airway noise, effort
D Mouth: tongue or upper airway swelling
E Skin: hives, swelling, flushing
Treatment
A Ensure airway. Suction as needed. Prepare to assist ventilations
B Position of comfort (upright if respiratory distress predominates; supine if shock prominent)
C Administer O2
D Establish venous access. (2 large bore IV’s for unstable patients).
E Monitor cardiac rhythm
F If signs of shock and/or altered LOC
1. Epinephrine 1:1000, 0.01 cc/kg up to 0.5 cc IM in anterolateral thigh (standard adult dose 0.3 cc
IM)
2. Fluid bolus: IV, NS (10-20 cc/kg)
3. Diphenhydramine (1-2 mg/kg up to 50 mg), IV (slow) or IM administration
4. For refractory hypotension Contact Medical Control to consider: Epinephrine drip. Set up with 1
mg (1 ml of 1:1000) in 1000 ml NS. With a 10 drop set deliver a starting rate of 2-4 mcg/min, which
will be 20-40gtt/min. Titrate to a systolic blood pressure >90.
G
For respiratory distress and BP >90 systolic consider:
1. Epinephrine, 1:1000, (0.3cc IM)
2. Diphenhydramine (1-2 mg/kg up to 50 mg) IV (slow) or IM administration
3. Consider Albuterol nebulized for bronchospasm
4. Prepare for RSI if indicated.
H
For all other milder acute allergic reactions, consider diphenhydramne (25-50 mg), slow IV push or IM
administration
I
If injection mechanism is still present, scrape with straight edge to remove
J
Transport rapidly if patient is unstable
Specific precautions
A
Allergic reactions can take multiple forms, If in doubt, early consult with medical control physician is
encouraged.
B
Anxiety, tremor, palpitations, tachycardia, and headache are not uncommon with administration of
epinephrine. These may be particularly severe when given IV. In children, epinephrine may induce vomiting. In
elderly patients, angina, MI, or dysrhythmias may be precipitated, though rare with standard doses.
C
Administer 1:1000 Epinephrine IM in the anterolateral thigh if possible since this route provides a more rapid
onset of action than SQ administration.
D
Two forms of epinephrine are carried as part of Paramedic medications. The standard vial of Epinephrine
contains a 1:1000 dilution appropriate for IM injection. Be sure you are giving the proper dilution to your
patient and give slowly.
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E

F
G

Before treating anaphylaxis, be sure your patient has objective signs as well as subjective symptoms and
history. Hyperventilators will occasionally think they are having an allergic reaction. Epinephrine will just
aggravate their anxiety.
Lethal edema may be localized to the tongue, uvula, or other parts of the upper airway. Examine closely, and
be prepared for early intubation before swelling precludes this intervention.
If the patient has refractory hypotension despite epinephrine drip, consider Glucagon 1-5 mg IV push. This may
have benefit in the patient on B-blocker therapy.
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ARRHYTHMIAS: GENERAL
Specific information needed
A
Present symptoms: sudden or gradual onset, palpitations
B
Associated symptoms: chest pain, dizziness or fainting, trouble breathing, abdominal pain, fever
C
Prior history: arrhythmias, cardiac disease, exercise level, pacemaker
D
Current medications, particularly cardiac
Specific objective findings
A
Vital signs
B
Signs of poor cardiac output:
1. Altered level of consciousness
2. Signs of shock: cool/clammy skin, pallor
3. Blood pressure <90 systolic
C
Signs of cardiac failure (increased back-up pressure)
1. Neck vein distention
2. Lung congestion, rales
3. Peripheral edema: sign of chronic failure, not acute
D
Signs of hypoxia: marked respiratory distress, cyanosis, tachycardia
Advanced treatment, general
A
Administer O2,
B
Position of comfort
C
Establish venous access
D
Evaluate the patient. Is the patient perfusing adequately or are there signs of inadequate perfusion?
E
Apply cardiac monitor and evaluate arrhythmia
1. Is there a pulse corresponding to monitor rhythm?
2. Rate: tachycardia, bradycardia ,normal?
3. Is the rhythm regular or irregular?
4. Are the ventricular complexes wide or narrow?
5. What is the relation between atrial activity (P waves) and ventricular activity?
6. Is the arrhythmia potentially dangerous to the patient? (see Specific precautions D)
F
Document the arrhythmia by monitor strip recording
G
Treat if needed according to pulse rate (see protocols) or as directed by medical control physician
H
Document the results of treatment (or lack thereof) by checking pulse and recording changes on monitor strip
I
Transport non-emergent if patient has stabilized. Monitor condition enroute.
Specific precautions
A
Treat the patient, not the arrhythmia! If the patient is perfusing adequately, they may not need emergency
treatment. This is true of bradyarrhythmias as well as tachyarrthmias. What is normal for one person may be
fatal to another.
B
Documentation of arrhythmias is extremely important. Field treatment of an arrhythmia maybe life-saving but
long-term treatment requires knowing what the problem was. Documentation also allows for learning and
discussion after the case. These cases are not common and should be reviewed and used as learning tools by
as many persons as possible.
C
Correct arrhythmia diagnosis based only on monitor strip recordings may be difficult or even impossible.
Treatment must be based on observable parameters: rate, patient condition and distance from hospital.
D
Dangerous arrhythmias are those that do not necessarily cause poor perfusion, but are likely to deteriorate.
They require recognition and treatment to prevent degeneration to mechanically significant arrhythmias.
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nd

E

rd

Dangerous rhythms include: ventricular tachycardia, and Mobitz II 2 degree block, and 3 degree block.
Cardiac arrest and life- threatening arrhythmias can be successfully treated in the field and show benefits of
“stabilization before transfer” in prehospital care.
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PREMATURE VENTRICULAR CONTRACTIONS (PVCs)

PVC’s require no treatment in the pre-hospital setting.
In patients with chest pain (presumed AMI); prophylactic treatment of PVC has not reduced mortality and is not
indicated in the field.
If a run of 3 consecutive PVCs occurs, see the wide complex tachycardia with pulse protocol.
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BRADYCARDIA WITH PULSE
INITIATE SUPPORTIVE MEASURES:
-ABCs
-Airway management as indicated
-Administer O2
-Establish venous access

Is the patient conscious and alert with signs of good perfusion?

YES

NO

INITIATE TRANSPORT
AND CONTACT RECEIVING
HOSPITAL

ATROPINE
0.5 mg IV push
Evaluate response (repeat if appropriate)

BP > 90 mm Hg

Heart rate normal
BP < 90 mm Hg

Bradycardia and poor
Perfusion persist consider
Repeating Atropine 0.5 to
1mg

INITIATE TRANSPORT
AND CONTACT RECEIVING
HOSPITAL

Fluid bolus
20 cc/kg NS

Consider Dopamine drip
At 5 mcg/kg/min. Titrate
To BP, up to 20 mcg/kg/min.
INITATE TRANSPORT
AND CONTACT RECEIVING
HOSPITAL
A
B
C
D

INITIATE
TRANSCUTANEOUS
PACING (TCP)
INITIATE
TRANSPORT
AND CONTACT
RECEIVING HOSPITAL

Special notes
Do not delay TCP while awaiting IV access or for atropine to take effect if the patient is showing signs of poor
perfusion.
When pacing, verify mechanical capture and patient tolerance. Versed 2-4 mg IV for comfort with TCP.
Contact Receiving Hospital if further medication required.
In the setting of acute inferior MI with bradycardia and hypotension, further fluid requirements are likely and
are preferable to Dopamine.
Differentiate premature ventricular beats from escape beats, which are wide complexes occurring late after
preceding beat as a lower pacemaker cell takes over. Escape beats are beneficial to the patient and should be
treated by increasing the underlying rate and conduction, not by suppressing the escape beats.
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WIDE COMPLEX TACHYCARDIA WITH PULSE
INITIATE SUPPORTIVE MEASURES:
- ABCs
- Airway management as indicated
- Administer O2
- Establish venous access
- If non-sustained monomorphic VT (3 or more beats in <20 seconds) withhold treatment unless directed by
medical control.

Is the patient conscious, alert, and without signs of poor perfusion?
YES
AMIODARONE
150 mg IV over 10 minutes

NO

SYNCHRONIZE CARDIOVERSION
Starting at 50 J to 100 J

Rhythm persists
LIDOCAINE
1.5 mg/kg IV push

AMIODARONE 150 mg IV over 10 min
OR
LIDOCAINE
1.5 mg/kg IV push

Rhythm persists
CONSIDER MAGNESIUM SULFATE
2 g IV over 2 min
(If polymorphic wave form)

INITIATE TRANSPORT AND
CONTACT RECEIVING HOSPITAL

Rhythm persists
INITIATE TRANSPORT
AND CONTACT RECEIVING HOSPITAL
Special notes
A
A wide QRS complex is defined as wider than 0.12 sec (120 msec).
B
A wide complex tachycardia is usually ventricular in origin, but may on occasion be a
supraventricular rhythm with aberrant conduction. If hemodynamically stable, obtaining a 12 lead ECG prior
to medicating may be very helpful for the receiving physician.
C
Versed 2-4 mg IV may be given prior to synchronized cardioversion, if patient condition allows. Contact
Medical Control to consider further medication as needed.
D
If Lidocaine converts rhythm, or if Lidocaine given after cardioversion, consider Lidocaine drip at 1-2 mg/min
IV if transport time greater than 10 minutes.
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NARROW COMPLEX TACHYCARDIA WITH PULSE
INITIATE SUPPORTIVE MEASURES:
- ABCs
- Airway management as indicated
- Administer O2
- Establish venous access
Is the patient conscious, alert and without signs of poor perfusion?

YES

OBTAIN 12 LEAD EKG IF AVAILABLE

NO

AWAKE

UNRESPONSIVE

May attempt Vagal maneuver

ADENOSINE 6 mg rapid IV push and
May repeat at 12 mg rapid IV push x2

INITIATE TRANSPORT AND
CONTACT RECEIVING HOSPITAL

ADENOSINE
6 mg IV rapid push
may repeat at
12 mg x2

IMMEDIATE
SYNCHRONIZED
CARDIOVERSION

INITIATE
TRANSPORT
AND CONTACT
RECEIVING
HOSPITAL

INITIATE TRANSPORT AND
CONTACT RECEIVING
HOSPITAL

Special notes
A
A narrow QRS complex is less than 0.12 sec (120msec) in duration.
B
Tachycardia is most likely a secondary problem when the pulse is less than 150. Treat hypoxia,
hypovolemia, pain, and other problems first.
C
Note: Patients taking Persantine (Dipyridomote) may have prolonged asystole.
D
Carotid massage should not be used as a Vagal manuver
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Chelan and South Douglas County EMS
High Performance CPR
CPR- It is the expectation in Chelan and South Douglas County that BLS providers will be experts in
the delivery, quality, and choreography of CPR. Responding BLS crews are tasked with taking charge
and running the CPR portion of a cardiac arrest resuscitation.
Compressions 90% of Time - One of the primary goals is to deliver compressions a minimum of 90% of the
time a patient is in cardiac arrest. 95% of the time would be optimum. Every effort should be made to
minimize interruptions in compressions. There should not be interruption of compressions for skills
(including intubation) and minimal interruptions for analysis and defibrillation.
Continuous Compressions – All CPR performed by EMS and fire will be done using continuous
compressions with breaths given every 15 compressions – do not interrupt CPR for breaths. This is for
patients who are intubated or are being ventilated with bag-valve-mask.
Two Minute Intervals of CPR Between Defibrillation – Following defibrillation perform compressions for
2 minutes prior to analyzing the rhythm or doing a pulse check.
Time Keeper with a Stop Watch – Whenever possible there should be a person assigned to keeping time.
This person will have a stop watch and will have the responsibility of timing CPR intervals, giving warnings
30 seconds prior to analysis/defibrillation and keeping track of time when compressions are not performed.
The time keeper will also be responsible for monitoring quality of compressions and rate.
Minimal Time Between Stopping CPR and Defibrillation – Studies have demonstrated that defibrillation is
most effective when performed as soon as safely possible after stopping compressions. Manual defibrillators
should be pre-charged before stopping to check rhythm. For AED’s that charge after analyzing rhythm, CPR
should be re-started while the unit is charging and then stopped for the shock.
No Pulse or Rhythm Check Immediately After Defibrillation – CPR should be continued immediately
after defibrillation.
Safety – Safety issues will need to be carefully addressed in training and practice. To facilitate rapid
defibrillation monitors will be pre-charged while rescuers are doing CPR. Agencies will need to develop
procedures such as, no one touches the “shock” button until the patient is cleared or some agencies choose to
have the person doing compressions push to shock. Whichever way there needs to be safeguards to assure
rescuers are clear and there are no inadvertent shocks.
Transition Between ALS and BLS Crews – Transition will be a key issue. It is very important to maintain
intervals of CPR to 2 minutes. Agencies will need to know how long it takes for their defibrillators to be
turned on and operationally ready, how long it takes to hook them up or switch from AED to manual
defibrillator so decisions can be made on when the correct time is to transition. Know Your Equipment!!!!!
Other Factors
Determine if witnessed, bystander CPR, preceding symptoms.
Any evidence of drug ingestion/use, trauma, other unusual factors.
Past medical history.
If appropriate, determine code status or presence of POLST form.
Cardiac arrest in a trauma situation is not treated according to this protocol (see Trauma Arrest protocol).
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Chelan and South Douglas County EMS
Cardiac Arrest in Adults and Children > 8 Yrs Old
Approach To Cardiac Arrest For EMS Agencies
For the patient who is unconscious/unresponsive, and who is not breathing normally, immediately perform chest
compressions, while turning on and attaching the AED or monitor/defibrillator. Once the AED or Manual Defibrillator is
attached begin counting compressions and pre-charge manual defibrillators. At completion of 30 compressions, clear
patient, analyze rhythm and shock if indicated. Resume chest compressions immediately and continue for 2 minutes with
breaths every 15 compressions before next rhythm analysis.
Begin CAB. If unconscious/unresponsive and not breathing normally, begin compressions and attach the
defibrillator/AED. Then, complete 30 compressions; analyze rhythm.
Shock Indicated (VF or pulseless VT)
Deliver single shock. Then immediately begin chest
compressions. Perform 2 minutes of uninterrupted CPR. Do not
delay CPR for pulse or rhythm check.

Immediately begin chest compressions. Perform 2
minutes of uninterrupted CPR
Do not delay CPR for pulse or rhythm check.
After 2 minutes of CPR, analyze rhythm.

No Shock Indicated
Do not check pulse before analyzing rhythm.
Shock Indicated (VF or pulseless VT)
Deliver single shock. Then immediately begin chest compressions.
Perform 2 minutes of uninterrupted CPR. Do not delay CPR for
pulse or rhythm check
No Shock Indicated

If pulse, assess blood pressure, airway and
breathing. If no pulse, perform 2 minutes of
uninterrupted CPR
After 2 minutes of CPR, analyze rhythm.
Do not check pulse before analyzing
rhythm.

Check Pulse
Shock Indicated (VF or pulseless VT)

Check Pulse

Deliver single shock. Then immediately begin chest compressions.
Perform 2 minutes of uninterrupted CPR. Do not delay CPR for
pulse or rhythm check

If pulse, assess blood pressure, airway and
breathing. If no pulse, perform 2 minutes of
uninterrupted CPR

No Shock Indicated
After 2 minutes of CPR, analyze rhythm.
Do not check pulse before analyzing rhythm.
Within 24 hours after every cardiac arrest event contact Dr. Jobe by phone or by email. Cell 509-679-1089, email
ljobe.ems@gmail.com
A. Each CPR cycle begins with chest compressions (at 100/min, > 2 inches or 1/3 of chest wall height, full recoil).
Breaths are given every 15 compressions without stopping compressions using a bag/valve mask or via an endotracheal
tube.
B. If age is not known treat as an adult if there is development of axillary hair in males or breast tissue development in
females.
C. For AED units that require charge time after “Analysis is complete”, resume compressions until the unit is ready to
deliver a shock.
D. “Pulse checks” should be done only after the AED indicates “no shock advised” or after the paramedic using a manual
unit sees an organized rhythm.
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E. CPR should not be interrupted whenever possible except in cases where airway management is necessary (i.e. emesis).
Aspiration greatly reduces a patient’s chance of long term recovery or survival.
F. Priorities on initial arrival are chest compressions and defibrillation. If there are only 2 responders to begin with,
ventilations should begin after the rhythm analysis and shock if indicated.
G. Any patient found unconscious, unresponsive with a systolic BP < 60 should have CPR initiated. If a pulse is detected
during resuscitation by systolic BP < 60, resume CPR.
H. Cardiac arrest protocols may change. Always follow current Chelan/South Douglas protocols.
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VENTRICULAR FIBRILLATION/ PULSELESS VENTRICULAR TACHYCARDIA
Follow Cardiac Arrest Protocol

Pulseless VT/VF

NSR

Dysrhythmias

↓

↓

↓

CPR
Endotracheal intubation
100% O2 Rate of 6bpm
Establish venous access
↓

Reassess
Support ABCs

Support ABCs
Treat per protocol
↓

EPINEPHRINE (1:10,000)
1mg IVP q 3-5 min
↓

AMIODARONE
150mg over 10min OR
LIDOCAINE
1.5mg/kg IVP
↓

INITIATE TRANSPORT AND
CONTACT RECEIVING HOSPITAL

DEFIBRILLATE
↓

If Lidocaine bolus given consider
Lidocaine gtt @ 1-2mg/min if
>10min from receiving facility
↓

AMIODARONE
300mg IVP; consider additional
150mg x1
↓

INITIATE TRANSPORT AND
CONTACT RECEIVING HOSPITAL

DEFIBRILLATE
↓
LIDOCAINE
1.5mg/kg IVP
↓
MAGNESIUM SULFATE
2g IVP x1
↓
REPEAT CYCLE AS INDICATED
INITIATE TRANSPORT CONTACT
RECEIVING HOSPITAL
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Special Notes:
A
The sequence of interventions should minimize interruptions in CPR. After the counter shock, resume CPR
immediately. After 2 minutes, check rhythm briefly, then resume CPR while preparing for next intervention,
such as defibrillation.
B
Avoid over ventilating the patient. Intentionally provide ventilations every 15 compressions to minimize tidal
volume, which, if too large can interfere with venous return.
C
Note: Additional boluses of Lidocaine at 0.75 mg/kg may be given up to a total dose of 3 mg/kg.
D
Hemodialysis patients give CaCl 10ml of 10% solution IV push after Epinephrine if no ROSC, or if deterioration
following ROSC.
E
High dose of epinephrine is no long indicated.
F
Consider Sodium Bicarbonate 1mEq/kg up to 100mEq in prolonged resuscitation (An 8.4% 50 ml ampule is 50
mEq)
G
Rotate compressors every 2 minutes, even if they do not feel fatigued.
H
Lidocaine and Amiodarone may be given in any order. There is no evidence clearly showing benefit of one
over the other. Lidocaine might be a reasonable first choice due to ease of administration.
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ASYSTOLE

-

INITIATE SUPPORTIVE MEASURES:
-Begin Cardiac Arrest Protocol
- Establish venous access
- Endotracheal intubation
Confirm asystole in at least two leads, also check monitoring equipment.

EPINEPHRINE (1:10,000)
1 mg IV push, repeat every 3-5 min.

ATROPINE
1 mg IV push, repeat every 3-5 min up to 3 mg or 0.04 mg/kg whichever is greater

Consider Sodium Bicarbonate
1 mEq/kg IV
Repeat above drug up to 100 mEq

CONTACT MEDIAL CONTROL
to discuss termination of efforts.
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PULSELESS ELECTRICAL ACTIVITY (PEA)
INITIATE SUPPORTIVE MEASURES:
-Begin Cardiac Arrest Protocol
-Establish venous access
-Endotracheal intubation
CONSIDER POSSIBLE CAUSES:
-Hypovolemia -------------IV fluid bolus(20 ml/kg NS)
-Tension pneumothorax ---Chest decompression (per protocol)
-Hypoxia -----------------Check tube placement
-Acidosis ----------------- Ventilation/ Consider Sodium Bicarb 1 mEq/kg
-Hyperkalemia (Renal Failure)---Calcium Chloride 10ml of 10% sol’n
-Cardiac tamponade
-Hypothermia
-Pulmonary embolism
-Myocardial infarction
-Drug overdose
EPINEPHRINE (1:10,000)
1 mg IV push, repeat every 3-5 min.

If HR < 60, Atropine
1 mg IV q 3-5 min, up to 0.04 mg/kg

INITIATE TRANSPORT AND CONTACT RECEIVING HOSPITAL

OR
Contact Medical Control to consider termination of efforts if no pulse 20 minutes after successful intubation,
appropriate medications, and all reversible cause identified.
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CHEST PAIN
Specific information needed
Symptoms: Patient of either gender, more than 20 years old with any of the following complaints
A

B

C

Chest pain complex
1. Pressure
2. Tightness, heaviness
3. Radiating in neck, jaw, shoulders, back, one or both arms
4. Chest discomfort
5. Chest ache, pressure, stabbing, or squeezing
6. “Elephant on chest”
7. Burning
8. Indigestion or heartburn, nausea and/or vomiting, unexplained indigestion/belching
9. Weakness/dizziness/light headedness/Loss of consciousness
10. Patient of any age or gender with classic symptoms (acute onset, nausea, diaphoresis,
radiation of pain to arm, neck, jaw, to the back)
11. No pain or discomfort: but, patient may experience painless syncope, change in mental
status, or dyspnea. Associated symptoms may include nausea, vomiting, diaphoresis, indigestion,
belching, etc.
12. Cocaine use
Respiratory
1. Acute onset of shortness of breath
2. Wheezing
3. Significant hemoptysis with shortness of breath
4. Persistent shortness of breath
Cardiac Surgery or H/X Cardiac Disease
1. CABG
2. Vascular Surgery

Specific objective findings
A
Vital Signs
B
General appearance: color, apprehension, sweating
C
Signs of heart failure: neck vein distention, peripheral edema, respiratory distress
D
Lung exam by auscultation: rales, wheezes or decreased sounds
E
Chest wall tenderness, abdominal tenderness
Treatment
A
Reassure and place patient in position of comfort (usually semifowlers)
B
Administer O2
C
If patient’s history suggests a cardiac origin to the chest pain:
1. Monitor cardiac rhythm
2. Establish venous access
3. Normalize pulse by treating tachycardia >160 or bradycardia <40 according to protocols
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D
E

F

4. Obtain 12 lead EKG
5. ASA 324 mg chew and swallow. Administration of ASA should not preclude other ACLS and life
saving measures
6. Administer Nitroglycerin SL if BP >100 systolic. Repeat every 3-5 min. until pain relieved or
systolic BP <100
7. If SBP <90 contact Medical Control to consider fluid challenge of NS and/or Dopamine
8. If pain persists after third Nitroglycerin consider narcotic analgesia per protocol.
9. If pain persists after third sublingual Nitroglycerin AND transport time is >20 minutes, consider
nitroglycerin drip to start at 10mcg/min. May titrate by 5-10 mcg/min increments until pain is
relieved and to keep SBP >100.
Monitor cardiac rhythm and vitals enroute.
If the EKG reads acute ST Elevation MI (STEMI), report to the receiving hospital with the following
information as soon as possible
1. Speak directly with the physician on duty
2. Patient age and gender
3. Brief clinical presentation
4. Clearly communicate EKG shows Acute STEMI
For STEMI patients, scene time should be kept under 10 minutes.

Specific precautions
A
Suspicion of an acute MI is based on history. Do not be reassured by a “normal” monitor strip. Conversely,
“abnormal” strips (particularly ST and T changes) can be due to technical factors or non acute cardiac
diseases. ST elevation that changes after nitroglycerin administration should be documented.
B
Similarly, the majority of acute myocardial infractions are not STEMI and therefore a patient with
concerning chest pain and no ST elevation should still be treated as an acute MI
C
Constant monitoring is essential. As many as 50% of patients with acute MI who develop ventricular
fibrillation may have no warning of arrhythmias
D
Lidocaine should not be given if:
1. Blood pressure <90 systolic, or
2. Heart rate <50, or
3. Periods of sinus arrest or any A-V block are present.
E
If patient develops depressed respirations following Morphine Sulfate administration be prepared to
actively support airway and ventilation or administer Naloxone.
F
Remember there are many causes for chest pain. Consider pulmonary embolus, pneumonia, dissection,
pneumothorax
G
Beware of IV fluid overload in the potential cardiac patient
H
Patients who have taken Viagra, Cialis, or Lavitra within the last 48 hours should not be given
Nitroglycerin
I
Patients shall be transported according to the Washington State Prehospital Cardiac Triage Destination
Procedure
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COMA/ ALTERED MENTAL STATUS
Specific information needed
A
Present history: duration of illness, onset and progression of present state: antecedent symptoms such as
headaches, seizures, confusion, trauma, ect.
B
Past history: previous medical or psychiatric problems
C
Medications: use or abuse
D
Surroundings: check for pill bottles, syringes, etc, and bring with patient. Note odor in house.
Specific objective findings
A
Safety to rescuer: check for gases or other toxins
B
Vital signs (include GCS score)
C
Level of consciousness and neurological status
D
Signs of trauma: head, body
E
Breath odor
F
Needle tracks
G
Medical alert tag
Treatment
A
Airway: protect as needed (positioning, nasopharyngeal or oropharyngeal airway, suctioning, intubation)
B
Administer O2
C
Monitor cardiac rhythm
D
Establish venous access and fluid bolus as indicated
E
Draw appropriate tubes and test for blood glucose, if available
F
Administer Dextrose 50% (25 gm slow IV), if blood glucose reading <60, and if clinically indicated
* If unable to obtain IV consider Glucagon 1 mg IM
G
Administer Naloxone (0.4 to 0.8 mg IV), if clinically indicated
H
Transport in lateral recumbent position. (If trauma suspected, transport supine with cervical collar and backboard: log roll as necessary)
I
Monitor vitals during transport
Specific precautions
A
Be particularly attentive to airway. Difficulty with secretions, emesis, and inadequate tidal volume are
common
B
Hypoglycemia may present as focal neurologic deficit or coma (stroke-like picture)
C
Occasionally, glucometer readings are inaccurate. In the appropriate clinical setting, consider giving IV
Dextrose following a blood draw even if the glucometer reading is not low
D
Do not give oral sugar to an unconscious patient.
E
Stroke patients may be alert but unable to respond (aphasic); therefore, communicate with the patient and
explain what you are doing. Avoid inappropriate comments.
F
Naloxone is useful in any potential overdose situation, but be sure the airway and the patient is controlled
before giving Naloxone to a known drug addict. The acute withdrawal precipitated in an addict may result in
violent combativeness
G
For patients being treated with narcotics for chronic pain syndromes, use small doses of naloxone (0.1 mg)
and titrate to improve respirations and mental status. Avoid large doses which may precipitate severe pain in
these patients.
Chelan/Douglas County Paramedic Protocols Revised 02/2012

24

Section I Treatment Protocols: Medical Treatment

FOCAL NEUROLOGIC DEFICIT
Specific information needed
A
Time of onset is critical (determine when last normal).
B
Present illness: duration of symptoms, extent of deficit, progression of symptoms, headache, seizure or
any recent trauma.
C
Past medical history: Any history of seizures, diabetes, stroke or similar events.
D
Any history of intracranial bleed or recent surgery.
E
Medications: Always determine medications, but specifically ask about “any blood thinners, such as
aspirin, Coumadin, warfarin or plavix.”
Specific objective findings
A
Vital signs (including GCS)
B
Level of consciousness (including gag reflex if appropriate)
C
FAST exam (see below)
D
Always check for any signs of trauma
E
Medical alert tags (eg. Diabetes, Coumadin)
Treatment
A
Airway: protect as indicated (positioning, naso- or oropharyngeal airway, suctioning or intubation)
B
Administer O2
C
Monitor cardiac rhythm
D
Establish venous access and fluid bolus as indicated for hypotension
E
Administer Dextrose 50% (25 gms slow IV), if blood glucose reading <60. (if unable to establish IV, give
Glucagon 1mg IM.)

F

G
H
I

If time last seen normal is less than 4 hours, then speak to the ED physician and relay the patient’s age,
vital signs, deficit, time last seen normal, blood glucose, presence of blood thinners and any history of
intracranial bleed or recent surgery. Keep scene time under 10 minutes in these patients.
Transport with head elevated 20-30 degrees to reduce risk of aspiration.
If trauma suspected, transport as per trauma protocols.
Monitor vitals and serial FAST exam to document any trends.

Specific Precautions
A
Remember that the differential diagnosis of an acute focal neurologic deficit includes, besides ischemic
stroke, hemorrhagic stroke, trauma (ICH, spinal cord injury), hypoglycemia and Todd’s paralysis (transient
postictal paralysis).

B

C

FAST exam: F is for facial droop. Ask the patient to show their teeth. Normal is symmetrical movement. A
is for arm drift. Ask the patient to hold their arms up for 10 seconds. Normal is equal or no movement of
the arms. S is for speech. Ask the patient to say, “ The sky is blue in Wenatchee”. Normal means the
patient says the phrase correctly without slurring the words. T is for time of onset.
Knowing the time of onset is paramount in determining the appropriateness of tPA, which must be given
½
in less than 4 hours after symptom onset, though 3 hours is ideal. Scene time must be kept to a
minimum (10 minutes or less) if tPA is a consideration. The risk of intracranial bleeding from tPA is greater
at 4 hours than it is at 3 hours.
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D

E
F

Instead of asking about time of onset, determine when the patient was last seen normal. For example if
you respond at 0900 to a person who awoke at 0700 with left facial and arm paralysis and the patient
slept all night after going to bed at 2300, then the last normal was 2300 and onset is considered to be 10
hours prior to your evaluation ( not 2 hours)
Stroke patients may be alert but unable to respond (aphasic or “locked in”); therefore, communicate with
the patient and explain what you are doing. As always, avoid inappropriate comments.
Possible stroke patients shall be transported as per the Washington State Prehospital Stroke Triage
Destination Procedure.
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HYPERTENSION
Specific information needed
A
History of hypertension and current medications
B
New symptoms: dizziness, nausea, confusion, visual impairment, paresthesia, weakness
C
Drug use: pseudoephedrine (found in a wide variety of over- the –counter cough and cold medicines),
amphetamines, methamphetamine or cocaine.
D
Other symptoms: chest pain, breathing difficulty, abdominal/back pain, severe headache
Specific objective finding
A
Evidence of encephalopathy: confusion, seizures, coma, vomiting
B
Presence of associated findings: pulmonary edema, neurologic signs, neck stiffness, unequal peripheral
pulses
Treatment
A
Administer O2
B
Place patient at rest in position of comfort
C
Recheck BP, with special attention to correct cuff size and placement
D
Treat chest pain, respiratory distress, seizure activity as per usual protocols
E
Establish venous access
F
Monitor cardiac rhythm
G
Monitor vital signs and mental status during transport
Specific precaution
A
Elevated blood pressure >140/90 in the field may be related to pain and psychological stress, but often
the patients do have underlying hypertension. If they have known hypertension, they should be
encouraged to follow up with their PCP to optimize control. If there is no diagnosis of blood pressure, they
should be encouraged to obtain and log blood pressure readings and review them with a physician to
determine if treatment is needed.
B
Hypertensive encephalopathy is rare, and is best treated in the hospital setting with carefully controlled
reduction of blood pressure. Rapid reduction of blood pressure can precipitate stroke. Hypertension is
more common in association with other problems (pulmonary edema, seizures, chest pain, coma, or
altered mental states). It should be managed by treating the other problem, which is usually primary.
C
Don’t forget that false elevation of BP can result from a cuff which is too small for the patient. The cuff
should cover 1/3 to 1/2 of the upper arm and the bladder of the cuff should completely encircle the arm.
D
Hypertension is seen in severe head injury and intracranial bleeding, and is thought to be a protective
response which increases perfusion to the brain. Treatment should be directed at the intracranial process,
not the blood pressure.
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POISONS AND OVERDOSES
Specific information needed
A
Type of ingestion. What, when, and how much was ingested? Bring the poison, the container, description
of emesis, all medications and everything questionable in the area with the patient to the emergency
department, if it can be safely transported and handled.
B
Reason for exposure: think of child neglect, depression, etc.
C
Symptoms: respiratory distress, sleepiness, nausea, agitation or decreased level of consciousness.
D
Past history: medications, diseases
E
Action taken by bystanders: induced emesis? “antidote” given?
F
For poisonous exposures, consider whether decontamination is needed
Specific objective findings
A
Vital signs
B
Airway: patency and adequacy of ventilation
C
Level of consciousness and neurologic status: check frequently
D
Breath odor, increased salivation, oral burns
E
Skin: sweating, cyanosis
F
Systemic signs: vomitus, arrhythmias, lung findings
Treatment
A
Evaluate and actively support the airway as needed. Protect airway if vomiting or altered LOC.
B
Administer O2
C
Establish venous access
D
Test for blood glucose. Administer Dextrose 50% (25 gm), IV in secure vein, if clinically indicated.
E
Administer Naloxone (0.4 to 0.8 mg) in patients with decreased respiratory effort and observe patient for
improved ventilations
F
Monitor cardiac rhythm
G
May need to administer Sodium Bicarbonate (1 mEq/kg) if widened QRS, or ventricular arrhythmias on
monitor after excessive tricyclic antidepressants(s) ingested. Contact Medical Control in these circumstances.
H
Frequent monitoring of vital signs during transport.
Specific precautions
A
There are few specific “antidotes”. Product labels and home kits can be misleading and dangerous. Watch the
ABCs: these are important.
B
Do not neutralize acids with alkalis. Do not neutralize alkalis with acids. These “treatments” cause heatreleasing chemical reactions which can further injure the GI tract.
C
Inhalation poisoning is particularly dangerous to rescuers. Make sure you have proper protective equipment
to safely remove victim. Recognize an environment with continuing contamination and extricate rapidly.
D
Organophosphate exposure may require massive doses of Atropine. Contact Medical Control for
directions.

CHEMTREC PHONE # 1-800-424-9300
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PSYCHIATRIC/BEHAVIORAL
Specific information needed
A Obtain history of current event, inquire about recent crisis, toxic exposure, drugs, alcohol, emotional trauma
suicidal ideations.
B Obtain past history: inquire about previous psychiatric and medical problems, medications.
Specific objective findings
A Evaluate vital signs.
B Note medic alert tags, odor to breath
C Determine ability to relate to reality
D Note hallucinations and behavior
Treatment
A Attempt to establish rapport
B Assure airway
C For mental health patients deemed to be a danger to themselves or others, and who are refusing transport,
request law enforcement assistance and see restraint protocol.
D Out of control patients who are a danger to themselves or others, may need chemical restraint per Restraint
Protocol (page 77)
E Monitor vital signs
D If altered mental status or unstable vital signs:
1. Administer O2
2. Establish venous access
3. Draw appropriate blood tubes
4. Consider Dextrose and Narcan
Specific precautions
A Psychiatric patients often have an organic basis for mental disturbances. Beware of hypoglycemia, hypoxia,
head injury, intoxication, or toxic ingestion
B If emergency treatment is unnecessary, do as little as possible except to reassure while transporting. Try not
to violate the patient’s personal space
C If the situation appears threatening, request law enforcement assistance
D Beware of weapons, these patients can become very violent
E If not already available, request police backup for patients who are clearly a danger to themselves or others, if
there is any resistance or concern of potential problems, EMS personnel safety, without questions, precludes
that of the involved parties

Chelan/Douglas County Paramedic Protocols Revised 02/2012

29

Section I Treatment Protocols: Medical Treatment

RESPIRATORY DISTRESS
Specific information needed
A
History: acute change or injury, slow deterioration, possible foreign body aspiration
B
Past History: chronic lung or heart problems or known diagnosis, medications, home O2, past allergic
reactions, recent surgery
C
Associated symptoms: chest pain, cough, fever, hand or mouth paresthesias
Specific objective findings
A
Vital signs
B
Oxygenation: level of consciousness, cyanosis
C
Ventilatory effort: accessory muscle use, forward position, pursed lips
D
Neurologic signs: slurred speech, impaired consciousness, evidence of drug/alcohol ingestion
E
Signs of upper airway obstruction: hoarseness, drooling, exaggerated chest wall movements, inspiratory
stridor, inability to talk
F
Signs of congestive failure: neck vein distention in upright position, rales, peripheral edema
G
Breath sounds: clear, decreased, rales, wheezing, or rhonchi
H
Hives, upper airway edema
I
Evidence of trauma: crepitus of neck or chest, bruising, steering wheel damage, penetrating wounds
Treatment
A
Put patient in position of comfort (usually upright)
B
Identify and treat upper airway obstruction if present:
1. If patient can talk, give reassurance and have him try to cough
2. If awake, but unable to talk, attempt Heimlich maneuver
3. If unsuccessful, suction, Nasopharyngeal airway, direct visualization and removal with forceps,
endotracheal intubation
C
Administer O2
D
Assist ventilation with bag valve mask if necessary. Consider if intubation indicated
E
Assess and consider treatment for the following problems
1. Asthma:
a. Establish venous access
b. Monitor cardiac rhythm
c. Albuterol (2.5 mg Nebulized)
d. Atrovent (0.5mg Nebulized) may be considered especially in older patients (possible
COPD) or critical asthmatics
2. Pulmonary Edema:
a. Sit patient up, legs dangling if possible
b. Establish venous access
c. Monitor cardiac rhythm
d. If SBP >110 give Nitroglycerin 0.4 mg SL. Q5 minutes until symptoms improve. Check
BP between each dose.
e. Contact Medical Control to consider: Lasix ( discuss dose ) or Morphine sulfate 2-5 mg/IV
f. Assist ventilations and consider intubation if patient has altered mentation
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F
G

3. COPD with deterioration:
a. Administer O2 at a rate only to keep SpO2 92-95 %
b. Establish venous access
c. Monitor Cardiac rhythm
d. Albuterol (2.5 mg Nebulized)
e. Atrovent (.5 mg Nebulized)
4. Pneumothorax:
Watch for signs of tension, if patient deteriorating rapidly, consider chest decompression
If diagnosis unclear, place patient in position of comfort, and administer O2, transport
Prepare to assist ventilations if patient fatigues or develops altered mentation, or if respiratory arrest
occurs

Specific precautions
A
Consider cardiac ischemia in diabetic and elderly patients
B
Wheezing in older persons may be due to pulmonary edema (cardiac asthma)
C
Don’t over diagnose “hyperventilation” in the field which could cause you to miss pulmonary emboli or
other serious problems. Treatment with O2 will not harm the hyperventilator
D
Nitroglycerin is the treatment of choice for acute pulmonary edema. Lasix will not have an immediate
effect and Morphine is rarely indicated.
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SEIZURES
Specific information needed
A
Seizure history: onset, time interval, previous seizures, type of seizure
B
Medical history: especially head trauma, diabetes, headaches, drugs, alcohol, medications, pregnancy
Specific objective finding
A
Vital signs
B
Description of seizure activity
C
Level of consciousness
D
Head and mouth trauma
E
Incontinence
F
Patient temperature
G
Skin color and moisture
Treatment
A
Airway: ensure patency: nasopharyngeal airways are useful. NOTE: Do not force anything between teeth
B
Administer O2
C
Suction as needed
D
Protect patient from injury
E
Check pulse immediately after seizure stops
F
Keep patient on side
G
Establish venous access
H
Administer Diazepam 0.2 mg/kg at 2 mg/min up to 20 mg for ongoing seizure. This drug may be also given
PR, IO, or ET using double the IV dose
I
Draw appropriate tube: test for blood glucose
J
Administer Dextorse 50% (25 gm), if clinically indicated
K
Administer Narcan (0.4 – 0.8 mg), if clinically indicated
L
Monitor cardiac rhythm
M
Keep in lateral recumbent position for transport
N
Monitor vitals. Including SpO2
Specific precautions
A
Move hazards away from patient. Restrain the patient only if needed to prevent injury. Protect patients
head
B
Attempts to force an airway into the patients mouth may cause further trauma and can completely
obstruct airway. Do not use bite sticks.
C
Seizure can be due to lack of glucose or O2 to the brain, as well as to the irritable focus we associate with
epilepsy. Hypoxia from transient arrhythmia or cardiac arrest (particularly in younger patients) may cause
seizure and should be treated promptly. Don’t forget to check for pulse.
D
Hypoxic seizures can also be caused by simply fainting, either when the tongue obstructs the airway in the
supine position, or when overly helpful bystanders prop the patient or elevate the head prematurely.
E
Alcohol related seizures are common, but cannot be differentiated from other causes of seizure in the
field. Assessment in the intoxicated patient should still include consideration of hypoglycemia and all
other potential causes. Field management is the same for any seizure.
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F
G

H
I

Seizures may be due to arrhythmias or stroke. Of these, arrhythmia is the most important to recognize in
the field
Medical personnel are often called to assist epileptics who seize in public. If patient clears completely, is
taking his/her medications, has his/her own physician, and is experiencing his/her usual frequency of
seizures, transport may be unnecessary. Consult Medical Control.
Diazepam has a tendency to decrease respiratory effort. Monitor closely!
Seizures in pregnant patients (or even those who are recently delivered) may be the presenting sign of
eclampsia or toxemia of pregnancy. See appropriate protocol.
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SHOCK: MEDICAL
Specific information needed
A
Onset: gradual or sudden: precipitating cause or event
B
Associated symptoms: itching, peripheral or facial edema, thirst, weakness, respiratory distress,
abdominal or chest pain, dizziness on standing
C
History: allergies, medications, bloody emesis or stools, significant medical diseases, history of recent
trauma, last menstrual period, vaginal bleeding, fever
Specific objective finding
A
Vital signs: pulse >120 (occasionally <50): BP <90 systolic
B
Mental status: apathy, confusion, restlessness, combativeness
C
Skin: flushed, pale, sweaty, cool or warm, hives or other rash
D
Signs of Trauma
E
Signs of cardiogenic shock: jugular venous distention in upright position, rales, peripheral edema
Treatment
A
Administer O2
B
If tolerated, place patient supine with legs elevated. If respiratory distress develops, leave patient in
position of comfort.
C
Assess for cardiogenic cause:
1. If pulse >150, treat tachyarrhythmia according to protocol
2. If pulse <50, treat bradyarrhythmia according to protocol
3. If distended neck veins, chest pain, or other evidence of cardiac cause:
a. Position of comfort
b. Be prepared to assist ventilations or initiate CPR
c. Establish venous access
d. Monitor cardiac rhythm
e. If rates on exam suggest pulmonary edema, go to E
f. Evaluate for possible tension pneumothorax. Treat as appropriate, see protocol
D
Fluid bolus 10-20 ml/kg if not in pulmonary edema rapid infusion with frequent reevaluation.
E
Consider Dopamine 5 mcg/kg/min if no response to fluid bolus and titrate to SBP of 100
F
If no evidence of cardiogenic cause, institute general treatment measures:
1. Place patient supine, elevate legs 10-12 inches. (If respiratory distress results, leave patient in
position of comfort)
2. Fluid bolus: IV, NS 10- 20 ml per kg
G
If presentation suggests anaphylaxis, treat per Anaphylaxis Protocol.
H
Monitor VS, cardiac rhythm and level of consciousness during transport
I
Cover patient to avoid excess heat loss. Do not over bundle
J
Transport rapidly for definitive diagnosis and treatment
Specific precautions
A
Shock with inferior AMI needs fluid, whereas anterior AMI needs pressors.
B
Mixed forms of shock are treated as hypovolemia, but the other factors contributing to the low perfusion
should be considered. Neurogenic shock is caused by relative hypovolemia as blood vessels lose tone,
either from spinal cord trauma, drug overdose, or sepsis, Cardiac depressant factors can also be involved.
Anaphylaxis is a mixed from of shock with hypovolemic, neurogenic, and cardiac depressant components.
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SHOCK: MEDICAL
Mechanism/Causes

Differential/Symptoms

HYPOVOLEMIA
Dehydration
Vomiting, diarrhea
Diabetes with
hyperglycemia
Ectopic pregnancy
GI bleed
Ruptured abdominal
aneurysm
Vaginal bleeding
Intra-abdominal bleeding

Suggestive illness
Diabetes; acute illness, increased urine or blood loss,
thirst, fever
Female, 12-50 years, abdominal pain
Emesis: black or red stool
Severe back/abdomen pain, age, history of high blood
pressure
Suggestive history, miscarriage, abortion or delivery
Minor trauma, abdomen, back or shoulder pain

CARDIOGENIC
Arrhythmia
Pericardial tamponade
Tension pneumothorax
Myocardial failure
Pulmonary embolus

Palpitations
Chest area cancer, blunt or penetrating trauma
Respiratory distress, COPD, trauma
Chest pain, history of congestive failure
Sudden respiratory distress, chest pain

MIXED
Sepsis symptoms
Drug overdose
Anaphylaxis

Fever, elderly, urinary symptoms
Suggestive history
SOB, itching, mouth swelling, dizziness, exposure to
allergen
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SYNCOPE
Specific information needed
A
History of the event onset, duration, seizure activity, precipitating factors. Was the patient sitting,
standing, lying or pregnant?
B
Past history: medications, diseases, prior syncope
C
Associated symptoms: dizziness, nausea, chest or abdominal/ back pain, headache, palpitations
Specific objective findings
A
B
C

Vital signs
Neurological status: level of consciousness, residual neurological deficit
Signs of head trauma, mouth trauma, incontinence

Treatment
A
Position of comfort, do not sit patient up prematurely: supine or lateral positioning if not completely alert
B
Administer O2
C
Cardiac monitor
D
Establish venous access
E
Monitor vital signs and level of consciousness closely for changes or recurrence
F
If signs of hypoglycemia are present:
1. Determine blood glucose
2. Administer Dextrose 50% (25 gm) if indicated
G
Treat cardiac arrhythmias and shock per appropriate protocols
Specific precautions
A
Syncope is by definition a transient state of unconsciousness from which the patient has recovered. If the
patient is still unconscious, treat as Coma. If the patient is confused, treat according to Coma/ Altered
Mental Status protocol
B
Most syncope is vasovagal with dizziness progressing to syncope over several minutes. Recumbent
position should be sufficient to restore vital signs and level of consciousness to normal.
C
Syncope which occurs without warning or while in a recumbent position is potentially serious and often
caused by an arrhythmia.
D
Patients over the age of 40 with syncope, even though apparently normal, should be transported. In
middle-aged or elderly patients, syncope can be due to a number of potentially serious problems. The
most important of these to monitor and recognize are: arrhythmias, pulmonary embolism, occult GI
bleeding, seizure, or ruptured abdominal aortic aneurysm.
E
Any elderly patient with syncope and back pain should be considered to have a ruptured abdominal aortic
aneurysm until proven otherwise.

Chelan/Douglas County Paramedic Protocols Revised 02/2012

36

Section I Treatment Protocols: Medical Treatment

EMESIS
Specific Information needed
A
Frequency and duration of emesis
B
Presence of blood in emesis
C
Associated symptoms abdominal pain, weakness, confusion
D
Medication ingestion
E
Past medical history: diabetes, cardiac disease, abdominal problems, alcoholism
Specific objective findings
A
Vital signs
B
Color of emesis: presence of blood
C
Abdomen: tenderness, guarding, rigidity, distention
D
Signs of dehydration: poor skin turgor, dry mucous membranes, confusion
Treatment
A
Position patient semi fowlers or left lateral recumbent if vomiting
B
Administer O2
C
Nothing by mouth
D
If BP <90 systolic and signs of hypovolemic shock:
1. Elevate legs 10-12 inches
2. Establish venous access
3. Fluid bolus:10- 20cc/kg NS up to 1000cc: If history of CHF, 500cc only.
E
Monitor vital signs during transport
F
For patients with intractable emesis, consider Zofran 4mg IV
Specific precautions
A
Emesis may be a symptom of a more serious problem. The most serious causes are GI bleed or other
intra-abdominal catastrophe. A rare cardiac patient may also present with emesis as the predominant
symptom.
B
Consider drug overdose: a patient who does not call the ambulance for medication ingestion may call
later when GI symptoms become severe
C
The vast majority of persons with emesis have become sick over days, not minutes; unless severely ill,
they do not require lights and siren transport or advanced field treatment.
D
Dehydration may be particularly severe in children with simple emesis. Ivs may be very difficult to start
particularly with infants, consider IO if severe emesis and symptoms of dehydration
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MUTLIPLE TRAUMA OVERVIEW
Specific Information needed
A
Mechanism of injury
1. Cause, precipitating factors, weapons used
2. Trajectories and forces involved to patient
3. For vehicular trauma: condition of vehicle, windshield, steering wheel, compartment intrusion,
type and use of seatbelts, airbags, specific description of mechanism (i.e auto-pole, rollover,
auto-pedestrian, etc.)
4. Helmet use, if motorcycle or bicycle
B
Patient complaint (s)
C
Initial position and level of consciousness of patient from witnesses, first responders
D
Patient movement and treatment since injury
E
Other factors such as drugs, alcohol, medications, diseases, pregnancy
Specific objective findings
A
Scene evaluation:
1. Note potential hazard to rescuers and patient
2. Identify number of patients: organize triage operations if appropriate using START SYSTEM
3. Observe position of patient, surroundings, probable mechanism, vehicle condition
B
Patient Evaluation (see treatment below)
Treatment- Initial assessment in multiple trauma is performed at the same time as treatment.
A
B
C
D
E
F

G
H
I

J

Airway with C-spine immobilization
Breathing
Circulation, with control of major bleeding
Disability: Neurologic deficit, and GCS.
Exposure: Remove clothing for proper evaluation
After the primary survey addresses the ABCs and the patient is immobilized, other treatment, if any,
should occur enroute to the hospital. This includes IV placement, attaching cardiac monitor and the
secondary assessment
Transport to the closest, appropriate facility
Monitor vitals, neurologic status and cardiac rhythm enroute
CONTACT RECEIVING HOSPITAL: EVERY PATIENT REPORT MUST CONTAIN THE FOLLOWING TRAUMA
TRIAGE CRITERIA:
1. Blood pressure
2. Respiratory rate
3. Glasgow Coma Score
4. Mechanism
5. Presence of any penetrating trauma to the head, neck, or trunk
6. Presence of any paralysis
Contact Receiving Hospital for activation of “Trauma Team” if patient meets criteria
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1.
2.
3.

Specific precautions
A
Assessment and management of trauma in the field has changed considerably in recent years. We now
understand that there are patients who cannot tolerate a full assessment before life saving intervention is
needed. Likewise, splinting, bandaging, and even the secondary survey are luxuries which may need to be
bypassed in the critical patient. The need for blood, x-rays, operating rooms and even specialized
treatment centers makes time and in-hospital resources critical elements in resuscitation. For the special
category of severely injured patients, the enlightened “load and go” is more appropriate then either the
extended stabilization or the old “grab and run” with no medical stabilization.
B
Critical injuries involve:
Difficulty with respiration
Difficulty with circulation (shock)
Decreased level of consciousness
*ANY TRAUMA PATIENT WITH ONE OR MORE OF THESE CONDITIONS IS A “LOAD & GO”

C

D
E
F
G

Even in the non- critical patient with significant injury, “stabilization in the field” does not occur. With
major injuries, the very best you can do is buy time. If the initial bolus of fluids results in improved vitals,
do not become complacent. These patients frequently need blood and an operating room to truly
“stabilize” the traumatic process. Rapid transport is still the highest priority.
Serial vital signs and observations of neurologic status in the field are critical
The trauma patient is probably the greatest risk to the rescuer for exposure to “bodily fluids”
The goal should be a scene time less then, or equal to 10 minutes
Contact Receiving Hospital as soon as possible when critical patients are involved: then call again when
more information (i.e. vital signs) is available
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ALGORITHM

Primary Exam

Immediate intervention for Airway Management and bleeding

“LOAD AND GO” CRITERIA
Airway compromised/ respiratory difficulty
Clinical signs of shock/ signs and symptoms
Altered mental status/ decreased LOC

YES

NO

Rapid extraction

Secondary survey on scene

“Load and go”
Splint fractures on scene

Transport

INITIATE TRANSPORT AND CONTACT RECIEVEING HOSPITAL

Secondary survey enroute to Receiving Hospital

*Repeat exam if any change in condition or after any interventions*
*Please see State of Washington Pre-Hospital Trauma Triage Algorithm on page 43*
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START TRIAGE
Purpose:
The Start Triage System will be used on all trauma related injuries within Chelan/Douglas County that involve 2 or
more patients. This system in conjunction with Washington State Trauma Triage will provide both ALS and BLS with
a standardized method for triage. The color coding should be used when reporting to the Receiving Hospital.
A

RED (IMMEDIATE/CRITICAL) these are the patients of the highest priority, which in most circumstance, are
removed and treated first. This category EXCLUDES patients that are in cardiopulmonary arrest, or are
near death and have, in the judgment of the Triage Officer, fatal injuries. These patients meet any of the
following
1. Able to maintain own airway
2. Respiratory rate <10 or >30
3. Absent radial pulse or capillary refill > 2 seconds
4. Unable to follow simple commands

B

YELLOW (DELAYED/SESRIOUS) patients whose injury/illness is serious and needs attention, however,
treatment and transport may be delayed until viable (RED patients have been treated and transported).
These patients meet the following:
1. Cannot walk
2. Respiratory rate 10-30
3. Radial pulse present
4. Able to follow simple commands

C

GREEN (MINOR/STABLE) patients who may have treatment and/or transport delayed
1. Able to walk

D

BLACK (DECEASED) patients who are already dead or so severely injured that death is certain within a
short timeframe, regardless of treatment given.
1. Unconscious
2. Unresponsive
3. Apneic
4. Unable to maintain own airway

E

WHITE (DECONTAMINATED) these patients may be from any triage category but must be grossly
decontaminated prior to:
1. Tagging
2. Treatment
3. Transport

Colors should be used with Triage Tags, tape, ribbons, tarps, flags, ect.

Note: The BLACK designation will only be used when available resources are insufficient to manage the casualties.
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STATE OF WASHINGTON PRE-HOSTPITAL TRAUMA TRIAGE (DESTINATION) PROCEDURE
Purpose
The purpose of the Triage Procedure is to ensure that major trauma patients are transported to the most
appropriate hospital facility. This procedure has been developed by the Prehospital Technical Advisory Committee
(TAC), endorsed by the Governor’s EMS and Trauma Care Steering Committee, and in accordance with RCW 70.168
and WAC 246-976 adopted by the Department of Health (DOH).
The procedure is described in the schematic with narrative. Its purpose is to provide the prehospial provider with
quick identification of a major trauma victim. If the patient is a major trauma patient, that patient or patients must
be taken to the highest level trauma facility within 30 minutes transport tie, by either ground or air. To determine
whether an injury is major trauma, the prehospital provider shall conduct the patient assessment process
according to the trauma triage procedures.
Explanation of Process
A
Any certified EMS and trauma person can identify an major trauma patient and activate the trauma
system. This may include requesting more advanced prehospital services or aero-medical evacuation.
B
The first step (1) is to assess the vital signs and level of consciousness. The words “Altered mental
status” mean anyone with an altered neurologic exam ranging from completely unconscious, to someone
who responds to painful stimuli only, or a verbal response which is confused, or an abnormal motor
response.
The “and/or” conditions in Step 1 mean that any one of the entities listed in Step 1 can activate the
trauma system.
Also, the asterisk (*) mean that if the airway is in jeopardy and the on-scene person cannot effectively
manage the airway, the patient should be taken to the nearest medical facility or consider meeting up
with an ALS unit. These factors are true regardless of the assessment of other vital signs and level of
consciousness.
C
The second Step (2) is to assess the anatomy of injury. The specific injuries noted require activation of
the trauma system. Even in the assessment of normal vital signs or normal levels of consciousness, the
presence of any of the specific anatomical injuries does require activation of the trauma system.
Please note that steps 1 and 2 require notifying Medical Control.
D
The third step (3) for the hospital provider is to assess the biomechanics of the injury and address other
risk factors. The conditions identified are reasons for the provider to contact and consult with Medical
Control regarding the need to activate the system. They do not automatically require system activation by
the prehospital provider
Other risk factors, coupled with a “gut feeling” of severe injury, means that Medical Control should be
consulted and consideration given to transporting the patient to the nearest trauma facility.
Please note that certain burn patients (in addition to those listed in step 2) should be considered for
immediate transport or referral to a burn center/unit.
Patient Care Procedures
To the right of the attached schematic you will find the words “according to DOH- approved regional patient care
procedures”. These procedures are developed by the regional EMS and Trauma council in conjunction with local
councils. They are intended to further define how the system is to operate. They identify the level of medical care
personnel who participate in the system, their roles in the system, and participation of hospital facilities in the
system. They also address the issue of inter-hospital transfer, by transfer agreements for identification, and
transfer of critical care patients.
In summary, the prehospital Trauma Triage Procedure and the Regional Patient Care Procedures are intended to
work in a “hand in glove” fashion to effectively address EMS and Trauma patient care needs. By functioning in this
manner, these two instruments can effectively reduce morbidity and mortality.
If you have any questions on the use of either instrument, you should bring them to the attention of your local or
regional EMS Trauma council or contact 1-800-458-5281.
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STATE OF WASHINGTON PREHOSPITAL TRAUMA TRIAGE (DESTINATON) ALGORITHM
Effective date 1/95
Prehospital triage is based on the following 3 steps: Steps 1 and 2 require prehospital EMS personnel to notify medical control and
active the Trauma System. Activation of the Trauma System in Step 3 is determined by medical control**

STEP 1
ASSESS VITAL SIGNS & LEVEL OF CONSCIOUSNESS
Systolic BP <90*
HR >120*
* for pediatric (<15y) pts. use BP <90 or capillary refill >2 sec.
* for pediatric (<15y) pts. use HR <60 or >120
Any of the above vital signs associated with signs and symptoms of shock
and/or
Respiratory Rate <10 >29 associated with evidence of distress
and/or
Altered mental status

YES

1. Take patient to the
highest level trauma
center within 30
minutes transport time
via ground or air
transport according to
DOH approved regional
patient care procedures

** If prehospital personnel are unable to effectively manage airway, consider Rendezvous
with ALS, or intermediate stop at nearest facility capable of immediate Definitive airway
management

NO

2. Apply “Trauma ID
Band” to patient

STEP 2
ASSESS ANATOMY OF INJURY
Penetrating injury of head, neck, torso, groin; OR
Combination of burns ≥20% or involving face or airway; OR
Amputation above wrist or ankle; OR
Spinal cord injury; OR
Flail chest; OR
Two or more obvious proximal long bone fractures

YES

NO

STEP3
ASSESS BIOMECHANICS OF INJURY AND OTHER RISK FACTORS
Death of same car occupant; OR
Ejection of patient from enclosed vehicle; OR
Falls ≥ 20 feet; OR
Pedestrian hit at ≥20 mph or thrown 15 feet
High energy transfer situation
Rollover
Motorcycle, ATV, bicycle accident
Extrication time of >20 minutes
Extremes of age <15 >60
Hostile environment (extremes of heat or cold.)
Medical illness (such as COPD, CHF, renal failure, etc.)
Second/third trimester pregnancy
Gut feeling of medic

YES

s

CONTACT
MEDICAL
CONTROL FOR
DESTINATION
DECISION

NO

YES

1. Take patient to the
highest level trauma
center within 30
minutes transport
time via ground or air
transport according to
DOH approved
regional patient care
procedures
2. Apply “Trauma ID
band” to patient

NO
TRANSPORT PATIENT PER REGIONAL PATIENT CARE PROCEDURES
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ABDOMINAL TRAUMA
Specific information needed
A
Patient complaints
B
For penetrating trauma: weapon, trajectory
C
For auto: condition of steering wheel, dash, vehicle, speed, patient trajectory, seatbelts in use and type
airbags
D
Past history: medical problems, medications, pregnancy
Specific objective finding
A
Observe: distention, bruising, entrance/ exit wounds
B
Palpate: areas of tenderness, guarding, pelvis stability to lateral and suprapubic compression
Treatment
A
Stabilize life- threatening airway and circulatory problems first
B
Establish venous access
C
Administer O2
D
For penetrating injuries: cover wounds and eviscerations with moist saline gauze to prevent further
contamination and drying. Do not attempt to replace
E
Observe carefully for signs of blood loss. If signs of shock:
1.Rapid transport
2.Second IV, large bore
3.Administer fluid bolus of normal saline, 10-20 cc/kg goal to maintain a SBP of 100
F
Monitor vital signs during transport
Special precautions
A
The extent of abdominal injury is difficult to assess in the field. Be very suspicious with significant blunt
trauma: injuries to multiple organs are the rule
B
Patients with spinal cord injury or altered sensorium due to drugs, alcohol, or head injury may not
complain of tenderness and lack guarding in the face of significant intra-abdominal injury
C
Seatbelts, steering wheels and other blunt objects may cause occult intra-abdominal injuries which may
not appear until several hours after trauma. You must consider forces involved to properly treat a trauma
victim
D
In children, significant intra- abdominal injury, which may lead to shock, may be present without any
external signs of injury, such as abrasions or hematomas.
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AMPUTATIONS
Specific information needed
A
History: time and mechanism of amputation, care for severed part prior to rescuer arrival
B
Past history: medications, bleeding tendencies, medical problems
Specific objective findings
A
Vital signs
B
Other injuries
C
Blood loss at scene
D
Structural attachment in partial amputations if identifiable
Treatment
A
Resuscitate and treat other more urgent injuries
B
Administer O2
C
Control hemorrhage with direct pressure and elevations
D
If hypotension or signs of shock:
1. Establish venous access
2. Fluid bolus: NS (10-20 cc/kg) to maintain SBP of 100
3. Contact Receiving Hospital
E
Patient: gently cover stump with sterile dressing, saturate with sterile saline, cover with dry dressing,
elevate
F
Severed part: wrap in sterile gauze – preserving all amputated material, moisten with sterile saline, place
in watertight container (specimen cup, plastic bag, etc.). Place container in cooler with ice (do not freeze)
G
Consider narcotic analgesia per protocol.
Specific precautions
A
Partial amputations should be dressed and splinted in alignment with extremity to ensure optimum blood
flow. Avoid torsion in handling and splinting
B
Do not use dry ice to preserve severed part
C
Control all bleeding by direct pressure only to preserve tissues. The most profuse bleeding may occur in
partial amputations, where cut vessel ends cannot retract to stop bleeding. Avoid tourniquet if at all
possible. Never clamp bleeding vessels.
D
Many factors enter into the decision to attempt reimplantation (age, location, condition of tissues, other
options). A decision regarding treatment cannot be made until the patient and part have been examined
by a physician: This may not be made at the primary care hospital. Try to help the family and patient
understand this and do not falsely elevate hopes.
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BURNS
Specific information needed
A
History of injury: time elapsed since burn. Was patient in a closed space with steam or smoke? Electrical,
chemical, contact? Loss of consciousness? Accompanying explosion, toxic fumes, other possible trauma?
B
Past history: prior cardiac or pulmonary disease, medications
Specific objective findings
A
Vial signs
B
Extent of burns: describe or diagram areas involved
C
Depth of burns: superficial- erythema only, partial or full thickness – blistered or charred areas. (Call-in
description should include extent of burn only: one patient palm = 1% burn)
D
Evidence of CO poisoning or other toxic inhalation: altered mental state, headache, emesis, seizure, coma
E
Evidence of inhalation burns: respiratory distress, cough, hoarseness, singed nasal or facial hair, soot or
erythema of mouth
F
Entrance and exit wounds for electrical burns
G
Associated trauma
Treatment
A
Thermal burns
1. Remove clothing which is smoldering or which is not adhered to the patient
2. Administer O2
3. Assess and treat for associated trauma (blast or fall)
4. Remove rings, bracelets and other constricting items
5. If burn is moderate-to – severe (over 10% of body surface area), cover wounds with dry clean
dressings to avoid hypothermia
6. Use cool, wet dressings in smaller burns (less than 10% of body surface area)
7. Establish venous access
8. Burns greater than 20% TBS fluids per Parkland Formula
9. Consider narcotic analgesia per protocol.
10. Transport and monitor vital signs
11. Watch for airway edema and be prepared to intubate
B
Inhalation injury
1. Administer O2 by NRB if any evidence of inhalational injury (see E above)
2. Early intubation is advisable for significant inhalational injury
3. Monitor cardiac rhythm
C
Chemical Burns
1. Protect rescuer from contamination. Wear appropriate gloves and clothing
2. Remove all clothing and any solid chemical which provide continuing contamination
3. Assess and treat for associated injuries
4. Decontaminate the patient using running water for at least 15 minutes prior to transport if
patient is stable
5. Check eyes for exposure and rinse with free-flowing water for 15 minutes
6. Evaluate for systemic symptoms which might be caused by chemical contamination. Contact
Medical Control for possible treatment
7. Remove rings, bracelets and constricting bands
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D

8. Wrap burned area in clean, dry dressing for transport. Keep patient as warm as possible after
decontamination
9. Consider narcotic analgesia per protocol
10. Contact Medical Control for special treatment or procedures as needed
Electrical Burns
1. Protect rescuers from contact with live electric wires or source
2. Separate victim from electrical source only when safe to do so
3. Initiate CPR as needed. Defibrillation as usual
4. Prolonged respiratory support may be needed
5. Immobilize the cervical spine, assess for other injuries
6. Monitor patient for possible arrhythmias. Treat per Arrhythmia protocol
7. Establish venous access
8. Consider narcotic analgesia per protocol

Specific precautions
A
Leave blisters intact when possible
B
Suspect airway burns in any facial burns sustained in confined areas. Edema may become severe, and not
immediately apparent. Avoid unnecessary trauma to the airway. Humidified O2 is useful, if available
C
Assume carbon monoxide poisoning in all confined area burns. Treatment is 100% O2 continued for
several hours. In addition, other toxic products of combustion are more commonly encountered then
realized
D
Consider suicide attempt as cause of burn and child abuse in pediatric burns
E
Lightning injuries can cause prolonged respiratory arrest. Prompt, continuous respiratory assistance
(sometimes for hours to days) can result in full recovery.
F
Notify hospital of chemical contamination immediately to mobilize internal resources
G
EMS personnel should not participate in decontamination unless trained and equipped to do so.
H
Be cautious not to over fluid patients that are normotensive. Use Parkland Formula and Rule of Nines
burn chart.
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RULE OF NINES BURN CHART

Chelan/Douglas County Paramedic Protocols Revised 02/2012

49

SECTION II TREATMENT PROTOCOLS: TRAUMA

CHEST INJURY
Specific information needed
A
Patient complaints: chest pain, type, respiratory distress, neck pain, other areas of injury
B
Mechanism: amount of force involved (particularly deceleration), speed of impact, seatbelt, airbags, use
and type
C
Penetrating trauma: size of object, caliber of bullet
D
Past medical history: medications and prior medical problems
Specific objective findings
A
Observe: wounds, air leaks, chest wall movement, neck veins
B
Palpate: tenderness, crepitus, tracheal position, tenderness on compression, pulse pressure
C
Auscultate: breath sounds, heart sounds (quality)
D
Surroundings: vehicle, steering wheel condition, compartment intrusion
Treatment
A
Clear and open airway. Stabilize neck if indicated
B
Assist breathing if patient is apneic or respirations depressed intubate as needed
C
Administer O2
D
If penetrating injury present, transport rapidly with further stabilization enroute
E
For open chest wound with air leak, use Vaseline- type gauze or occlusive dressing taped on three sides
only to allow air to escape but not to enter the chest
F
Observe chest for paradoxical movements
G
Intubate for respiratory insufficiency
H
Control exsanguinating hemorrhage with direct pressure
I
Obtain baseline vital signs, neurologic assessment (be sure to check lower extremity PMS)
J
Consider narcotic analgesia per protocol.
K
Evaluate neck veins and blood pressure
1. If neck veins are flat and patient is in shock, transport rapidly and treat hypovolemia enroute
a. Establish 2 large bore Ivs
b. Fluid bolus: IV, NS (10-20 cc/kg) to hold SBP at 100
c. Monitor cardiac rhythm
d. Contact Receiving Hospital for possible trauma team activation
2. If patient is in shock with neck veins distended, also transport rapidly and consider:
a. Tension pneumothorax if respiratory and circulatory status markedly compromised with
clinical findings of pneumothorax
1) Release occlusive dressings on open chest wounds
2) Needle decompression (see needle thoracostomy protocol)
b. Pericardial tamponade, if mechanism of injury suspicious (may have distant heart sounds,
narrow pulse pressure).
1) Establish venous access
2) Fluid bolus: IV, NS (10-20 cc/kg) to maintain SBP >100
c. Cardiac contusion with typical ischemic chest pain or severe chest wall contusion
1) Monitor Cardiac rhythm
2) Treat dysrhythmias per protocols
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L
M

3. If patient stable without signs or symptoms of shock:
a. Complete secondary survey
b. If significant injury present
1) Establish venous access
2) Monitor Cardiac rhythm enroute
Immobilize impaled objects in place with dressings to prevent movement
Monitor vital signs and level of consciousness every five minutes with significant injury

Specific precaution
A
Chest trauma is difficult to treat in the field and prolonged treatment before transport is not indicated if
significant injury is suspected. If patient is critical, transport rapidly and avoid treatment of non emergent
problems at the scene. Penetrating injury particularly should receive immediate transport with minimal
interventions in the field
B
Consider medical causes of respiratory distress such as asthma, pulmonary edema or COPD that have
either caused trauma or been aggravated by it
C
Chest injuries sufficient to cause respiratory distress are commonly associated with significant blood loss.
Look for hypovolemia
D
Myocardial contusion can occur, particularly with anterior chest wall injury, as from a steering wheel. Pain
is similar to myocardial infarct pain. Monitor the patient and treat arrhythmias as in a medical patient, but
think first of hypoxia and hypovolemia as potential causes of arrhythmias
E
Do not forget to check the back for injuries, especially the patient in shock, where a cause is not evident
(check the entire back, axillary region and base of neck).
F
Significant intrathoracic injuries can exist without any external signs of injury
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EXTREMITY INJURIES
Specific information needed
A
Mechanism of injury: direction of forces, if known
B
Areas of pain or limited movement
C
Treatment prior to arrival: realignment of open or closed fracture, movement of patient
D
Past medical history: medications, medical illnesses
Specific objective findings
A
Vital signs
B
Observe: localized swelling, discoloration, angulation, lacerations, exposed bone fragments, loss of
function
C
Palpate: tenderness, crepitus, instability, quality of distal pulses, sensation
D
Estimated blood loss at scene
Treatment
A
Treat airway, breathing and hypotension as first priorities (see Multiple Trauma Overview)
B
Immobilize cervical spine when appropriate
C
Examine for additional injuries to head, face, chest, and abdomen: treat those problems with higher
priority first
D
If patient unstable, transport rapidly, treating life-threatening problems enroute, use backboard straps to
aid in securing fractured extremities
E
If patient stable, or isolated extremity injury exists:
1. Check distal pulses and sensation prior to immobilization of injured extremity
2. Apply sterile dressing to open fractures
3. Splint areas of tenderness or deformity: apply gentle traction throughout treatment and try to
immobilize the joint above and below the injury in the splint
4. Realign fractures/ dislocations by applying gentle axial traction if indicated:
a. To restore circulation distally
b. To reduce severe skin tenting
c. To immobilize adequately (i.e. realign femur fracture)
5. Check distal pulses and sensations after reduction and splinting
6. Elevate simple extremity injuries. Apply ice if time and extent of injuries allow
7. Monitor circulation (pulse and skin temperature), sensation and motor function distal to site of
injury during transport
8. Establish venous access
9. Consider narcotic analgesia per protocol

Special precaution
A
Patients with multiple injuries have a limited capacity to recognize areas which have been injured. A
patient with a femur fracture may be unable to recognize that he/she has other areas of pain. Be
particularly aware of missing injuries proximal to the obvious ones (i.e. hip dislocation with a femur
fracture or a humerus fracture with a forearm fracture).
B
Do not use ice or cold packs directly on skin or under splints. Pad with towels or leave cooling for hospital
setting.
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C
D
E

Consider gentle traction for ankle/knee dislocation for re-alignment to reduce pain and aid splinting.
Knee/ankle dislocations are easily reduced with gentle traction; remember to check pulses afterwards.
In general dislocations are not reduced in the field except where noted elsewhere in this protocol.
Injuries around joints may become more painful and circulation may be lost with attempted realignment.
If this occurs, stabilize the limb in the position of most comfort with the best distal circulation
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EYE INJURIES
Specific information needed
A
History of injury: time injury occurred and cause of injury
B
If chemical exposure, type of chemical
C
Is there a foreign body sensation?
D
Does the patient notice any vision changes or light sensitivity?
E
Is there a history of corrective lenses, eye surgery, or glaucoma?
Specific objective findings
A
May have visible foreign body or visible globe laceration
B
Assess for pupilary irregularity and reactivity
C
Assess gross visual acuity, e.g. counting fingers
Treatment
A
Assure ABC’s. Identify and treat any life or limb threatening injuries first
B
If chemical exposure or a non-penetrating foreign body in the eye:
1. 2 drops of Tetracaine (0.5% solution) ophthalmic drops into the affected eye. Repeat as
needed every 10 minutes
2. Flush immediately with copious amounts of sterile normal saline and continue flushing
enroute
C
If there is an impaled object, stabilize it in place. Cover non affected eye as well
D
If there is evidence of a penetration eye injury such as visible globe laceration or fluid draining from the
globe, then place a shield over the eye and secure in place. Do not press on the globe, or allow any
pressure to be applied to the globe: such as dressing
Specific precautions
A
Do not use Tetracaine ophthalmic drops for patients who are allergic to “caine” class of local anesthetics
B
Warn the patient not to rub the eye while the cornea is anesthetized, since this may cause corneal
abrasion and greater discomfort when the anesthesia wears off
C
As a general rule, you should not attempt to remove contact lenses in patients with eye injuries. However,
in cases of chemical exposure, Contact Medical Control to discuss removal of lenses if patient is unable to
do so
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FACE AND NECK TRAUMA
Specific information needed
A
Mechanism of injury: impact to steering wheel, windshield or other objects, clothesline- type injury to
face or neck
B
Management before arrival by bystanders, first responders
C
Patient complaints: areas of pain, trouble with vision, hearing, neck pain, abnormal bite, short of breath
D
Past medical history: medications, medical illnesses
Specific objective findings
A
Vital signs
B
Airway: jaw or tongue instability, loose teeth, vomitus or blood in airway, other evidence of impairment
or obstruction
C
Neck: tenderness, crepitus, hoarseness, bruising, swelling, stridor
D
Blood or drainage from ears or nose
E
Level of consciousness, evidence of head trauma
F
Injury to eye: lid laceration, blood anterior to pupil, abnormal pupil, abnormal globe position
Treatment
A
Control airway with C-spine immobilization if indicated:
1. Open airway using jaw thrust, keeping neck in alignment with inline cervical immobilization
2. Use finger sweep to remove oral foreign bodies
3. Suction blood and other debris
4. Stabilize tongue and mandible with chin lift. Manual traction of the tongue may be necessary
to keep posterior pharynx open as needed.
5. Note evidence of laryngeal injury and transport immediately if signs present
6. If intubation cannot be performed due to severe facial injury, attempt to manage with
suctioning and bag-valve mask
7. If necessary, consider cricothyrotomy
B
Support breathing as needed
C
Administer O2
D
Stop hemorrhage: check pulse and circulation
E
Establish venous access:
1. TKO if stable
2. With signs of hypovolemia: fluid bolus 10-20 cc/kg NS to maintain SBP≥100, further fluids as
directed
F
Obtain vital signs, assess neurologic status (including GCS)
G
Complete secondary survey if no life-threatening injuries present
H
Consider narcotic analgesia per protocol
I
Cover injured eyes with protective shield or cup (avoid pressure or direct contact to eye)
J
Do not attempt to stop free drainage from ears or nose. Cover lightly with dressing to avoid
contamination
K
Bring avulsed teeth with you. Keep moist in saline-soaked gauze
L
Monitor airway closely during transport for development of obstruction or respiratory distress, suction
and treat as needed
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Specific precautions
A
Fracture of the larynx should be suspected in patients with respiratory distress, abnormal voice, and
history of direct blow to neck from steering wheel, rope, fence wire, etc. Both intubation and
cricothyrotomy may be unsuccessful in the patient with a fractured larynx, and attempts may precipitate
respiratory arrest. Transport rapidly for definitive treatment if you suspect this potentially lethal injury.
Do not attempt intubation or cricothyrotomy unless the patient is in severe respiratory distress
B
Airway obstruction is the primary cause of death in persons sustaining head and face trauma. Meticulous
attention to suctioning, and stabilization of tongue and mandible may be the most important treatment
C
Remember that the apex of the lung extends into the lower neck and may be injured in penetrating
injuries of the lower neck, resulting in pneumothorax or hemothorax.
D
Do not be concerned with contact lens removal in the field
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HEAD TRAUMA
Specific information needed
A
History: mechanism of injury, estimate force involved: with motorcycle or bicycle, was helmet worn?
B
History since injury: loss of consciousness (duration), change in level of consciousness, memory loss for
events before and after trauma, movement (spontaneous or moved by bystanders) seizure activity
C
Past history: medications (esp. insulin), medical problems, seizure history, alcohol or drug use
Specific objective findings
A
Vital signs
B
Neurologic assessment: Glascow Coma Scale
C
External evidence of trauma: contusion, abrasions, lacerations, bleeding from nose or ears
Treatment
A
Assess airway and breathing: treat life- threatening difficulties (see Multiple Trauma Overview). Use
assistant to provide in-line cervical immobilization when indicated while managing respiratory difficulty
B
Administer O2
C
Control hemorrhage. Stop scalp bleeding with direct pressure. Continued pressure may be needed
D
Transport rapidly and contact Receiving Hospital early if patient has multiple injuries or unstable
neurologic, respiratory or circulatory status
E
Obtain initial vital signs and neurologic assessment
F
If unconscious or altered mental
1. Assist ventilations. Use pulse oximetry as an aid to avoiding hypoxemia
2. Consider intubation. Use BVM to correct hypoxemia prior to intubation
3. If patient is combative, consider Haloperidol 2.5-5 mg IV. Intubation may also be necessary for
patient protection with head injury
G
Full spine immobilization when indicated
H
If signs of hypovolemic shock are present, initiate treatment enroute
1. Establish venous access
2. Fluid bolus: IV, 10-20 cc/kg NS (goal SBP =110)
3.) Intubation may also be necessary for patient protection with head injury.
I
Monitor airway, vital signs, and level of consciousness repeatedly at scene and during transport. Status
changes are important
Specific precautions
A
When Head injury patients deteriorate, check first for airway, oxygenation and blood pressure. These
are the most common cases of “neurologic” deterioration. If the patient has tachycardia or hypotension,
evaluate for hypovolemia from associated injuries.
B
Hypotension and hypoxia are the “ enemies” of significant head injuries- avoid at all cost.
C
The most important information you provide for the base physician is level of consciousness and any
changes. Is the patient stable, deteriorating or improving?
D
Restlessness can be a sign of hypoxia. Cerebral anoxia is the most frequent cause of death in head injury
E
If active airway ventilation is needed, intubate and ventilate at 10-12/min. Hypoventilation and
Hyperventilation both aggravate cerebral edema. If ETCO2 monitor is available, the goal is 32-38
F
If patient is combative from head injury, consider sedation using the Restraint Protocol.
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G

H
I

Scalp lacerations can cause profuse bleeding and are difficult to define and control in the field. If direct
local pressure is insufficient to control the bleeding, evacuate any large clots from flaps and wrap large
lacerations with sterile gauze, use direct hand pressure to provide homeostasis. If the underlying skull is
unstable, pressure should be applied to the periphery of the laceration over the intact bone
In children, because dura are tightly adherent to the skull, critical intracranial bleeding may present as late
as one week after the cranial injury.
If signs of potential herniation (i.e. “ blown” pupil or Cushing’s response), hyperventilate with controlled
ventilation.
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SPINAL TRAUMA
Specific information needed
A
Mechanism of injury and forces involved: be suspicious with falls, decelerations, diving accidents, and
motor vehicle accidents
B
Past medical problems and medications
Specific objective findings
A
Vital signs, including neurologic assessment
B
Level of sensory and motor deficit: presence of any evidence of neurologic function below level of injury
C
Physical exam, with careful attention to organs or limbs which may not have sensation
Treatment
A
Assess airway and breathing: treat life-threatening difficulties: use controlled ventilations for high cervical
cord injury associated with abdominal breathing. Use assistant to provide inline cervical immobilization
while managing ABC’s
B
Administer O2
C
Control hemorrhage
D
Immobilize cervical, thoracic and lumbosacral spine.
E
Obtain initial vital signs and neurologic assessment
F
Establish venous access. If signs of hypovolemia: fluid bolus 10-20cc/kg to maintain SBP>100
G
Consider narcotic analgesia per protocol
H
Monitor airway, vital signs and neurologic status frequently at scene and during transport
Specific precautions
A
Be prepared to turn entire board on side if patient vomits
B
Neurogenic shock is likely with significant spinal cord injury. Raise the foot of the spine board. Be sure
respirations remain adequate
C
If hypotension is unresponsive to simple measures, it is likely due to other injuries. Neurologic deficits
make these other injuries hard to evaluate. Cord injury above the level of T-8 removes tenderness, rigidity
and guarding as clues to abdominal injury
D
Spinal immobilization in patients with penetrating trauma is required only when neurologic deficits or
altered mentation exists.
E
Providers may consider clearing the spine if:
1. No spine pain
2. No spine tenderness
3. No neurologic deficit
4. No altered mental status or “mind-altering” substances
5. No distracting injuries
F
Remove face mask
Immobilize with helmet and shoulder pads in place
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TRAUMA ARREST
Specific information needed
A
Time of arrest
B
Mechanism: blunt vs. penetrating
C
Signs of irreversible death (decapitation, dependent lividity, etc.)
Specific objective findings
A
Vital signs
B
Evidence of massive external blood loss
C
Evidence of massive blunt head, thorax or abdominal trauma
Treatment
A
Blunt trauma arrest
1. Initiate basic life support
2. Manage airway
3. Establish venous access: fluid bolus, IV, NS (10-20 cc/kg)
4. If cardiac activity returns with above treatment, treat arrhythmias per protocols
5. Contact Medical Control to discuss field pronouncement of death for the following:
a. Signs of irreversible death
b. No vital signs or signs of life ever noted or observed by EMS
c. Failure to obtain return of spontaneous circulation with above measures
B
Penetrating traumatic arrest
1. Initiate basic life support
2. Manage airway
3. Establish venous access
4. If cardiac activity returns with above treatment, treat arrhythmias per protocols
5. If vital signs were noted by bystanders or first responders (but subsequently lost), and
transport time is less than 15 minutes, “load and go”
6. If vital sign were never noted by bystander or first responders, contact Medical Control to
discuss field pronouncement
Specific precautions
A
Victim of blunt trauma arrest without vital signs at the scene after initiation of ALS have a mortality rate
of 100%
B
Trauma arrests secondary to penetrating truncal injuries have, on rare occasions, been successfully
resuscitated. There is a higher rate of survival in victims of low velocity penetrating injuries versus victims
of high velocity injuries
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GENERAL GUIDELINES FOR PEDIATRICS
Pediatric patients, for the purpose of these protocols are defined as age ≤12 years. They have unique anatomy,
physiology, and developmental needs that affect prehospital care as well as hospital care. Because children make
up a small percentage of total calls, and few pediatric calls are critically ill or injured, it is important to stay attuned
to these differences to provide good care. Therefore, contact Medical Control for guidance if there is any doubt in
how to proceed. If recognition of compromise occurs early, and intervention is swift and effective, the child will
often be restored to full health.
The following should be kept in mind during the care of children in the prehospital setting:
A
Airways are smaller, softer, and easier to obstruct or collapse
B
Respiratory reserves are small. A minor insult like improper position, vomiting, or airway narrowing can
result in major deficits in ventilation and oxygenation
C
Circulatory reserves are also small. The loss of as little as one unit of blood can produce severe shock in an
infant. Conversely, it is difficult to fluid overload children
D
Listen to the parent’s assessment of the patient’s problem. They often can detect small changes in their
child’s condition. This is particularly true if the patient has a chronic disease
E
The proper equipment is very important when dealing with the pediatric patient. A complete selection of
pediatric airway management equipment, IV catheters, cervical collars, and drugs has been mandated by
the state. This equipment should be stored separately to minimize confusion
F
Use Pediatric Emergency Tape for critically ill or injured pediatric patients (< 34kg) requiring medication or
procedures
G
In the critically ill patients requiring fluid or medications, if an IV cannot be established in 60 seconds, then
an intraosseous line should be placed
H
When following these protocols, the age groups are:
INFANTS:
Birth to one year
TODDLERS:
One through five years
SCHOOL AGE:
Six through twelve years
ADOLESCENT: Thirteen to adult

NORMAL VITAL SIGNS IN THE PEDIATRIC AGE GROUP

AGE

PULSE
(average/min.)

RESPIRATIONS
(per minute)

Newborn

150

40-60

60-80

6 months

140

25-40

65-105

1 year

135

20-30

70-110

3 years

110

20-30

76-116

5 years

100

20-30

80-120

8 years

90

12-25

86-126

12 years

80

12-25

95-120
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PEDIATRIC TRAUMA
In general, except for fluid volumes and medication doses, use of the Trauma Protocols will provide adequate
guidance in pediatric trauma.
Special Precautions
A
Realize that a pre-verbal or scared child will not be able to provide sufficient history, and therefore you
may not know when they have abdominal pain
B
Pediatric patients can often maintain relatively normal vital signs and then precipitously decline
C
With the above two points in mind, don’t let yourself become complacent with the child who has normal
vital signs.
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PEDIATRIC RESUSCITATION: GENERAL
Specific information needed
A
Present symptoms: sudden or gradual onset; elapsed time since the child was last seen in good health:
any recent illness
B
Associated symptoms: fainting, trouble breathing, choking, fever
C
Prior history: congenital heart disease
D
Current medications: including over the counter meds; potential medications ingestion
E
Make careful documentation of the history (non-accidental trauma or SIDS)
Specific objective finding
A
Utilize the pediatric assessment triangle
B
Appearance: Tone, interactive/irritable, consolable, look/gaze, speech/cry
C
Breathing:
1. Abnormal Sounds: stridor, grunting, wheezing
2. Abnormal position: sniffing, tripoding, refuse to lie down
3. Retractions
4. Head Bobbing
5. Nasal Flaring
D
Circulation: Pallor, mottling, cyanosis
E
Pay particular attention to respiratory rate, heart rate and capillary refill.
F
Associated injuries
G
Note the position and location of patient
Treatment
A
Airway/ Breathing:
1. Manage airway
2. Administer O2 via blow-by, non-rebreather mask, or an age appropriate bag valve mask
ventilation system
3. If apneic, ventilate with a BVM, intubate as indicated. Ensure adequate chest rise and fall (tidal
volumes should be about 10 cc/kg)
a. Infants/Children: 20 breaths/ minute
b. Adolescent: 12 breaths/ minute
4. Note the drugs that are appropriate for endotracheal administration (narcan, epinephrine,
atropine, Lidocaine)
B
Circulation:
1. Initiate CPR in the pulseless patient or if HR <60 and signs of poor perfusion.
Compression to ventilation ratio prior to intubation:
a. Infants/Children 15:2; 100 compressions/minute
b. Adolescent treat per adult protocol
2. Monitor cardiac rhythm and treat per protocols
3. Establish venous access
4. If unable to establish a peripheral IV after 60 seconds, establish an intraosseous infusion
5. If any questions of volume depletion, fluid bolus 20cc/kg NS. Repeat if necessary, up to 3 times
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C

Specific treatment:
1. Stabilizing the airway and supporting respiration are the mainstays of treatment. Specific
treatment should be focused on the etiology of the arrest
2. For cardiac dysrhythmias, see the individual pediatric protocols

Specific precautions
A
Pediatric arrests are most likely due to a respiratory event. The rescuer's primary attention must be
directed to securing the airway and providing good ventilation before specific treatment of cardiac
rhythm. Any cardiac rhythm can spontaneously convert to sinus rhythm in a well ventilated child
B
Oxygen and Epinephrine are the mainstays of pediatric resuscitation. Atropine and Sodium Bicarbonate
are less likely to be effective
C
Cardiopulmonary arrest from trauma is treated as per the Trauma Arrest protocol
D
The most successful pediatric resuscitations occur before a full cardiopulmonary arrest. Assess pediatric
patients carefully and assist with airway, breathing and circulatory problems before the arrest occurs to
improve the outcome in pediatric patients
E
The current American Heart Association recommendations for obstructed airway are for abdominal
thrusts over the age of one year. Infants < one year old should be treated with back blows and chest
compressions. Early laryngoscopy should be use in an attempt to visualize and remove upper airway
obstructions
F
Consider blood sugar check in sick pediatric patients because hypoglycemia is common
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PEDIATRIC BRADYCARDIA
INITIATE SUPPORTIVE MEASURES:
-ABCs
-Airway management as indicated
-Administer O2
-Establish venous access (fluid bolus 20 cc/kg NS)
Is the patient conscious and alert without signs of poor perfusion?

YES
INITIATE TRANSPORT
AND CONTACT RECEIVING
HOSPITAL

NO
Manage the airway and ventilate with BVM if needed

CPR for HR <60 AND signs of poor perfusion

EPINEPHRINE
IV/IO: 0.01 mg/kg (1:10,000)
ET: 0.1 mg/kg (1:1000)
Repeat every 3-5 minutes

NO RESPONSE

ATROPINE 0.02 mg/kg
Minimum dose of 0.1 mg
Maximum single dose 0.5 mg infants/children
Maximum total dose 1 mg
May repeat once

NO RESPONSE

Re-assess rhythm and treat appropriately
Special notes
A
By far, the most common reason for bradycardia in the pediatric populations is hypoxia, if the patient
appears sick, aggressive airway management is in order. Intubation will likely be needed. Often, with
adequate airway management, drugs will not be needed
B
The second most common reason is shock. Note the need for fluid bolus early on
C
If airway management and fluid resuscitation is not successful, ask about any possible drug ingestion. Are
there any anti-hypertensive medications, such as beta-blockers, in the house?
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VENTRICULAR FIBRILLATION/ PULSELESS VENTRICULAR TACHYCARDIA
INITIATE SUPPORTIVE MEASURES:
ABCs
CPR until cardiac monitor attached
VF/VT PRESENT
Defibrillate x1 and resume CPR immediately
(2 joules/kg or follow manufacturer recommendations)
RHYTHM AFTER 2 MINUTES (Follow HP-CPR except as indicated on pg 64)

Pulseless VT/VF
CPR while charging
Establish venous or IO access
Hyperventilate 100% O2
Endotracheal intubation
EPINEPHRINE (1:10,000)
0.01 mg/kg IV/IO push
repeat every 3-5 min
ET:0.1 mg/kg (1:1000)
DEFIBRILLATE
4 J/kg
AMIODARONE
5 mg/kg IV/ IO push
(max 300mg)
May repeat up to 3 times
DEFIBRILLATE
LIDOCAINE
1 mg/kg IV/IO push
May repeat x1 @
0.5 mg/kg

NSR

Reassess
Support ABCs
Administer O2

LIDOCAINE
1 mg/kg IV/IO push
Consider Lidocaine gtt @
0.02-0.05mg/min if >10

Dysrhythmias

Support ABCs
Treat per protocol
Administer O2

INITIATE TRANSPORT
AND CONTACT RECEIVING
HOSPITAL

min from receiving facility or
nd
requires 2 bolus

And/Or
AMIODARONE
5mg/kg IV/IO up to 300 mg
over 20 min

INITIATE TRANSPORT
AND CONTACT
RECEIVING HOSPITAL

REPEAT CYCLE AS INDICATED.
INITIATE TRANSPORT
AND CONTACT RECEIVING HOSPITAL
Special notes
A
Prolonged QT syndrome may cause VT. Consider Magnesium Sulfate 25- 50 mg/kg IV/ IO if rhythm
suspicious for torsades de pointes
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WIDE COMPLEX TACHYCARDIA WITH PULSE
INITIATE SUPPORTIVE MEASURES:
- ABCs
- Airway management as indicated
- Administer O2
- Establish venous or intraosseous access

Is the patient conscious, alert, and without signs of poor perfusion?

YES

NO

LIDOCAINE
1 mg/kg IV/IO push
Consider Lidocaine gtt @
0.02-0.05mg/min if >10 min

SYNCHRONIZE CARDIOVERSION
Starting at 0.5 J/kg
Increase as needed to 2 J/kg
nd

from receiving facility or requires 2 bolus

And/Or
AMIODARONE
5mg/kg IV/IO up to 300 mg over 20 min
Rhythm persists
CONSIDER MAGNESIUM SULFATE
25-50 mg/kg IV/IO over 5-10 minutes
(If polymorphic wave form)

Rhythm persists

INITIATE TRANSPORT
AND CONTACT RECEIVING HOSPITAL

LIDOCAINE
1 mg/kg IV/IO push
Consider Lidocaine gtt @
0.02-0.05 mg/min if > 10 min
from receiving facility or requires
nd
2 bolus

And/Or
AMIODARONE
5mg/kg IV/IO up to 300 mg over 20
min

INITIATE TRANSPORT AND
CONTACT RECEIVING HOSPITAL

Special notes
A
Though rare, cases of primary VT do occur in the pediatric population. A wide complex trachycardia in the
pediatric patient should always be considered ventricular in origin since aberrancy is almost unheard of in
this population
B
A wide QRS complex is considered 0.12 seconds or more
C
For synchronized cardio version, consider versed 0.1 to 0.5 mg/kg
D
Do not delay transport to treat a stable rhythm
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NARROW COMPLEX TACHYCARDIA WITH PULSE
INITIATE SUPPORTIVE MEASURES:
- ABCs
- Airway management as indicated
- Administer O2
- Establish venous or intraosseous access
- Decide if sinus tachycardia vs. SVT (see below)
Is the patient conscious, alert and without signs of poor perfusion?

NO

YES

AWAKE

OBTAIN 12 LEAD EKG IF AVAILABLE

May attempt Vagal maneuver

ADENOSINE
0.1 mg/kg IV/ IO rapid push may
repeat at 0.2 mg/kg

ADENOSINE 0.1 mg/kg IV/IO rapid push
May repeat at 0.2 mg/kg IV/IO rapid push

INITIATE
TRANSPORT
AND CONTACT
RECEIVING HOSPITAL

UNRESPONSIVE

IMMEDIATE
SYNCHRONIZED
CARDIOVERSION
Starting at 0.5-1 J/kg

INITIATE TRANSPORT AND
CONTACT RECEIVING
HOSPITAL

INITIATE TRANSPORT AND
CONTACT RECEIVING HOSPITAL

Special notes
A
A narrow QRS complex is less than 0.12 seconds in duration
B
Differentiating sinus tachycardia versus SVT in the pediatric patient can be very difficult. The response to
shock may drive the heart rate over 200 beats/min. In general rates over 230 are generally not sinus
tachycardia. One should at least consider SVT when rates are over 200, though rates less than 200 can
also be SVT. An early fluid bolus may bring down the heart rate, thus assisting in determining the origin of
the tachycardia
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PULSELESS ELECTRICAL ACTIVITY (PEA)/ ASYSTOLE
INITIATE SUPPORITVE MEASURES:
- ABCs
-CPR
- Establish venous or intraosseous access
-Endotracheal intubation

PEA

ASYSTOLE

CONSIDER POSSIBLE CAUSES:

Confirm rhythm in at least 2 leads

Hypoxia – Check tube placement
Hypovolemia - IV/IO fluid bolus (20 cc/kg NS)
Drug Overdose
Hypothermia
Acidosis- Ventilation/ consider Sodium Bicarb
Tension pneumothorax – Chest decompression (per protocol)
Hyperkaleamia (Renal Failure) – Calcium Chloride 0.2 ml/kg
Cardiac tamponade

EPINEPHRINE
IV/IO: 0.01 mg/kg (1:10,000; 0.1 ml/kg)
ET: 0.1 mg/kg (1:1,000: 0.1 ml/kg)
Continue CPR
Repeat EPINEPHRINE
If continued, re-confirm in at least 2 leads

EPINEPHRINE
IV/IO: 0.01 mg/kg (1:10,000; 0.1 ml/kg)
ET: 0.1 mg/kg (1:1000; 0.1 ml/kg)

Contact Medical Control to consider
termination of efforts

If HR <60, Atropine 0.02 mg/kg IV q 3-5 min
minimum dose 0.1 mg; max = 1 mg

INITIATE TRANSPORT AND CONTACT
RECEIVING HOSPITAL
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PEDIATRIC RESPIRATORY DISTRESS
Specific Information needed
A
History: sudden or gradual onset of symptoms, cough, fever, sore throat, hoarseness, duration
B
History of potential foreign body aspiration or trauma
C
Past medical history
D
Current medications
Specific objective findings
A
Airway: look for respiratory distress, listen for abnormal breath sounds, feel for air movement, crepitus,
tracheal deviation
B
Breathing: respiratory rate and effort, chest wall movement/adequacy of tidal volume, use of accessory
muscles, retractions, nasal flaring, head bobbing, or grunting
C
Audible respiratory noises: stridor, cough (croupy?), wheezing
D
Respiratory sounds by auscultation of chest: wheezing, rales, decreased (unilateral?), clear, prolonged
inspiratory (croup) or expiratory (wheezing) phases
E
Mental status: AVPU
F
General appearance: leaning forward or drooling (suggesting epiglottitis), skin color and temperature,
muscle tone
Treatment
A
As long as a child is adequately ventilating and has adequate mentation, avoid agitating the patient. Keep
the patient in the position of comfort
B
Administer high-flow oxygen by blow-by or non-rebreather mask
C
If the child is not ventilating adequately, assist with a BVM
D
If there is concern of foreign body obstruction:
1. < 1 year old: back blow, chest thrust
2. > 1 year old: abdominal thrusts
E
If the child cannot be ventilated with a BVM
1. Reposition airway. Consider oral airway if patient unconscious
2. If still unable to ventilate, visualize the airway with a laryngyscope. Remove any foreign object
with McGill forceps
3. If nothing is seen, orally intubate the patient
F
Assess and consider treatment for the following problems if respiratory distress continues despite proper
positioning and administration of high flow oxygen.
1. Croup or epiglottitis:
a. Allow patient to remain in position of comfort if alert
b. For severe distress, consider administration of Epinephrine via nebulizer. 1 ml/kg (up to
5ml) Epinephrine 1:1000 nebulized
2. Wheezing:
a. Consider albuterol 2.5 mg nebulized; repeat as needed
b. Contact Medical Control to consider epinephrine, SQ
G
If diagnosis is unclear, transport patient with 100% oxygen, reassess frequently and be prepared to
manage the patient’s airway
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Specific Precautions
A
Children with croup, epiglottitis, or laryngeal edema usually have respiratory arrest due to exhaustion.
Most children can still be ventilated with a BVM
B
Children with severe asthma may not exhibit wheezing. The patients will have prolonged expiratory
phases and may appear listless, agitated, or unresponsive
C
Respiratory distress is a critical situation that will be made worse with prolonged scene times
D
Intubation of the infant is most easily accomplished with infant-sized straight laryngoscope blade
E
Do not intubate unless you can visualize the ETT going through the cords. If you are unable to intubate the
trachea quickly, withdraw, re- oxygenate with BVM, and try again. No harm will result to the child if you
keep the patient well oxygenated and don’t traumatize the airway with intubation attempts
F
Any child with a witnessed or suspected apneic episode should be transported
G
Do not use nebulized epinephrine routinely for croup. Once given, patients will need to be observed for 24 hours to ensure there is no rebound of croup symptoms. Croup patients will often have some stridor
when agitated/crying. Once they can be calmed down, the stridor often resolves. When it doesn’t, this is
referred to as “resting stridor”. The child with “resting stridor”, who appears in distress, should be treated
with nebulized Epinephrine
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PEDIATRIC SEIZURES
Specific information needed
A
History: preceding activity level, onset and duration of seizure, description of seizure activity, fever, color
change, recent illness, head trauma, possibility of ingestion
B
Past history: previous seizures, current meditations, chronic illness
Specific objective findings
A
Airway: look for respiratory distress, listen for abnormal breathing sounds, feel for air movement,
crepitus, tracheal deviation
B
Breathing: respiratory rate and effort, chest wall movement (adequacy of tidal volume), use of accessory
muscles, retractions
C
Circulation: heart rate, pulse, capillary filling time, skin color, blood pressure
D
Neurologic: mental status, focal findings, postictal period, incontinence. Note improvement or
deterioration in mental status with time
E
Musculoskeletal: note any associated injuries
Treatment
A
Airway: manage as indicated; suction as needed
B
Administer O2
C
If child is in status seizure:
1. Attempt peripheral venous access. Administer IV Diazepam 0.2 mg/kg IV at 2 mg/min (max 5
mg/dose). May repeat in 3-4 minutes if seizures continues
2. If unable to start peripheral IV, then administer Diazepam rectally 0.5 mg/kg. Max dose 10mg
If seizure continues start I.O. Max dose 5mg
3. Draw appropriate blood tubes if possible, and test blood glucose
4. If seizures continue, then give IV Dextrose
a. <3 months, give D10W 2-4 cc/kg IV bolus
b. >3 months, give D25W 2 cc/kg IV bolus
5. If seizures continue, contact Medical Control
D
If the child has stopped seizing and is postictal, transport while continuing to monitor vital signs and
neurologic condition
E
If child is febrile initiate cooling measures
Specific precautions
A
Febrile seizures occur in normal children between 5 months and 5 years. Such seizures are usually short,
lasting < 5 minutes, and usually do not require anti-seizure drug therapy
B
Do not force anything between the teeth
C
Consider hypoglycemia as a cause for non-traumatic seizure
D
Breath-holding spells in toddlers can result in seizures
E
Most children’s airways can be managed with BLS measures. Intubation is only necessary if there is apnea
from diazepam or from the seizure activity itself
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SUDDEN INFANT DEATH SYNDROME (SIDS)
Specific information needed
A
History: position in which the child was found, condition of the bed, last time the child was seen well,
seizure activity, trauma possibility of ingestion
B
Associated symptoms: history of fever, respiratory symptoms, infection, vomiting, diarrhea, other signs of
infections
C
Past medical history: premature, development, nutrition
Specific objective findings
A
Airway: look for respiratory distress, listen for abnormal breathing sounds, feel for air movement,
crepitus, tracheal deviation
B
Breathing: respiratory effort, skin color
C
Circulatory: heart rate, pulse
D
Neurologic: level of consciousness, responsiveness, muscle activity and tone
E
Signs of trauma?
F
Check for presence of froth or blood-tinged sputum in/around mouth or nose
G
Dependent lividity or early rigor mortis, Body temperature
H
Note behavior of all adults present
Treatment
A
Airway: manage as indicated
B
Breathing: ventilate with 100 % oxygen: suction as needed
C
Circulatory: support cardiac output as indicated by:
1. External chest compressions
2. Establish venous access
3. Pediatric ALS as indicated
4. Monitor cardiac rhythm
D
Contact Medical Control for field pronouncement if appropriate
E
Support the family
Special considerations
A
Activate appropriate support for the family if the patient is pronounced dead in the field.
B
Avoid premature assessments. Rarely are “SIDS” cases homicides
C
Avoid questions or comments that would suggest blame
D
SIDS cause is unknown. Cases occur between one month and one year of age. All cases are mandatory
coroner cases
E
Evaluate surroundings for potential NAT (Non Accidental Trauma)
F
Contact Law Enforcement
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PEDIATRIC ALTERED MENTAL STATUS
Specific information needed
A
Duration of AMS: and recent trauma
B
Recent illness: fever, cough, vomiting, diarrhea urine output, oral intake
C
Any tonic/clonic activity or history of seizures
D
Household medications (possible ingestion?)
Specific objective findings
A
General appearance, muscle tone, LOC, color
B
Assess for patent airway and adequate ventilation
C
Assess for signs of poor perfusion: weak pulses, rapid pulse, delayed capillary refill, skin color
D
Any evidence of trauma (especially head trauma)
E
If possible, examine scene for pill bottles, etc.
Treatments
A
Ensure patent airway and secure as needed
B
Administer O2
C
Assist ventilations as needed: consider endotracheal intubation if appropriate
D
Establish venous access. If indicated, 20 cc/kg NS fluid bolus
E
Monitor cardiac rhythm
F
Obtain blood sample, and if blood glucose <60 mg/dl, administer glucose:
1. If patient is < 3months old: 2-4 cc/kg D10W IV
2. If patient is > 3monhs old: 2-4 cc/kg D25W IV
G
If blood glucose < 60 mg/dl and unable to establish IV access:
1. Give Glucagon 0.1 mg/kg up to 1mg IM
H
Administer Narcan
1. ≥ 5 or ≥20 kg Adult dose
2. < 5 or < 20kg give 0.01 – 0.1 mg/kg IUP Max 2mg
I
Monitor vitals and affects of treatment enroute
Specific precautions
A
Be particularly attentive to the airway. Always consider obstruction and hypoventilation as causes of AMS
B
These situations are among the most stressful encountered. Focus on the critical actions
C
Remember possible causes include trauma, shock, infection, ingestion, metabolic disorders, hypo/
hyperglycemia and seizures (postictal)
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CHILD ABUSE
Specific information needed
A
Explanation if injuries/ conditions present
B
When did injury occur?
C
Past history of injuries
D
Child’s explanation, if possible and alone
Specific objective findings
A
Examine and document all injuries
B
The general surrounding environment
C
Reaction of all adults
D
Patients clothing: Is there evidence of urine/feces on clothing/sleeping area? Bring to hospital if possible
Treatment
A
Evaluate and treat the ABC’s as usual
B
Treat all traumatic injuries per trauma protocols
C
Support and reassure the child
Specific precautions
A
Be non-judgmental and supportive to family concerns. Leave the decision of who is guilty up to the
judicial system
B
Encourage family/caretaker to allow transport of child to hospital for medical evaluation. If they refuse,
contact law enforcement
C
Make special note of discrepancies in different stories, blame being placed upon other, explanations that
don’t fit mechanism, and procrastination seeking medical care
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SECTION IV TREATMENT PROTOCOLS: GUIDELINES FOR PATIENT CARE

NARCOTIC ADMINISTRATION
Specific information needed
A
Use of this protocol will occur only when directed to do so by another protocol. The protocol will state,
“consider analgesia per protocol”.
B
Some protocols may specify that a particular narcotic be used. Those protocols are not giving license to use
the Narcotic Administration protocol.
C
When specifically directed to “consider narcotic analgesia per protocol”, the provider may:
1. Choose to administer Morphine Sulfate OR Fentanyl.
2. Once a particular narcotic is given, prior authorization from Medical Control must be obtained
before switching to a different narcotic.
3. Initially Administer Morphine Sulfate 0.1 mg/kg IV up to 10mg. Further titration at 0.05 mg/kg
(maximum 4mg) q 10 minutes may be given to a maximum total dose of 15 mg. Hold for systolic
BP<100.
4. Initially Administer Fentanyl 1 mcg/kg IV push up to 100 mcg. Further titration at 0.5 mgc/kg
(maximum 25mcg) q 5 minutes may be given to a maximum total dose of 200 mcg. Hold for
systolic BP <100.
5. A blood pressure must be taken and recorded prior to and after every dose of medication.
6. All patients will be placed on oxygen and continuous pulse oximetry.
7. Any additional narcotic dosing must be authorized by Medical Control.
8. Consider Benadryl 25-50 mg IV with initial narcotic dosing to prevent Histamine release
Special precaution
A
Elderly patients are much more sensitive to medications and should be started at half dose.
B
When providing interfacility transport where a patient has already received narcotic analgesics, do not start
with the loading dose. Use the smaller titration dose.
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NON-TRANSPORT OF PATIENTS
The decision to seek emergency medical care is most often made by the patient, parent or legal custodian.
Similarly, the decision to transport or not transport should reside with the patient, parent or legal custodian. In
general, the only reasons for a non-transport are
A
B

Signed refusal for transport completed by competent patient, family or custodian
No patient (DOA, termination of resuscitation efforts, etc.)

The emergency care provider may be of the judgment that the patient need not be transported by ambulance, but
unless the patient and/or custodian refuses, transport will be done
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NON-TRANSPORT/ PATIENT REFUSALS
The function of emergency medical services is to provide, within their scope of practice, medical evaluation,
treatment and transport of patients to a medical facility. When any, or all, of these functions are refused by the
patient, the EMS agencies and their personnel are placed in a position of significant medical- legal risk. Careful
documentation as well as adherence to medical release principles will minimize liability and maximize patient care.
A complete EMS medical Incident Report should be performed on all patient encounters. This is a Legal Record and
may be called upon as evidence in a court of law. Remember, if it is not written, it was not seen or done.
Medical Release Principles
The foundation principle for medical release is informed consent by the patient. The patient cannot refuse
treatment or care unless and until:
A
B
C

The patient has been fully informed of their condition
The patient understands the information provided on their condition and the potential consequences of
refusing the treatment or care
A medical release form has been read to, understood by, and signed by the patient

In order to ensure that these principles are adhered to, the following guidelines must be met when encountering a
refusal for medical evaluation, treatment and/or transport to a medical facility.
A
B
C
D
E
F

All patients encounters will have complete documentation of the patient history and physical exam,
including vital signs. If the patient refuses to cooperate then document refusal by patient
Assessment and documentation that the patient is not disabled by alcohol or drugs, head injury or altered
mental status
Patient refusals may not be accepted from minors without the consent of a parent or legal guardian
Provide and document informed consent based on the principles outlined above. Make sure the patient
understands the risks of refusal of care
Contact Medical Control while at the scene. If out of radio/phone contact, then contact must be made as
soon as possible.
Have the patient sign the medical release form If informed consent cannot be obtained for any reason
(i.e. impaired mental status, minor, etc.), then make all attempts to convince the patient of their need for
transport to a medical facility, including the use of medical control. Contact law enforcement for
assistance if this fails.
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THE RELATIONSHIP BETWEEN THE EMS TEAM AND PRIVATE PHYSICIAN

In general, the physician who has the most expertise in management of the emergency should take control. This is
usually the Medical Control Hospital Physician (on-line medical control)
You may:
A
Request to speak directly to the Medical Control Hospital Physician to offer your advice and assistance.
B
Offer your assistance to the EMS team with another pair of eyes, hands, or suggestions, but allow the EMS
team to remain under the Medical Control Hospital Physician
C
If you have an area of special expertise for the patient’s problem, you may take total responsibility, if
delegated by the Medical Control Hospital physician, and you will accompany the patient to the hospital.
If during transport, the patient’s condition should warrant treatment other than that requested by the assisting
physician, the supervising physician will be contacted via radio for information and concurrence with any
treatment, except in cases of cardiopulmonary arrest.
The above criteria will also apply to cases where a physician may happen upon the scene of a medical or trauma
emergency and interact with the EMS team. Show the physician on scene the “Thank you for your offer of
assistance” card provided.

Thank you for your offer of assistance
The EMS team is operating under Washington State Law and EMS policy approved by the Chelan/Douglas County
Emergency Medical Service Council. The EMS team is functioning under standing orders from the Medical Program
Director of Chelan/Douglas County and is in direct radio contact with an authorized Medical Control Physician at
their designated hospitals.
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RESTRAINT PROTOCOL
A

B
C
D
E

F

Determine the need for restraint:
1. Patients without altered mentation, and who are not a danger to themselves or others may
not be restrained against their will
2. Conversely, patients with altered mentation who may have a potentially life threatening illness
or injury should be transported, against their will if needed, because they are unable to make
rational medical decisions. This includes dementia patients without a POLST form or medical
Power of Attorney directing no transport.
3. Similarly, suicidal or homicidal patients may need to be restrained.
Attempt de-escalation tactics prior to any use of physical restraint
If physical restraint is deemed necessary, consider requesting law enforcement for assistance.
Use only the force necessary for restraint
Restraint Procedure
1. Assign 1 person to each limb and head (total = 5)
2. Once the decision has been made, act quickly
3. Place the patient face up on the stretcher (NEVER face down)
4. Secure limbs with equipment approved by the MPD
5. Secure all four limbs (one arm above head and one at the side)
6. Cover the patients face with a loosely fitting mask if spitting
7. Reasses circulation frequently (vital signs at least every 5 minutes)
8. Document the reason for restraint, including how the patient was either suicidal, homicidal or
how they had altered mentation
9. Document the restraint process
Chemical sedation is required if the patient is fighting against the restraint to prevent hyperthermia,
rhabdomyolisis, and sudden cardiac death
1. Haloperidol 2.5 -5 mg IV or IM (preferably IV)
2. After I.V. Haloperidol wait 10 minutes, if patient still combative consider valium 2.5 – 5mg
monitor airway closely
3. Remember, IM haloperidol will take 20-30 minutes to take effect
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RAPID SEQUENCE INTUBATION
Indications
A
Optimizing conditions for a successful intubation
B
Minimizing risk of aspiration
C
Procedures C and D should NOT to be used in a “crash” intubation for patients in cardiac arrest, and
procedures A and B will need to be abbreviated
Procedure
A
Prepare all necessary items, including drugs, suction, tube, laryngoscope and proper positioning of the
patient. Establish IV access; preferably 2 times an large bore if hypotensive.
B
Preoxygenate with 100% oxygen (BMV if needed) as soon as possible
C
Pretreatment with Atropine 0.02 mg/kg in children less than 10 years
D
Paralysis with induction Etomidate 0.3 mg/kg IV push, followed immediately by Succinylcholine 2 mg/kg
IV push
E
Crycoid pressure should be applied in patients who are unconscious or otherwise unable to protect their
airway. This included patients receiving BVM positive pressure ventilation, as well as the chemically
paralyzed patient
F
Place the endotracheal tube with direct visualization. Remember optimal patient positioning, and
appropriate visual axis, which may require lying on the ground at the patient’s head. Maintain inline
stabilization of C- spine when indicated
G
Post-intubation management requires:
1. Securing the tube
2. Use of CO2 detector or end tidal CO2 monitor to confirm tube placement. Avoid
hyperventilation: goal Pco2 is mid 30’s
3. Auscultate breath sounds
4. Provide sedation AND analgesia as needed:
a. Midazolam 2-4 mg IV every 5 minutes prn agitation AND SBP >100: call Medical
Control if more than 20 mg required
b. Consider prn narcotic analgesia per protocol
5. Except for transports greater than 30 minutes, avoid the use of long acting paralytics that will
hamper evaluation by the receiving physician. Utilize sedation rather than paralysis.
6. If long acting paralysis is required, give Vecuronium 0.1 mg/kg IV.
Specific precautions
A
Hypoxia is the patients’ enemy, especially in head injuries. If the patient is hypoxic and has a decreased
level of consciousness, use BVM to raise the pulse oximetry > 95 prior to intubation, if possible
B
DO NOT hyperventilate the head injured patient: goal is 10-12 BPM and Pco2 mid 30’s.
C
Make sure O2 is connected at high flow
D
Beware the synergistic effect of opiates and benzodiazepines in decreasing blood pressure.
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CRICOTHYROTOMY
Indications
A
The inability to perform endotracheal intubation by a less invasive means, and the inability to oxygenate
with bag valve mask (BVM) ventilation
B
This may be the result of massive facial trauma, masseter spasm, clenched teeth with no response to
paralytics, foreign body or structural deformities of the upper airway
Equipment needed
A
BVM connected to supplemental oxygen
B
Suction
C
Skin preparation with Betadine or Clorlexadine
D
Scalpel
E
Curved hemostat
F
Appropriate sized endotracheal tube
Procedure
A
Stabilize the head and neck. Identify the thyroid and cricoid cartilage. Then palpate the cricothyroid
membrane between them. NOTE: the thyroid cartilage is cephalad to the cricoid cartilage
B
Prep the area
C
Stabilize the thyroid cartilage with non-dominant hand
D
Make a 2 cm vertical incision until the membrane is perforated. NOTE: hold the scalpel between the
thumb and the index finger so that only the tip of the blade can enter the trachea during the initial stab
incision through the membrane
E
Insert the scalpel handle and rotate 90° to the incision, use a curved hemostat, or your gloved index finger
to open the airway
F
Insert an appropriately sized (preferably 5-7 mm) cuffed ET tube or an approved commercial
tracheostomy tube into the airway, directing the tube distally into the trachea.
G
Inflate cuff and ventilate the patient
H
Observe chest rise and auscultate chest for adequate ventilation
I
Secure tube to prevent inadvertent dislodging
J
Document and record responses
K
This procedure is not recommended in children under age 10
Complications
A
Thyroid artery or other vascular injury with hemorrhage that obliterates the field
B
Failure to locate landmarks (obese patients)
C
Tracheal injury (posterior wall) with air leak into subcutaneous tissue
D
Infection
Contraindications
A
Endotracheal intubation by less invasive means
B
Massive neck trauma (relative contraindication)
C
Concern for tracheal disruption
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NEEDLE THORACOSTOMY
Indications
A
Tension pneumothorax is the ONLY indication for needle decompression of the pleural space in the field
B
Unrecognized tension pneumothorax may be rapidly fatal without aggressive intervention to reduce or
eliminate the increasing pressure
Specific objective findings
A
Assure a patent airway
B
Evaluate for signs of tension pneumothorax: hypotension, tachycardia, jugular venous distention,
tachypnea or progressive shortness of breath, tracheal deviation, unilateral diminished or absent breath
sounds, cyanosis
C
Hypotension is the key objective finding. Needle decompression should not be done on a normotensive
patient
D
Chest Injury: Subcutaneous air, boney crepitus, absent/diminished lung sounds
E
Level of consciousness
Equipment needed
A
Gloves
B
Surgical skin cleanser such as Betadine
C
14 Gauge angiocath needle or commercially acquired equivalent
D
One way valve (either from adapted equipment or commercially acquired)
Procedure
nd
A
Identify 2 intercostal space at the midclavicular line
B
Prep area with Betadine or other appropriate surgical skin cleanser
C
Use 14 gauge over-the-needle angiocath with 10 cc syringe attached
D
Insert catheter in a vertical fashion over the superior border of the third rib into the pleural space
E
Remove the syringe and needle, leaving the catheter in place
F
Attach an improvised or commercial flutter valve, if available
G
Reassess the patient and catheter frequently after the procedure
Complications
A
Failure to enter the pleural space (most common complication)
B
Creation of pneumothorax secondary to misdiagnosis of tension pneumothorax
C
Recurrence of tension pneumothorax from the kinked catheter
D
Iatrogenic vascular injury resulting in hemothorax
E
Lung laceration
F
Infection
G
Puncture/ laceration of the heart, liver, diaphragm or spleen
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PEDIATRIC INTRAOSSEOUS INFUSION
Indications
To obtain emergency intraosseous access in the critically unstable infant or child age 12 or under, when
peripheral IV’s cannot be established within 60 seconds. DO NOT delay transport of critical pediatric patients by
prolonged attempts with this procedure
Equipment needed
A
15 gauge bone marrow needle (IO needle)
B
Surgical skin cleanser, such as Betadine
C
Gloves
D
Gauze pads
E
Tape
F
T-piece adapter
G
3-way stopcock
H
10 or 20 cc syringe
I
IV fluid (normal saline)
Procedure
A
Position patient in supine position, reposition limb as necessary
B
Cleanse skin with povidone-iodine or other surgical skin cleanser
C
Locate site approximately 1.5 to 3 cm below and slightly medial to tibial tuberosity over the flat edge of
the bone
D
Using aseptic technique, direct the needle perpendicular or slightly inferior into bone marrow, avoiding
epiphyseal (growth) plate
E
Advance the needle through the bone cortex using a rotating motion
F
Needle is in the correct position when all of the following conditions are present:
1. Decrease in resistance after pushing through the bone cortex
2. Needle is firmly in position and stands upright without support
3. Syringe aspiration yields bone marrow
4. Free flow of fluids with no significant SQ infiltration
G
Connect T-piece adapter and stopcock to needle
H
Attach stopcock to appropriate IV infusion solution. Bolus with 20-40 cc/kg of normal saline. In the critical,
hypotensive patient, the bolus should be pushed using a syringe, watching closely for extravasation of
fluid in the surrounding tissues
I
Stabilize needle on both sides with gauze. Secure with tape, minimizing direct tension on needle
Complications
A
Incorrect placement with SQ infiltration
B
Bone Fracture
C
Osteomyelitis
D
Cellulitus
E
Skin necrosis
F
Compartment syndrome
G
Leakage from original puncture site if the same site is repeatedly punctured
H
Sepsis
I
Fat embolism
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ADULT AND PEDIATRIC INTRAOSSEOUS ACCESS
The EZ-IO will be the approved I0 device for Chelan/Douglas County Paramedics. Each Paramedic is
required to have specific training on the EZ-IO prior to use of the device. Training for EZ-IO can be found
on the following website www.vidacare.com.
Indications
EZ-IO AD® (40 kg and over) & EZ- IO PD® (3-39 kg)
A
Intravenous fluids or medications are needed and a peripheral IV cannot be established in 60 seconds
AND the patient exhibits one or more of the following:
1. An altered mental status (GCS of 8 or less)
2. Respiratory compromise (SaO2 80% after appropriate oxygen therapy, respiratory rate <10 or
>40 min)
3. Hemodynamic instability (Systolic BP of <90)
Contraindications
Consider alternate site for any of the following contraindications
A
Fracture of the bone selected for IO infusion
B
Excessive tissue at insertion site with the absence of anatomical landmarks
C
Previous significant orthopedic procedures (IO within 24 hours, prosthesis)
D
Infection at the site selected for insertion
Considerations
A
Flow Rate: Due to the anatomy of the IO space you will note flow rates to be slower than those achieved
with IV catheters.
1. Ensure the administration of an appropriate rapid syringe bolus (flush) prior to infusion NO
FLUSH = NO FLOW
a. Rapid syringe bolus (flush) the EZ-IO AD® with 10 ml of normal saline
b. Rapid syringe bolus (flush) the EZ-IO PD® with 5 ml of normal saline
c. Repeat syringe bolus (flush) as needed
2. To improve continuous infusion flow rates always use a syringe, pressure bag or infusion pump
B
Pain: Insertion of the EZ-IO AD® & EZ-IO PD® in conscious patients has been noted to cause mild to
moderate discomfort (usually no more painful than a large bore IV). However, IO infusion for conscious
patients has been noted to cause severe discomfort.
1. Prior to IO syringe bolus (flush) or continuous infusion in alert patients, SLOWLY administer
Lidocaine 1% (Preservative Free) through the EZ-IO hub.
a. EZ-IO PD® Slowly administer 0.5 mg/kg Lidocaine 1% (Preservative Free)
Precautions
The EZ-IO AD® & EZ-IO PD® are not intended for prophylactic use
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Procedure
If the patient is conscious, advise of emergent need for this procedure and obtain informed consent
A
Wear approved Body Substance Isolation Equipment (BSI)
B
Determine EZ-IO AD® or EZ-IO PD® Indications
C
Rule out Contraindications
D
Locate appropriate insertion site
E
Prepare insertion site using aseptic technique
F
Prepare the EZ-IO® driver (Power or Manual) and appropriate needle set
G
Stabilize site and insert appropriate needle set
H
Remove EZ-IO® driver from needle set while stabilizing catheter hub
I
Remove stylet from catheter, place stylet in shuttle or approved sharps container
J
Confirm placement
K
Connect primed EZ-Connect®
L
Slowly administer appropriate dose of Lidocaine 1% (Preservative Free) IO to conscious patients
M
Syringe bolus (Flush) the EZ-IO® catheter with the appropriate amount of normal saline
N
Utilize pressure (pressure bag of infusion pump)
O
Begin infusion
P
Dress site, secure tubing and apply wristband as directed
Q
Monitor EZ-IO® site and patient condition
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TRANSCUTANEOUS PACING
Indications
A
For patients with serious signs or symptoms secondary to a bradycardic rhythm not responding to
Atropine
Procedure
A
Place anterior electrode just left of the sterna border at point of maximum cardiac impulse
B
Place posterior electrode on back directly behind anterior electrode
C
Sedation: Versed 2-4 mg IV every 5 minutes as needed to maximum 10 mg. SBP maintained >95
D
Set rate, usually 80 BPM
E
Increase voltage until electrical capture is achieved. Capture is usually achieved with <70 mAmps
F
Electrical capture is characterized by a widened QRS with a broad T-wave opposite the polarity of the QRS
G
Verify mechanical capture at the right carotid, brachial, or femoral to avoid misinterpreting “jerking”
muscles as mechanical capture
H
Assess Hemodynamic response to pacing, HR, BP, SpO2, LOC
Specific precautions
A
Hemodynamically stable patients with a Mobitz II second- degree AV block or third degree heart block
should have pacing pad placed, ready to use , since these patients may quickly deteriorate
B
Document with rhythm strips initial rhythm and response to pacing
C
Consider pacing in children only for toxicological or electrolyte induced bradydysrythmias, those with
primary congenital defects, or post open-heart surgery
D
Do not use in the asystolic patient. An exception would be the patient who has just gone into asystole
after having a witnessed perfusing rhythm
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CONTROLED SUBSTANCE POLICY
This policy outlines minimum requirements regarding the acquisition, storage, use and record keeping of
controlled substances
General Policy
A
The operations supervisor of each ALS agency will be responsible for securing and maintaining the
required registration with DEA. This will be done in conjunction with the MPD, his or her physician
delegate or the hospital pharmacy in compliance with applicable laws
B
Each agency will be responsible for the cost of controlled substance acquired
C
All agencies will comply with the controlled Substances Act of 1970 as well as state law and rules
Security Policy
A
All controlled substances will be in a substantially constructed locking cabinet for storage within the
confines of the ALS unit and the central business location. Access should be limited to the paramedic
assigned to the unit, those under his/her supervision, the operations supervisor or his/her designee
B
In the event of theft, loss or diversion of controlled substances, the agency shall notify local law
enforcement. The agency shall also submit a written report along with the complete form DEA-106 to the
MPD who will forward the report and form to the DEA along with a copy of each to the Board of
Pharmacy and other agencies as required
C
In the event of breakage or other contamination of a vial making it unusable, the paramedic will submit a
written report to their immediate supervisor and the MPD within 24 hours
D
Controlled substances which are currently included on the formulary for Chelan County ALS Agencies
include: Morphine, Fentanyl, Midazolam and Valium. Each agency is allowed to purchase the equivalent
of what they would historically use in a 4 month period.
Record Keeping
A
Each ALS agency will be responsible for designing a controlled substances log sheet which will be
approved by the MPD before implementation. The log sheet will contain the following information: date,
patient name, signature of administering paramedic, name of ordering physician, name and strength of
medication, amount administered, amount destroyed and signature of destroyer and witness, receiving
hospital, mechanism for recording shift count results.
B
Inventory of controlled substances shall be done at the beginning of each shift, with the results recorded
in ink on the controlled substances log sheet. Discrepancies will be investigated immediately and reported
as above if they cannot be resolved. This will be done before the off-going paramedic leaves the station.
C
Records associated with controlled substances will be made in ink and retained for a minimum of two
years. These records include, but are not limited to receipt and distribution records, administration
records, the log sheet, executed DEA-222 forms, biennial inventory, and loss or destruction records.
D
The drug, route of administration, amount, ordering physician if dose outside protocol, administering
paramedic and receiving hospital will be documented on the run sheet.
E
Record regarding controlled substances shall be made available to the MPD, appropriate federal, state
and local law enforcement agencies upon request: all of whom will be responsible for maintaining
confidentiality of information contained therein.
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TAZER DART REMOVAL & CARE
Specific information
A
The following guideline addresses evaluation and treatment of patients that have been tazed by law
enforcement
B
A tazer works by firing two wire-attached darts that can strike a suspect from up to 15 feet or more. It
delivers up to 50,000 volts of electricity to the recipient. The tazer darts usually penetrates the skin only a
few millimeters
C
Strongly consider scene safety and measures to protect yourself and others from a potentially violent
patient in situations when a taser has been used
Specific objective findings
A
Assure the scene is safe
B
Wear PPE including gloves and eye protection
C
Make sure the tazer cartridge is removed or cut wires before removing the darts
D
Consider medical or behavioral problems as the orginal cause of violent behavior
1. Drug/ alcohol intoxication
2. Behavioral problems
3. Trauma
E
Vital signs
F
Check for secondary injuries as a result of falling or assault
Removal procedure
A
Grasp firmly with on hand on the cylinder part of the dart and pull to remove, it may take some force to
remove
B
Pull out one dart at a time
C
Bandage wound as needed
D
Make sure the dart is fully intact after removal and make sure it is placed in a sharps container.
E
Never remove darts that are in the eye, face, neck, breast, or groin. Patients must be transported to the
hospital for dart removal in these cases
Specific Precautions
A
Tasers used in the presence of pepper spray propellants can cause a burn hazard. The electrical arcing
from imperfect dart contact can ignite the propellant
B
Police Protocol may require a “Medical clearing” of the patient, these patients should be transported for a
“Medical clearing” by a physician not EMS
C
Make sure that the patient is restrained as needed for safety
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DEATH IN FIELD
Upon arrival at a scene in which the patient is obviously dead (pulseless and apneic) and resuscitation efforts
would be unsuccessful, resuscitation efforts of any kind may be withheld.
To withhold resuscitation at least one of the following criteria should be present:
A
Presence of rigor mortis
B
Presence of livor mortis
C
Obvious external exsanguinations
D
Truncal transection
E
Decapitation
F
Extruded brain matter
G
Blunt traumatic arrests (after consideration of potentially reversible causes)
H
Penetrating traumatic arrests with a transport time of more than ten minutes
I
Sustained time down prior to arrival without CPR in progress with presenting rhythm of Asystole in warm
adults
Note: Hypothermic arrests, drowning events with submersion less than 60 minutes, medical pediatric arrests,
and pregnant woman with estimated gestational age greater than 20 weeks deserve full resuscitative attempts.
CONTACT MEDICAL CONTROL for direction. Termination of CPR in the field maybe considered after 20 min of no
pulse, successful intubation, appropriate medications, and all reversible causes have been identified.
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VAGINAL BLEEDING
Specific information needed
A
Is the patient pregnant, if yes, how many weeks and when was the last menstal period
B
Onset of bleeding, and approximate blood loss. You may need to ask patient how many pads they have
used
C
Is the bleed continuous or passing clots? If clots, did they notice any tissue or fetal parts passed?
D
History of bleeding problems or anticoagulant medications
E
Traumatic injuries outside of the presence of obvious mechanism, consider sexual assault. See protocol
for sexual assault treatment guidelines
Specific objective findings
A
Vital signs: consider orthostatics if patient not in extremis
B
Sign of hypovolemic shock, including altered mental status, tachycardia, sweating, or pallor
C
Examine fundal height. The top of the fundus at the umbilicus is about 20 weeks gestation. Therefore, a
fundal height of 5cm above the umbilicus should be considered third trimester
D
If heavy bleeding within the first and second trimester consider possible miscarriage or ectopic
E
As privacy allows, and if indicated, observe the perineum for signs of trauma, fetal parts, ect.
Treatment
A
Treat airway, breathing and hypotension as a priority
B
Administer O2
C
Consider cardiac monitoring
D
Place trauma dressing or chux under patient
E
If external trauma is noted with bleeding use moist gauze with direct pressure to control external
bleeding
F
If hypotensive place the patient in shock position
G
Establish 2 Large bore IV’s for heavy bleeding and give 20 cc/kg fluid bolus of normal saline
H
Rapid transport for heavy bleeding and hypotensive
Specific precautions
A
Never pack the vagina with any material
B
Stabilize any impaled objects. DO NOT REMOVE
C
If heavy bleeding in the third trimester notify Receiving Hospital early for possible need for emergency
C- section
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PREECLAPSIA AND ECLAMPSIA
DEFINITIONS
Preeclampsia is a hypertensive disorder of the second half of pregnancy that is associated with proteinuria with
or without edema
Eclampsia is the development of seizures in a patient with preeclampsia
Specific information needed
A
Pregnancy history: Para/ Gravid, gestational age, complications of current pregnancy
B
Associated symptoms: peripheral or facial edema, visual changes, headache, abdominal pain (especially
RUQ/ epigastric pain)
C
Seizure history: onset, time interval, any previous seizures and how many
D
Any prior history of hypertension
E
Significant recent weight gain (edema)
Specific objective finding
A
Vital signs: BP>140/90 or increase of 15 mmHg above normal BP
B
Level of consciousness: Altered
C
Abdomen: tenderness, especially RUQ or epigastric pain
D
Edema of extremities
E
Seizure activity
Advanced treatment, general
A
Administer O2, assist airway and respiratory status as needed
B
Place patient in a position of comfort, semi left lateral recumbent
C
Recheck BP, with special attention to correct cuff size and placement
D
Establish venous access
E
For seizure activity:
1. Suction as needed
2. Protect patient from injury
3. For continued seizure activity:
a. Infuse Magnesium Sulfate 6 gm IV over 20 minutes
b. Administer Diazepam 5-10 mg IV, IM or PR
4. Check pulse immediately after seizure stops
F
Check blood glucose
G
Treat other associated signs and symptoms per protocol
H
Monitor cardiac rhythm and vital signs
Specific precautions
A
Remember that a seemingly normal BP may in fact represent preeclampsia for certain patients
B
Remember that eclamptic seizures have been reported up to 1 month post delivery. Therefore seizures in
a newly postpartum patient should be treated as eclampsia
C
Mix Magnesium Sulfate 6 gm in 50-100 cc NS and give over 20 minutes
D
Monitor BP very closely during magnesium infusion, and slow down infusion for significant drop in BP
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EMERGENCY DELIVERY
Specific information needed
A
Present History: Estimated gestational age, routine prenatal care, complications, etc.
B
Past History: Gravida/Para, previous birthing complications
C
Other complications medical problems such as diabetes, sickle cell disease, hemophilia, etc
D
Medications: use of narcotics
Specific Objective findings
A
A pregnant patient in active labor with delivery imminent as evidenced by crowning, urgent desire to
push, continuous intense contractions, ruptured membranes, etc. Consider home delivery prior to
transport
B
Palpate uterine fundus to estimate gestational age. Each centimeter above the umbilicus is one week
beyond 20 weeks gestation
C
Examine visually for evidence of crowning
Treatment
A
Open OB kit, don sterile gloves, create sterile delivery field
B
Consider O2 for patient
C
Consider requesting second medic unit
D
Establish IV access
E
Position the patient supine knees bent
F
Proceed with delivery (either on scene or enroute to hospital):
1. Control delivery of head using gentle counter pressure with one hand and a sterile towel in
other hand at the perineum. Gently wipe baby’s face. Suction the mouth first and then the nose
with bulb syringe
2. As the neck is delivering, check for a nuchal cord. If present, gently loosen and slip over baby’s
head. If unable to loosen, double clamp and cut cord
3. If necessary, gently assist delivery of anterior shoulder by placing your hands on the side of the
baby’s heads and exerting mild downward pressure. Then use a gentle upward motion to aid in
delivery of the posterior shoulder. The rest of the body usually follows without difficulty. Do not
exert traction to pull the baby from the birth canal.
G
Once delivered hold the baby at or slightly below the level of the birth canal for 60 seconds prior to
clamping the cord
H
Thoroughly suction the mouth, then nose
I
Dry and stimulate the baby with sterile towels and keep covered to prevent heat loss
J
Place clamps at 6 and 8 inches from baby’s abdomen and cut the cord between the clamps with steril
scissors
K
Place pink, vigorous baby on mother’s chest
L
Placental delivery: the placenta usually delivers spontaneously within 5-10 minutes after the baby. As the
placenta passes through the birth canal, lift it away with both hands. Never exert traction on the cord to
pull the placenta from the uterus. Place placenta in a plastic bag or other container and give to hospital
personnel
M
If maternal bleeding is severe after placental delivery and the uterus does not feel firm, massage the
uterine fundus by supporting the lower uterine segment with one hand just above the symphysis pubis,
and massaging the uterus with the other hand
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Specific precautions
A
Be alert to complications such as presence of meconium, or baby appearing cyanotic, limp or depressed
B
Shoulder Dystocia occurs when an infant’s shoulders are larger than its head. This happens most
commonly with diabetic and obese mothers
1. Flex the mother’s legs and push toward her head
2. Apply firm pressure with an open hand above symphysis pubis
3. Do not pull on baby’s head
C
Breech presentation:
1. Buttocks and Double Footling Presentation:
a. Hold the mothers legs in a flexed position
b. Support the infant’s legs as they deliver – Do not pull on the legs
c. Allow baby to be delivered with contractions
d. Continue to support the infant
e. As the head passes the pubis, apply gentle upward traction until the mouth appears
f. If the head is stuck support the infant throughout the transport and insert two fingers into
the vaginal opening to create an airway for the baby. Transport immediately
g. Notify the Receiving Hospital
2. Single limb Presentation: Deliver of a single limb presentation must be accomplished at the
hospital since Cesarean section usually is required
a. Support the baby with your hands
b. Provide an airway for the baby using your fingers
c. Transport immediately – Do not attempt delivery in the field
D
Prolapsed Cord: If you see the umbilical cord in the vagina, presenting before the baby, initiate the
following steps:
1. Place the mother in the knee-chest position
2. Check the umbilical cord for pulsation
3. If there are no pulsations, you will need to press the presenting part of the fetus away from
the umbilical cord, towards the mother’s head. This will take the baby’s weight off of the cord
4. To do so: insert your hand into the vagina. Push the presenting part (usually the head) with the
flat part of your fingers and palm. Use as much surface area of your fingers and palm as possible
to distribute pressure across the baby’s head. Avoid pushing with the tips of your fingers only
5. Re check the cord for pulsation
6. Administer O2 to the mother
7. Transport immediately. The fetus will die quickly without rapid intervention
8. Continue holding the presenting part of the baby away from the umbilical cord
9. Apply a moistened dressing on the exposed umbilical cord
10. Do not push the umbilical cord back into the vagina
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POSTPARTUM HEMORRHAGE
Specific information needed
A
Onset of bleeding, time of delivery and any complications
B
Presence of any anticoagulants: (i.e. ASA, Warfarin, Lovenox)
C
Past History: bleeding problems, medications
D
If the delivery was performed by EMS, consider uterine atony or genital tract trauma. Delayed
hemorrhage will likely be from retained placental parts
Specific objective findings
A
If delivery by EMS, ensure the placenta is intact and has fully delivered
B
Vital signs: consider orthostatics unless patient is in extremis
C
Signs of hypovolemic shock: altered mental status, hypotension, tachycardia sweating or pallor
D
As privacy allows, observe the perineum for lacerations/ source of bleeding
Treatment
A
Administer O2
B
Establish venous access
C
Consider cardiac monitor
D
In the hypostensive patient give 20 -40 cc/kg NS bolus and establish second IV
E
In the immediate postpartum period, external uterine massage is indicated and/or have the mother
attempt to nurse
Specific precautions
A
Remember that some blood loss is normal post partum, but it should not continue to be active bleeding
B
Don’t forget about the newly delivered baby, which may need assistance as well. Calling for a backup unit
may be necessary if both mother and infant require significant care
C
Postpartum hemorrhage that occurs more than 24 hours from delivery is likely from retained products of
conception, rather than uterine atony or pelvic trauma. These are the patients that you will be called to
after they have been discharged home
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NEONATAL RESUSCITATION
Specific information needed
A
Term gestation?
B
Is there meconium present?
C
Mothers condition? Remember you have two patients
D
History of maternal drug use(especially opiates) Last use?
E
History of diabetes in mother?
Specific objective findings
A
Reference Pediatric Resuscitation General
B
General appearance of baby: LOC, muscle tone, color
C
Airway: obstruction, cough, obvious congenital structural upper airway abnormalities
D
Breathing: respiratory rate, skin color (central cyanosis), chest wall movement and symmetry, work of
breathing (grunting, nasal flaring, retractions), wheezing, agonal apneic respirations
E
Circulation: heart rate, pulse (can palpate umbilical cord for fetal pulse), capillary filling time, skin color
F
Obvious signs of prepartum death
Treatment
A
Following delivery, manage airway
B
If particulate or thick meconium is present, DO NOT STIMULATE BABY, Immediately suction with
meconium aspirator and ETT until clear
C
Place in supine position and open/maintain airway
D
Provide warmth
E
Dry baby
F
Tactile stimulation of feet/back
G
If baby is breathing, HR > 100 with good color, provide observational care
H
If breathing with HR >100 with central cyanosis, provide high-flow blow-by O2
I
If apneic or HR <100, provide 100% O2 via BVM at 40-60 breaths/ minute. Ensure adequate chest rise and
fall. Intubate as indicated. Confirm tube placement
J
If HR <60, begin CPR. 3:1 Compression: ventilation ratio until intubated
K
Monitor cardiac rhythm
L
Establish IV/ IO access
M
Administer Epinephrine
1. IV, IO: (1:10,000) 0.01 mg/kg (0.1 ml/kg)
2. ET: (1:10,000) 0.1 mg/kg (1 ml/kg)
3. Repeat q 3-5 min
4. For ET administration, follow with NS flush not to exceed 3 ml
N
Administer NS 10 cc/kg IV bolus. Repeat as indicated
O
Consider Narcan
1. If non addict mother has used narcotics within past 4 hours, consider Narcan 0.1 mg/kg IV/IO
for the infant with persistent respiratory depression unresponsive to conventional resuscitation.
If no response consider second dose of 0.1 mg/kg IV/IO, Max single dose of 2mg
2. DO NOT administer Narcan to infants of narcotic addicted mothers
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P

Consider Dextrose
1. If blood glucose is <60 mg/dl, administer 1 gm/kg IV of D10W (10ml/kg)
2. Administer slowly over 20 minutes
3. May require dilution from D50 or D25

Special consideration
A
HR, RR, and skin color are the best methods of ongoing evaluation of need for, and effectiveness of,
resuscitation
B
Hypoglycemia is common in premature or small for age infants and in infants born to diabetic mothers.
Blood glucose should always be checked in neonatal resuscitation
C
In infants requiring BVM ventilation or intubation, be cautious not to over ventilate. May cause
pneumothorax
D
Any infant born in the prehospital setting should be considered to need resuscitation
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SEXUAL ASSAULT
Specific information needed
A
Inquire about injuries
B
Obtain information about past medical history, medications and allergies
C
Inquire if patient has changed clothing, if the patient has changed, locate clothing. If it is readily available,
place it in a paper bag and bring it to the hospital with the patient
Specific objective findings
A
Vital signs
B
Perform assessment per any other patient, keeping the specific precautions and treatment considerations
in the protocol in mind to ensure preservation of evidence
Treatment
A
Treat the patient per medical/trauma protocol based upon assessment
B
Actions of the first persons on the scene may have a vital impact on the future psychological well being of
the patient. Every effort should be made to relieve feelings of shame of guilt and treat the patient with a
sense of dignity and professionalism. This will aid the patient on the road to recovery
C
Recognize that the victim’s body is part of the crime scene
1. Do not destroy stains on the victims clothing with scissors or alcohol
2. Wear gloves at ALL times
3. If the patient has changed clothes, and they are close at hand, retrieve and transport them
with the patient. When possible use a paper bag for clothing
4. If you do not have paper bags in which to store all evidence, then DO NOT TOUCH IT. Leave in
place and notify law enforcement so that they can collect it properly.
Specific precautions
A
Keep questioning to a minimum. Focus on the information required for prehospital treatment of the
patient. Specific details of the assault are NOT necessary in the field.
B
Keep the number of healthcare providers in contact with the patient and the crime scene to a minimum
C
Safety and treatment are the first priority
D
Approach victim in a gentle supportive manner
E
Assure the victim of their safety
F
Speak softly avoiding any aggressive or forceful behavior
G
Minimize unwarranted attention and publicity. Protect the patient’s privacy
H
If the victim is requesting a same sex provider, one should be provided if possible
I
If the patient is over the age of 18 and decides NOT to be transported to the hospital or report the
incident, respect their decision and leave the patient with the following information:
1. Phone numbers for available services
a. Central Washington Hospital ED: 509-665-6163
b. SANE Direct Line (M-F Hrs: 8-4): 509-667-6206
c. Domestic Violence Help Line: 509-663-7446
2. Patient care for sexual assault is billed to the state of Washington Crime Victims Fund. Any cost
not paid through the fund is written off by Central Washington Hospital and is not billed to the
Patient
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3. If the patient decides not to make a report even after they are seen at the hospital for the
incident, their confidentiality is preserved. Sexual assault of an adult is NOT a reportable incident
by healthcare providers. The patient must decide to make the report
All supplies and waste from your treatment on scene should be removed so as not to contaminate the
crime scene. Designate one person to be in charge of ensuring that all remnants of your care leave with
you.
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BITES AND STINGS
Specific information needed
A
Type of animal or insect: time of exposure
B
Symptoms:
1. Local: pain, stinging
2. Generalized: dizziness, weakness, itching, trouble breathing, muscle cramps
C
History of previous exposures, allergic reactions
Specific objective findings
A
Identification of spider, bee
B
Local signs: erythema, swelling, heat in area of bite
C
Systemic signs: hives, wheezing, respiratory distress, abnormal vital signs
Treatment
A
Spiders:

B

1. Ice for comfort
2. Transport for observation if systemic signs and symptoms present
Bees and Wasps:
1. Remove sting mechanism: do not squeeze venom sac if this remains on stinger, rather, scrape
with straight edge
2. Observe patient for signs of systemic allergic reaction, transport rapidly if needed, and treat
anaphylaxis per protocol
3. Transport all patients with systemic symptoms or history of systemic symptoms from prior
bites

Specific precautions
A
For all types of bites and stings, the goal of prehospital care is to prevent further inoculation and treat
allergic reactions
B
About 60% of patients who have experienced a generalized reaction to a bite or sting in the past will have
a similar or more severe reaction upon re-inoculation. Thus, although it is not inevitable, this group of
patients must be considered at high risk for anaphylaxis. In addition, a small group of patients will have
anaphylaxis as a “first” reaction.
C
Time since envenomation is important, Anaphylaxis rarely develops more than 60 minutes after
inoculation
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DROWNING/ NEAR- DROWNING
Specific information needed
A
How long patient was submerged?
B
Water temperature?
C
Diving accident?
D
Water Depth?
Specific objective findings
A
Vital signs
B
Neurologic status: monitor on a continuing basis
C
Lung exam: rales or signs of pulmonary edema, respiratory distress
Treatment
A
Clear upper airway of emesis or large debris
B
Start CPR if needed
C
Stabilize neck prior to removing patient from water if any suggestion of neck injury
D
Suction as needed
E
Administer O2
F
If patient is not awake and alert:
1. Assist ventilation
2. Intubate when indicated and apply positive pressure ventilation
3. Establish venous access
4. Monitor cardiac rhythm during transport: treat arrhythmias per protocol
G
Transport patient, even if normal by initial assessment
Specific precautions
A
Be prepared for emesis. Patients should be secured on spineboard when indicated for log-rolling to
protect airway.
B
ALL near-drownings should be transported, even if patients initially appear fine, they can deteriorate.
Monitor closely. Pulmonary edema often occurs due to aspiration, hypoxia, and other factors. It may not
be evident for several hours after near-drowning.
C
Beware of neck injuries- they often go unrecognized. Collar and backboard can be applied in the water.
D
If patient is hypothermic, defibrillation and pharmacologic therapy may be unsuccessful until the patient
is rewarmed. Prolonged CPR may be needed. See Hypothermia Protocol.
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HYPERTHERMIA
Specific information needed
A
Patient age, activity level
B
Medications: depressants, tranquilizers, alcohol, etc.
C
Associated symptoms: cramps, headache, orthostatic symptoms, nausea, weakness
Specific objective findings
A
Vital sign: temperature: usually 104 degrees Fahrenheit or greater (if thermometer available)
B
Mental status: confusion, coma, seizures, psychosis
C
Skin flushed and warm: with or without sweating
D
Air temperature and humidity: patient dress
Treatment
A
Ensure airway
B
Remove clothing
C
Administer O2
D
Cool with water-soaked sheets and fan if possible
E
Establish venous access:
1. TKO if vital signs stable
2. Fluid bolus if signs of hypovolemia
F
Treat seizures per protocol
G
Monitor cardiac rhythm
H
Monitor vitals during transport
Specific precautions
A
Heat stroke is a medical emergency. It is distinguished by altered level of consciousness. Sweating may
still be present, especially in exercise-induced heat stroke. The other persons at risk for heat stroke are
the elderly and persons on medications which impair the body’s ability to regulate heat.
B
Differentiate heat stroke from heat exhaustion (hypovolemia of more gradual onset) and heat cramps
(abdominal or leg cramps). Be aware that heat exhaustion can progress to heat stroke.
C
Do not let cooling in the field delay your transport. Cool patient as possible while en route
D
Do not use ice water or cold water to cool patients, as these may induce vasoconstriction.
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HYPOTHERMIA AND FROSTBITE
Specific information needed
A
Length of exposure
B
Air temperature, water temperature, winds, patient wet?
C
History and timing of change in mental status
D
Drug: alcohol, tranquilizers, anticonvulsants, others
E
Medical problems diabetes, epilepsy, alcoholism, etc.
F
With local injury: history of thawing/ refreezing
Specific objective findings
A
Vital signs, mental status, shivering, (Prolonged observation for 1-2 min. may be necessary to detect
pulse, respirations)
B
Skin temperature (estimated): also note current temperature of environment
C
Evidence of local injury: blanching, blistering, erythema of extremities, ears, nose
D
Cardiac rhythm
Treatment
A
Generalized:
1. Administer O2 . Assist as needed.
2. Indications for intubation are the same as for normothermic patient. Intubate only to protect
airway or in absence of organized cardiac electrical activity
3. Begin CPR if no organized electrical activity
4. Establish venous access. Solution should be warmed if possible
5. Monitor cardiac rhythm. Attempt defibrillaton if appropriate, one time only
6. No more than one round of ACLS drugs should be administered to hypothermic patient in the
prehospital setting
7. Avoid unnecessary airway manipulation
8. Remove wet or constrictive clothes from patient. Wrap in blankets and protect from wind
exposure. Increase ambient temperature in ambulance
9. Monitor vitals during transport
B
Local (frostbite):
1. Remove wet or constricting clothing. Keep skin dry and protected from wind
2. Do not allow the limb to thaw if there is a chance that limb may refreeze before evacuation is
complete, or if patient must walk to transportation.
3. Rewarm minor “frostnip” areas by placing in axilla or against trunk under clothing
4. Dress injured areas lightly in clean cloth to protect from pressure, trauma or friction. Do not
rub. Do not break blisters.
5. Maintain core temperature by keeping patient warm with blankets, warm fluids, etc.
6. Transport with frostbitten areas supported and elevated if feasible.
Specific precautions
A
HYPOTHERMIA:
1. Shivering does not occur below 90 degrees Fahrenheit (32c). Below this the patient may not even feel
cold, and occasionally will even undress and appear vasodilated
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2. The heart is most likely to fibrillate below 86⁰ degrees Fahrenheit (36c). Defibrillation should
be attempted once, but prolonged CPR may be necessary until the temperature is above this
level.
3. ALS drugs should be used sparingly, since peripheral vasoconstriction may prevent entry into
central circulation until temperature is restored. At that time a large bolus of unwanted drugs
may be infused into the heart.
4. Bradycardias are normal and should not be treated
5. If patient has organized monitor rhythm, CPR is currently felt to be unncecessary. In general,
even slow rates are probably sufficient for metabolic demands. CPR is indicated for asystole and
ventricular fibrillation.
6. Patients who appear dead after prolonged exposure to cold air or water should not be
pronounced “dead” until they have rewarmed. Full recovery from hypothermia with
undetectable vital signs, severe bradycardia, and even periods of cardiac arrest has been
reported
7. Rewarming should be accomplished with careful monitoring in a hospital setting, whenever
possible.
8. Consider other reasons for altered mental status.
9. Make sure to check blood glucose if <60 administer D50
FROSTBITE:
1. Thawing is extremely painful and should be done under controlled conditions, preferably in
the hospital. Careful monitoring, pain medications, prolonged rewarming, and sterile handling
are required.
2. It is clear that partial rewarming, or rewarming followed by refreezing, is far more injurious to
tissues than delay in rewarming or walking on frozen extremity to reach help. Do not rewarm
prematurely. Indications for field rewarming are almost nonexistent.
3. Warming with heaters or stoves, rubbing with snow, drinking alcohol and other methods of
stimulating the circulation are dangerous and should not be used.
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SNAKE BITES
Specific information needed
A
Appearance of snake (i.e. Did snake have a rattle?)
B
Time of bite
C
Prior first-aid by patient or friends
D
Symptoms: local pain and swelling, peculiar or metallic taste sensations. Severe envenomations may
result in hypotension, coma or bleeding
Specific objective findings
A
Bite wound: location, configuration (1, 2, or 3 fang marks: entire jaw imprint, none)
B
Signs of envenomation: local edema and pain, ecchymosis, bleeding, hypotension. Mark time and extent
of erythema and edema with pen, every 15 minutes
Treatment
A
Remove patient and rescuers from area of snake to avoid further injury
B
Remove rings or other bands which may become tight with local swelling
C
Immobilize bitten part at heart level
D
Minimize venom absorption by keeping bite area still and quiet
E
Transport promptly for definitive observation and treatment
F
Do not use ice or refrigerants
G
For all suspected envenomations, establish venous access and administer O 2
H
Monitor vital signs, cardiac rhythm and swelling
Specific precautions
A
If the snake is dead, bring it in for examination. Do not jeopardize fellow rescuers by attempting to “round
it up”. Be careful a dead snake may still reflexively bite and envenomate. Do not pick up with hands, even
if dead. Use a shovel or stick
B
At least 25% of poisonous snakes strikes do not result in envenomation. Conversely, the initial appearance
of the bite may not reflect the severity of envenomation.
C
Fang marks are characteristic of pit viper bites, such as from the rattlesnake, water moccasin, or
copperhead which are native to North America. Jaw prints (without fangs) are more characteristic of
nonvenomous species.
D
Ice can cause serious tissue damage. Never use!
E
Exotic poisonous snakes, such as those found in zoos, have different signs and symptoms than those of pit
vipers.
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APPENDIX A – CHELAN/DOUGLAS DRUG FORMULARY
Please note that the drugs listed below are the only medications approved for use by paramedics in
Chelan and Douglas Counties. Furthermore, though not explicitly stated, any drug is contraindicated in
a patient with a hypersensitivity to that drug.
ACETYLSALICYLIC ACID (ASA, ASPIRIN)
Mechanism of Action:
Inhibits clots formation by blocking platelet function. It also has analgesic and antipyretic actions
not utilized by EMS
Indications:
Patients with symptoms consistent with Acute Coronary Syndrome (ACS).
Precautions:
b. Bleeding disorders
Administration:
Adult: 324 mg (four 81mg chewables) chewed and swallowed
Pediatric: Should not be given to pediatric patients
Special Notes:
All patients with suspected ACS and without contraindications receive aspirin.
ADENOSINE (ADENOCARD)
Mechanism of Action:
An endogenous nucleoside that rapidly suppresses the sinus and AV nodes, thereby effectively
terminating episodes of acute supraventricular tachycardia involving the AV node
Indications:
Paroxysmal supraventricular tachycardia (PSVT), including PSVT associated with WolffParkinson-White syndrome
Precautions:
b. Beware of the drug interactions listed below
Drug Interactions:
1. Carbamazepine: Increased likelihood of progressive heart blocks
2. Dipyridamole: Potentiates the effect of adenosine (reduce the dosage)
3.Caffeine and Theohphylline: Reduces effectiveness (a larger dose may be required)
4. Nicotine: May increase risk of hypotension
Administration:
Adult: 6 mg rapid IVP (1-2 seconds) followed with a 30 cc flush, may be repeated in 1-2 minutes,
a second dose of 12 mg rapid IVP followed by a 30cc flush. Single doses of greater then 12 mg
should not be given, may be given up to three times and always follow each bolus with a 30cc
flush
Pediatric: Initial 0.1 mg/kg rapid IVP (max 6 mg). Repeat in 2-3 minutes if no change. Second or
third dose at 0.2 mg/kg rapid IVP (max 12 mg
Special Notes:
1. May induce bronchospasm in patients with asthma
2. Safety in pregnancy is unknown
3. Transient dysrhythmias, such as periods of asystole, are common and self-limiting, requiring
no treatment unless they persist
4. Side effects may include: facial flushing, headache, chest pain, dyspnea, lightheadedness, and
nausea
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ALBUTEROL (PROVENTIL®, VENTOLIN ®)
Mechanism of Action:
B2, selective adrenergic properties resulting in potent bronchodilation
Indications:
1. Relief of bronchospasm due to asthma, COPD, allergic reactions or infection
2. Treatment of hyperkalemia in patients with EKG changes associated with hyperkalemia
Precautions:
1. Because of its sympathomimemtic effect, it may need to be discontinued if chest pain
develops that is concerning for ischemia, as opposed to bronchitic or pleuritic type pain
2. May rarely cause paradoxical bronchospasm and should be discontinued
Drug Interaction:
1. Beta adrenergic agonists may- potentiates the effects.
2. MAO inhibitors and TCAs- may potentiate tachycardia and hypertension
3. Beta adrenergic blockers may- decrease the effectiveness
Administrations:
Nebulizer
Adult: 2.5 mg in 3 ml of sterile NS given as inhalation therapy over 10-15 minutes, may be
repeated as necessary
Pediatric: Same as adult
Special Notes:
1. Most side effects are dosage related. Monitor heart rate and blood pressure closely, and
contact Medical Control if any concerns arise
2. If no history of airway disease and/or no response to therapy, consider possible severe allergic
reaction. Contact Medical Control if needed
3. May decrease arterial oxygen tension acutely by causing bronchodilation in areas of lung with
poor blood perfusion
AMIODARONE (CORDARONE®)
Mechanism of Action:
A class III antidysrhythmic agent that prolongs the action potential duration and refractory
periods, slows automaticity in pacemaker cells, and slows conduction in the AV node. It has
characteristics of class Ia, II, III, and IV antidysrhythmics.
Indications:
1. Pulseless VF/VT refractory to initial electrical therapy
2. VT w/Pulse that is hemodynamically stable
Precautions:
1. Polymorphic ventricular arrhythmias may develop secondary prolonged QT.
2. May worsen CHF due to decreased contractility
3. May cause bradycardia
Drug Interaction:
Enhanced bradycardia and hypotension when given with other beta-blockers or calcium channel
blockers
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AMIODARONE (CONT.)
Administration:
Adult:
1. Pulseless VT/VF: 300 mg initial bolus IVP, May re-bolus with 150 mg if unsuccessful or for
breakthrough dysrhythmias.
2. Sustained VT with pulse: 150 mg over 10-15 minutes, may re-bolus with 150 mg if needed.
Pediaric:
1. Pulseless VT/VF: 5 mg/kg IVP (Max single dose 300 mg; may repeat dose up to 3 times.
2. Sustained VT with pulse: 5 mg/kg IV over 20-30 minutes.
Special Notes:
1. If not pre-loaded, must be drawn up slowly to avoid “bubbles”. Do not shake the ampule for
the same reason.
2. Cannot be administered via ET tube
3. Hypotension and bradycardia may require slowing or cessation of infusion
ATROPINE SULFATE
Mechanism of Action:
Anticholinergic agent that increases heart rate and conduction through the AV node, reduces GI
motility and tone, reduces bladder tone and activity, and dilates the pupils
Indications:
1. Symptomatic sinus bradycardia or A-V blocks due to excessive vagal influences.
2. Bradycardia associated with PEA
3. Asystole
4. Antidote for some insecticides exposures (ie. Organophosphates) and nerve gasses with
symptoms of excess cholinergic stimulation: salivation, lacrimation, urination, defecation, GI
cramping, emesis (SLUDGE), bradycardia, diaphoresis, and constricted pupils.
Precautions:
1. Bradycardia in the setting of an acute MI may be beneficial. Do not treat unless there are signs
of poor perfusion. Consult Medical Control if needed
2. Pediatric bradycardias are most commonly secondary to hypoxia. Correct oxygenation and
ventilation first. If still bradycardic, epinephrine is almost always the first-line drug in pediatric
patients.
Drug Interactions:
Drugs with anticholinergic activity, such as antihistamines, and tricyclic antidepressants may have
an additive affect.
Administration:
a. Cardiac Indications:
Adult: 0.5-1.0 mg IV or ET every 3-5 minutes: max 3.0 mg 1.0 mg rapid IVP or ET every 3-5
minutes (asystole, PEA)
Pediatric: 0.02 mg/kg IVP, ET, or IO May repeat at Minimum of 0.04 mg/kg and maximum of
1 mg
b. Anticholinesterase poisoning:
Adult: 2.0 mg IVP repeated until symptoms abate
Pediatric: 0.05 mg/kg IV, ET or IO, repeated until symptoms abate
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ATROPINE (CONT.)
Special Notes:
1. This drug blocks cholinergic (vagal) influences already present. If there is little cholinergic
stimulation present, effects will be minimal or non-existent.
2. Atropine increases the workload and myocardial O2 consumption of heart. Beware of patients
who have an ischemic myocardium. Administer supplemental oxygen.
BENZODIAZEPINES (VALIUM®, MIDAZOLAM- VERSED®)
Mechanism of Action:
Acts as an anticonvulsant, tranquilizer, and skeletal muscle relaxant.
Indications:
1. Cessation of seizure activity.
2. Sedation for cardioversion.
3. Treatment of drug induced sympathomimetic toxidromes (ei. Cocaine or amphetamines).
4. Skeletal muscle relaxant.
5. Chemical Restraint
Precautions:
1. Hypersensitivity
2. CNS depression
Drug Interaction:
Additive effect to other CNS depressants such as alcohol, narcotics, etc
Administration:
Adults:
1. Diazepam (Valium®): See specific seizure or restraint protocols. PG 29-30
2. Midazolam (Versed®):2-4 mg IVP, slow (over 2 minutes) with IV running open. Additional
doses per protocol
Pediatric:
b.
Diazepam 0.2 mg/kg IV (max/does 5mg every 3-4 minutes)
2. Diazepam (RECTAL): if no IV access, give rectally at 0.5 mg/kg up to 20
mg.
Special Notes:
1. Should not be mixed with other agents, or diluted with intravenous solutions. Give through the
proximal end of IV tubing, flush well
2. Most likely to produce respiratory depression on patients who have taken other depressant
drugs, especially alcohol and barbiturates
3. It can cause local venous irritation, use relatively large veins
4. Has short half –life, additional doses may be necessary
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CALCIUM CHLORIDE
Mechanism of Action:
An alkaline-earth metal that, in biochemical terms, mediates hundreds of enzymatic reactions. Its
use in the pre-hospital setting is related to its critical role in myocardial contractility and
stabilization, and vascular smooth muscle tone.
Indications:
1. Used as antidote for calcium channel blocker (and possibly B-blocker) overdoses
2. Hyperkalemia with myocardial instability.
3. Cardiac Arrest (Ref pg 19)
Precautions:
1. Hypercalcemia may cause myocardial instability
2. Tissue extravasations causes extreme local toxicity and necrosis
Drug Interaction:
Increase toxicity of cardiac glycoside
Administration:
Adult:
5-10 ml by SLOW IVP. Repeat every 10 minutes as needed (1 ml of 10%= 100 mg of calcium
chloride)
Pediatric:
0.1-0.2 ml/kg by SLOW IVP. Repeat once in 10 minutes if needed.
NOTE: RAPID INJECTION CAN CAUSE HYPOTENSION, BRADYCARDIA AND DEATH
Special Notes:
1. It is best to warm the drug to body temperature prior to administration
2. If heart is beating, rapid administration of calcium salts can produce bradycardia and/or arrest
3. May increase irritability, i.e., PVC’s, particularly in the presence of digitalis
4. Local infiltration will cause tissue necrosis. Be sure the IV is secure and flushes well without
extravasations.
DEXTROSE (ORAL & IV – 25% AND 50%)
Mechanism of Action:
Glucose is the body’s basic fuel and is required for cellular metabolism. Significant decreases in
blood glucose levels will have the most immediate impact on those tissues most dependant on it:
the brain and heart. This may result in delirium, coma, seizures and cardiac dysrhythmias.
Indications:
1. Symptomatic hypoglycemia (generally glucose <60).
2. Altered Mental status of unknown origin
3. Seizures of unknown etiology, status epilepticus not responding to Valium, and known
diabetics actively seizing.
4. Pediatric patients with suspected sepsis, hypoperfusion or altered mentation.
5. Refractory medical cardiac arrest (especially in neonates)
Precautions:
1. Infiltration may cause tissue necrosis.
2. Delirium tremens with dehydration.
3. Administration through the same infusion set as blood.
4. Unconscious (for oral dextrose).
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DEXTROSE (CONT.)
Drug Interaction:
None
Administration:
b. Oral: 12-25 gm of paste, may be spread with a tongue depressor or may use IV preparation.
NOT for patients with depressed level of consciousness.
b. IV:
Adult: 25-50 gm slow IV push into patent vein, if patient is unable to protect airway or
tolerate oral fluids. May be repeated as needed, be prepared to restrain, may be given
rectally (paramedic only).
Pediatric: 1:1 with sterile saline to make 25% solution (0.25 gh/ml) Give 0.5-1.0 gm/kg slow
IV push. May be given rectally.
Special Notes:
1. Attempt to obtain blood prior to Dextorse administration to determine accurate level in lab.
2. Glucometry is a useful tool, but may be inaccurate at times. Therefore, don’t forget to use
clinical judgement.
3. Must insure patent IV line, and recheck patency during administration.
DIPHENHYDRAMINE HCL (BENADRYL®)
Mechanism of Action:
An antihistamine that blocks histamine release from cells during allergic reactions. It also
commonly causes CNS depression, though in some cases may result in stimulation. Finally, it also
has anticholinergic properties which can be used to treat the dystonic effects of antipsychotic
drugs, such as Haldol.
Indications:
1. Mild to moderate allergic reactions.
2. Second line drug in anaphylaxis (after epinephrine)
3. Dystonic reaction to phenothiazines
4. Counteract opiate mediated histamine release
Precautions:
Use with caution in patients with asthma, COPD, glaucoma or bladder outlet obstruction, since all
of these conditions may be exacerbated by diphenhydramine.
Drug Interaction:
Additive CNS depression with alcohol, sedatives, and narcotics.
Administration:
Adults: 25-50 mg, slow IVP at a rate of 1 ml/min or deep IM injection
Pediatric: 1-2 mg/kg, slow IVP: deep IM injection with a maximum dose of 50 mg
Special Notes:
1. May have an immediate beneficial effect against dystonic reactions.
2. Side effects include dry mouth, dilated pupils, flushing, and drowsiness.
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DOPAMINE HYDROCHLORIDE (DOPASTAT®, INTROPIN®)
Mechanism of Action:
An endogenous neurotransmitter, possessing adrenergic agonist activity, and is also a precursor
to norepinephrine and epinephrine. The hemodynamic effect are dose dependent:
1. 1-2 mcg/kg/min: dilates renal and mesenteric blood vessels with little effect on heart rate or
blood pressure (may theoretically lower blood pressure).
2. 2-10 mcg/kg/min: Beta effect on heart increases cardiac output.
3. >10 mcg/kg/min: Alpha effects on vasculature predominate causing peripheral
vasoconstriction.
Indications:
1. Primary indication is cardiogenic shock.
2. Septic or neurogenic shock unresponsive to fluid challenge.
Precautions:
1. Tachydysrhythmias may occur. Stop infusion if heart rate exceeds 140.
2. Dopamine is contraindicated in hypovolemic shock.
3. Tissue extravasation at the IV site can cause serious necrosis and skin sloughing due to
vasoconstriction. Be sure to notify ED personal if any extravasation has occurred.
Drug Interaction:
1. Hypotension and/or bradycardia with phenytoin.
2. Reduced effect on cardiac output with Beta-adrenergic blockers.
Administration:
Adult: IV infusion ONLY- Mix 400 mg in 250 ml D5W or NS to produce a concentration of 1600
mcg/ml. Infusion rates should start at 5 mcg/kg/min. Gradual increase to 20 mcg/kg/min usually
achieves desired effect. Other concentrations are used, so know what you are using. Use of an
infusion pump is strongly encouraged, or use a microdrip chamber.
Pediatric: Mix 200 mg in 250 ml D5W or NS to produce concentration of 800 mcg/ml, rate starts
5mcg/kg/min. Titrate to effect, Do not exceed 20 mcg/kg/min.
EPINEPHRINE (ADRENALINE®) (1:1,000 AND 1:10,000 SOLUTION)
Mechanism of Action:
A catecholamine with both alpha and beta effects. Cardiovascular effects include increased heart
rate and blood pressure, arterial vasoconstriction, increased myocardial contractile force and
oxygen consumption, and increased myocardial irritability. It is also a potent bronchodilator.
Indications:
1. Severe bronchospasm unresponsive to albuterol.
2. Moderate allergic reactions with careful consideration of precautions.
3. Anaphylaxis
4. Cardiac Arrest
5. Symptomatic bradycardia
Precautions:
1. The beating heart is extremely sensitive to epinephrine. When using IV, give only as a drip
using 1 mg in 250 ml. Start at 2 mcg/min.
2. Use with great caution in patients with known cardiovascular disease or age >65
3. Asthma is not the only cause of wheezing. Epinephrine is contraindicated in pulmonary edema.
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EPINEPHRINE (CONT.)
b.

Know the concentration of epinephrine that you are using. A mistake could result in a tenfold increase in dose with serious consequences, including death.
Drug Interaction:
Reduced effects with Beta-adrenergic blocker
Administration:
a. Cardiac Arrest
Adult: 1 mg 1:10,000 every 3-5 minutes IV preferred, may be given ET (2-2 ½ times IV dose).
Pediatric: All doses are 0.01 mg/kg IV/IO (1:10,000) ET 0.1 mg/kg (1:1000).
b. Bradycardia
Adult: 1 mg/ 1:1,000 in 250 cc NS or D5W (4 mcg/ml) administered at 2 mcg/min and
titrated to effect.
Pediatric: 1 mg of 1:1,000 in 250 cc NS or D5W (4 mcg/ml) administered at 0.05 mcg/kg/min
and titrated to effect.
b. Bronchospasm/Anaphylaxis
Adult: 0.3-0.5 mg 1:1,000 IM (contact Medical Control for consideration of ETT dose if
unable to ventilate)
Pediatric: 0.01 mg/kg (1:1000) IM to a maximum dose of 0.3 mg/dose
b. Anaphylactic Shock IV/IO Infusion (drip)
Adult: 1 mg in 250 ml (4 mcg/ml). Begine infuse at 2 mcg/min and titrate.
Pediatric: 1mg of 1:1,000 in 250 cc NS or D5W (4 mcg/ml) administered at 0.05 mcg/kg/min
and titrated to effect.
5. Croup or epiglottitis:
a. Allow patient to remain in position of comfort if alert
b. For severe distress, consider administration of Epinephrine via nebulizer. 1 ml/kg (up to
5ml) Epinephrine 1:1000 nebulized
6. Wheezing:
a. Consider albuterol 2.5 mg nebulized; repeat as needed
b. Contact Medical Control to consider epinephrine, SQ
Special Notes:
1. Due to peripheral vasoconstriction, it should be used with caution on patients with peripheral
vascular insufficiency
2. Moderate allergic reactions with urticaria and/or wheezing may progress quickly to
anaphylaxis. Therefore consider epinephrine early. If concerns arise concerning age or
cardiovascular disease, contact Medical Control for direction.
ETOMIDATE (AMIDATE®)
Mechanism of Action:
A short acting general anesthetic with sedative and hypnotic activity, but without analgesic
properties. Its effects are at least partially due to depression of the brainstem reticular acitivating
system. It has minimal cardiovascular depression, and also decreases intracranial pressure.
Indications:
Induction agent for rapid sequence intubation
Precautions:
b. May cause hypotension, therefore consider a 25-50% dose reduction in patients with
cirrhosis or advanced age who will have slower metabolism.
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ETOMIDATE (CONT.)
b.

Causes rapid and deep hypnosis usually within 1 minute (sometimes as fast as15 seconds)
should only be used in the process of rapid sequence intubation with appropriate personnel
and equipment ready to support ventilation.

Drug Interaction:
May cause significant hypotension inpatients taking MAO inhibitors or some herbal drugs, such
as St. John’s Wort.
Administration:
0.3 mg/kg IV over 30-60 seconds (20 mg average)
Special Notes:
1. It provides rapid, complete, and reproducible sedation at a standard dose with less the
adverse cardiovascular effects often seen with other sedative agents
2. Onset of deep sedation –hypnosis is about 1 minute with loss of airway protection. Duration of
sedation is about 3-10 minutes.
3. May cause mild local burning and venous irritation at site of
injection, myoclonus (muscular contractions), nausea and vomiting may occur if used without
paralytics.
FENTANYL (SUBLIMAZE®)
Mechanism of Action:
Synthetic narcotic analgesic
Indications:
b. Moderate-severe pain
Precautions:
1. May cause significant hypotension in the hypovolemic patient. Use with great caution in the
multiple traumatized patient at risk for hemorrhagic shock
2. Synergistic effect with other CNS/ respiratory depressants.
3. Use with caution in elderly patients and use lower doses.
4. Respiratory depressant effect may last longer than the analgesic effect.
Drug Interactions:
Other CNS depressants such as alcohol, Benzodiazapines, Antiemetics, Sedative- hypnotics (e.g.
Etomidate)
Administration:
Adult and Pediatric: 1 mcg/kg IV up to 100 mcg . Further titration at 0.5mgc/kg (maximum
.50mgc) q 5 minutes may be given to a maximum total dose of 200 mcg.
Special Notes:
1. Less nausea and histamine release than Morphine.
2. Note 10-fold decrease in amount used: micrograms, not milligrams.
3. Duration of analgesia is about 30-60 minutes
4. Take blood pressure before and 2-5 minutes after every dose
FUROSEMIDE (LASIX®)
Mechanism of Action:
Potent loop diuretic
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FUROSEMIDE (CONT.)
Indications:
b. Pulmonary edema
Precautions:
1. May precipitate hypotension, and should not be given to patients with low blood pressure.
2. Avoid use in patients with hepatic disease since sudden shifts in electrolytes have been known
to cause hepatic encephalopathy.
3. Note that giving this drug to patients with hyponatremia, hypokalemia or hypocalcemia may
precipitate further electrolyte loss which could become clinically dangerous.
Drug Interaction:
Hypotension may be exaggerated when given with antihypertensives and nitrates
Administration:
Adult: For patients not currently taking furosemide give 20 mg slow IVP. If the patient is currently
taking furosemide giving the dose they take orally, intravenously is a good rule of thumb.
Furosemide administration is not a standing protocol, and must be discussed with Medical
Control.
Pediatric: 1.0 mg/kg slow IVP only after consultation with Medical Control.
Special Notes:
1. The first line treatment of acute pulmonary edema is nitrates. Furosemide may take more than
30 minutes to have any real clinical effect.
2. Will rarely, if ever, be given to children or pregnant woman, and should be done with great
caution after consultation with Medical Control.
GLUCAGON
Mechanism of Action:
A recombinant drug identical to the endogenous hormone glucagon which is synthesized by the
alpha cells located in the islets of Langerhans in the pancreas. It works by setting in motion an
enzymatic cascade that ultimately promotes the conversion of stored glycogen to glucose.
Indications:
1. Documented symptomatic hypoglycemia (BGL <60 mg/dl) when an IV cannot be started.
2. B- Blocker overdose with serious signs and symptoms.
3. Anaphylaxis in patients on B-Blockers who do not respond to epinephrine.
Precautions:
1. Glucagon is a cardiac stimulant and should be used with caution in patients with
cardiovascular disease.
2. Do not use on patients with pheochromocytoma or insulinoma.
Drug Interaction:
1. Hyperglycemic effects intensified and prolonged by epinephrine
2. Will precipitate when mixed with calcium preparation
Administration:
Note 1mg = 1 U (International Unit)
b. Hypoglycemia
Adult: 0.5-1 mg IM, SQ, IVP may repeat in 15-20 minutes if no response
Pediatric: 25 mcg/kg IM, SQ, IVP, may repeat in 15-20 minutes if no response
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GLUCAGON (CONT.)
THE PATIENT MUST BE GIVEN SUPPLEMENTAL GLUCOSE ASAP: PO, IV, OR RECTAL
Beta Blocker Overdose
Adult: 5-10 mg IVP over 1 minute and may be repeated in 5 minutes if necessary
Pediatric: 0.1 mg/kg IVP over 1 minute (up to 5 mg), repeat in 5 minutes if needed
b.

Anaphylaxis
Adult: 1-2 mg slow IVP, may be repeated every 5-10 minutes
Pediatric: Rarely Indicated

Special Notes:
1. Glucagon will deplete glycogen stores. Therefore, supplemental glucose must be given as soon
as possible. Attempts should continue to obtain IV access. As soon as the patient is more alert,
provide oral carbohydrates.
2. Glucagon is supplied in a powder and must be reconstituted by sterile water or saline, 1 ml of
normal saline for each 1 mg of powder and shaken well.
HALOPERIDOL (HALDOL®)
Mechanism of Action:
Potent, long acting antipsychotic butyrophenone derivative with pharmacologic actions similar to
those of Phenothiazines
Indications:
Chemical Restraint
Precautions:
1. Contraindicated in patients with Parkinsons disease.
2. Very rare instances of death possibly related to prolonged QT interval associated with IV
Haldol (usually very high doses). Therefore, patients that receive Haldol should be placed on a
cardiac monitor as agitation subsides.
3. May lower the seizure threshold. Therefore, use with caution in patients with a seizure history.
4. Has weak alpha-blockade effects and thus may cause hypotension.
Drug Interactions:
1. Additive effect with other CNS depressants
2. May be more likely to cause hypotension in patients taking antihypertensive drugs.
Administration:
Adult: 2.5-5 mg IV or IM
Special Notes:
For the acutely agitated patient, it is preferable to use physical restraint to place an IV for the
administration of chemical restraint. The onset of action will be 5-10 minutes, compared with the
IM which may take longer than 30 minutes. Therefore, there is actually less physiological stress
on the patient when given IV because of its much faster onset.
IPRATROPIUM BROMIDE (ATROVENT®)
Mechanism of Action:
Anticholenergic bronchodilator that is similar in structure to atropine
Indications:
Atrovent is used to treat reversible airway obstructions caused by:
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IPRATROPIUM BROMIDE (CONT.)
1. COPD (emphysema)
2. Severe asthma
Precautions:
a. Rare cases of paradoxical bronchospasm
b.

Anticholinergic effect may precipitate acute angle closure glaucoma or urinary retention in
those susceptible.
Drug Interactions:
May potentiate the anticholenergic effects of other concurrent medications.
Administration:
Adult: 0.5 mg in 3 ml of sterile NS given as inhalation therapy over 5-15 minutes
Special Notes:
Not felt to be of significant benefit in mild to moderate asthma patients. In severe asthma,
nebulized with albuterol every 20 minutes is felt to have additive benefits.
LIDOCAINE HYDROCHLORIDE (XYLOCAINE®)
Mechanism of Action:
Class 1b antidysrhythmic that exerts most of its effect on ventricular myocardial cells to slow
automaticity, increase the threshold for VF and suppress the responsiveness of abnormal
(ischemic) ventricular muscle fibers. It also acts as a local anesthetic.
Indications:
1. Second line drug for ventricular fibrillation/ pulseless ventricular tachycardia.
2. Sustained ventricular tachycardia with pulse.
3. Local anesthetic for nasal intubation.
Precautions:
1. Contraindicated in high degree AV block and significant bradycardias with ventricular escape
rhythms.
2. May dangerously elevate the ventricular rate in atrial fibrillation.
3. Contraindicated in Wolf- Parkinson-White syndrome secondary to potential increased
ventricular rate.
Drug Interactions:
1. Additive cardiac depression with phenytoin, quinidine, procainamide, and propranolol.
2. Amiodarone slows the metabolism of Lidocaine, and the combination has been associated
with bradycardia.
Administration:
IV BOLUS TECHNIQUE
Adult:
a. Ventricular tachycardia: 1.5 mg/kg. If VT persists, may give additional doses at 0.50.75 mg/kg every 3-5 minutes, up to 3 mg/kg total. Start Lidocaine infusion if VT
converts.
b. Ventricular fibrillation and pulseless VT 1.5 mg/kg (use 2-2 ½ x normal dose down
ETT followed by defibrillation). If VT persists may give additional doses at 0.5-0.75
mg/kg up to 3 mg/kg total followed by defibrillations. Start lidocaine infusion if VF
converts
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LIDOCAINE HYDROCHLORIDE (CONT.)
Pediatric: 1 mg/kg
b. IV DRIP TECHNIQUE
Adult:
a. Mix 1 gm of Lidocaine in 250 ml D5W or NS for a concentration of 4 mg/ml
- If ≤ 2 mg/kg has been administered, set drip at 2 mg/min
- If 2 to <2 mg/kg has been administered, set drip at 3 mg/min
- If 3 mg/kg has been administered, set drip at 4 mg/min
b. A second bolus after 10 minutes may be given per physician order
Pediatric:
a. Mix 120 mg of Lidocaine in 100 ml D5W or NS for a concentration of 4 mg/ml
- Set drip at 20-50 mg/kg per min
b. IM: 200 mg if unable to establish IV or IO access.
c. ET 2-2 ½x the bolus dose
Special Notes:
For patients over 70 years of age, or with hepatic or renal failure, the loading of dose remains the
same but maintenance infusion is run at half the normal rate.
MAGNESIUM SULFATE
Mechanism of Action:
Magnesium is the second most common intracellular cation. It acts as a cofactor for a number of
cellular activities, including the utilization of ATP. It also suppresses CNS activity and blocks
peripheral neuromuscular transmission. It also is a smooth muscle relaxant.
Indications:
1. Initial treatment of seizures associated with eclampsia, and seizures refractory to
benzodiazepines
2. First-Line antidysrhythmic in the treatment of Torsades de Points and other forms of
polymorphic VT.
Precautions:
1. Causes CNS depression which can ultimately result in respiratory depression.
2. May cause hypotension (smooth muscle relaxation)
3. Avoid in preexisting AV blocks as magnesium may worsen.
Drug Interaction:
1. Potentiates neuromuscular blocking agents.
2. May have added CNS depression when used with other CNS depressants.
Administration:
1. Polymorphic VT with pulse: give 2 gms IV over 10-20miutes (peds: 25-50 mg/kg IV/IO).
2. Pulseless polymorphic VT: give 2 gms IV (peds: 25-50 mg/kg IV/IO).
3. Treatment of seizures associated with eclampsia: 6 gm over 15-20 minutes may give the first 2
gms more quickly than the last 4 gms.
Special Notes:
1. Monitor deep tendon reflexes (DTR) often, mainly in the eclamptic patients receiving high
doses and on drips. Loss of DTRs is a precursor to loss of respiratory drive.
2. Calcium gluconate will reverse the toxic effects of magnesium sulfate.
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MORPHINE SULFATE
Mechanism of Action:
An alkaloid isolated from the poppy seed that provides potent analgesia.
Indications:
1. Analgesia for patients with major traumatic injuries.
2. Acute myocardial infarction
3. Occasionally used for treatment of acute pulmonary edema.
4. Pain associated with certain procedures.
Precautions:
1. Avoid with traumatic brain injury as may cause an increase in ICP as well as interfere with the
neurological exam.
2. May exacerbate hypotension and should not be given when systolic blood pressure is <100,
per protocol
3. Use with extreme caution in the multiply traumatized patient who is at risk for hemorrhagic
shock, as narcotics my precipitously lower blood pressure in the already hypovolemic patient.
4. Watch closely for respiratory depression, and use with extreme caution in patients with
respiratory difficulty.
5. Use with caution in pulmonary edema as the theoretical benefit has no outcomes data to back
it up. In fact, one of the few studies tended to increased mortality with morphine in pulmonary
edema.
Drug Interaction:
1. Additive effects with other CNS depressants
2. Significantly increased respiratory depression when used with benzodiazepines.
3.Contraindicated with MAO inhibitors secondary to marked increase in effects.
Administration:
Adult: 0.1 mg/kg IV up to 10 mg. Further titration at 0.05 mg/kg (maximum 4mg) q 10 minutes
may be given to a max total dose of 15mg. Hold for Systolic BP <100
Pediatric: 0.1 mg/kg IV up to 5 mg. Further titration at 0.05 mg/kg (maximum 2 mg) q 10 minutes
to a maximum of 3 doses. Contact Medical Control for authorization of any additional
medication.
Special Notes:
1. Take vital signs before and 2-5 minutes after administration
2. IVP only: unless you cannot start an IV and/or are directly ordered to administer IM
3. Occasionally causes vomiting: administer slowly
NALOXONE (NARCAN®)
Mechanism of Action:
A semisynthetic pure opiate-receptor antagonist.
Indications:
1. Reversal of narcotic effects, particularly respiratory depression due to narcotic drugs, whether
ingested, injected, or administered in the course of treatment, Narcotic drugs include but are not
limited to agents such as morphine, Demerol®, heroin, Dilaudid®, Percodan®, codeine, Lomotil®,
propoxyphene (Darvon®), pentazocine (Talwin®), hydrocodone, oxycodone.
2. For unconsciousness of unknown etiology to rule out (or reverse) an opioid etiology.
Precautions:
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NALOXONE (CONT.)
1. Use with caution in patients on chronic opiate therapy as acute pain crisis may be precipitated.
Titrate with lower doses to achieve the desired effect.
2. Use with caution in patients with known seizure disorder since use has been associated with
precipitation of seizures (uncommon).
Drug Interactions:
Once given, naloxone binds tightly to opiate receptors and is difficult to compete with by giving
additional narcotic, if an acute pain crisis is precipitated.
Administration:
Adult: 0.4- 0.8 mg IVP. If no response consider 2 mg dose. May repeat doses every 2 minutes.
Some narcotics may require larger doses. Maximum dose is 6 mg. If there is no response at that
point an alternative cause should be entertained. For patients who are on chronic opiate
therapy, such as cancer patients, use smaller doses such as 0.1 mg every 60 seconds to achieve
improved respirations and consciousness.
Pediatric: ≥5 yrs or > 20 kg Use adult doses except in patients with chronic opiate use. Then use
0.01 to 0.1 mg/kg as starting dose and titrate every 2 minutes to desired effect.
Special Notes:
1. The patient may quickly become conscious and combative.
2. May be given IM, IO, SQ or via ETT, however may have a delayed onset and/or reduced
efficacy. Use similar doses via these routes. May also give injection sublingual.
3. May also be given intranasal using the mucosal atomization device (MAD) Give 0.4mg in each
nostril.
4. Do not use in newborns of opiate addicted mothers without prior authorization from Medical
Control.
NITROGLYCERIN (TRIDIL®)
Mechanism of Action:
An organic nitrate with potent vasodilatory effects. Through a complex cascade of events, it
relaxes vascular smooth muscles thereby reducing both preload and after load which then
improves coronary circulation.
Indications:
1. Chest pain, angina pain
2. Congestive heart failure with severe pulmonary edema.
Precautions:
1. Contraindicated in patients taking phosphodiesterase inhibitors (see below).
2. Per protocol, not to be given in patients with SBP < 100.
3. Because of reduced preload, could be disastrous in the patient with pericardial tamponade
physiology, or aortic stenosis.
4. Avoid in patients with potential increased ICP, as may cause further increase.
5. May cause profound hypotension in the hypovolemic patient. Always be prepared to provide
fluid support.
Drug Interactions:
a. Additive hypotensive effect in conjunction with other drugs that may cause hypotension, such
as beta-adrenergic blockers, antihypertensives, calcium channel blockers, and phenothiazines, opiates,
benzodiazepines and others.
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NITROGLYCERIN (CONT.)
b.

Contraindicated in patients who have taken a phosphodiesterase inhibitor (i.e. Viagra) in
the last 48 hours secondary to potential for severe refractory hypotension.
Administration:
Adult:
1. Sublingual: 0.4 mg (spray or tablet) repeat at 3-5 minute intervals until symptom relief or
SBP <100. Check vitals before and 3-5 minutes after dose.
2. Infusion: 5-20 mcg/min, the infusion may be increased by 5 mcg/min every 3-5 minutes
to 50-200 mcg/min. The infusion dose is leveled off when desired effect is reached. Reduce
infusion for SBP < 100 until SBP exceeds 100. (Inter-facility drug and by infusion pump only
for IV infusions)
Pediatric: Not recommended for pre-hospital use
Special Notes:
1. Common side effects may include: throbbing headache, flushing, dizziness, and burning under
the tongue (if these side effects are noted, the pills may be assumed potent, not outdated)
2. Less common effect: marked hypotension, particularly orthostatic
3. Paramedics should use their supply of nitroglycerin, not the patient’s
4. Use caution with patients not previously receiving nitroglycerin
5. Generalized vasodilation may cause profound hypotension and reflex tachycardia
6. NTG tablets lose potency easily, should be stored in a dark glass container with a tight lid, and
not exposed to heat. NTG spray does not have this problem
7. Use only if directed by Medical Control on patients with systolic BP below 100 mm Hg.
ONDANSETRON (ZOFRAN®)
Mechanism of Action:
A serotonin- receptor antagonist that probably acts both centrally and peripherally as an
antiemetic.
Indications:
Prevention of nausea & vomiting
Precautions:
Rare or sudden blindness, lasting 2-3 minutes have been reported. It may be related to the rate
of injection, and the mechanism is unknown.
Administration:
Adults: 4 mg slow IV push
Pediatrics: ≤40kg: 0.1 mg/kg
>40kg: use adult dose.
Drug Interactions:
No important drug interaction related to prehospital use.
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OXYGEN
Mechanism of Action:
Gas
Indications:
1. Suspected hypoxia or respiratory distress from any cause
2. Acute chest pain in which myocardial infarction is suspected
3. Shock (decreased oxygenation of tissue) from any cause
4. Trauma
5. Carbon monoxide poisoning
Precautions:
Use high flow O2 with caution in COPD patients, since in some patients, high SpO2 results in
decreased ventillatory drive and subsequent hypercarbia. For short transport times, high flow O 2
will likely have little effect.
Drug Interactions:
None
Administrations:
Adult and Pediatric:
Dosage:
Indications:
1. Low flow (NC 1-2 L/min)
Patients with chronic lung disease with unusual dyspnea
or other problems
2. Moderate flow (NC 4-6 L/min) Precautionary use for trauma, chest pain, etc.
3. High flow (NRB 10-15 L/min)
Severe respiratory distress, either medical or traumatic,
shock, or at provider's discretion
Special Notes:
1. If patient is not breathing adequately on his own, the treatment of choice is assisted
ventilation, not just supplemental O2
2. A very small percentage of patients with chronic lung disease lack sensitivity to carbon dioxide
levels and breathe only because of their hypoxic drive. Administration of O 2 MAY depress their
respiratory drive.
* DO NOT WITHHOLD OXYGEN IN CRITICALLY ILL PATIENTS BECAUSE OF THIS POSSIBLITY. BE
PREPARED TO ASSIST VENTILATION IF NEEDED
3. O2 toxicity (free radical production) is not a hazard from acute administration
4. Nasal prongs work equally well on nose and mouth breathers
5. Giving 100% O2 to all patients is unnecessary. If the patient has 96% O2 saturation and is in no
acute distress, a NRB is not necessary. Use good judgment.
SODIUM BICARBONATE
Mechanism of Action:
Alkalinizing agent
Indications:
1. To correct metabolic acidosis found during prolonged cardiac arrest, after initial interventions
2. Overdoses of tricyclic antidepressants. (see protocols)
Contraindications:
None for the above indication.
Drug Interaction:
a. Inactivates most drugs, and must not be given in the same IV at the same time
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SODIUM BICARBONATE (CONT.)
b. Causes calcium preparations to precipitate
Administration:
a. Cardiac Arrest
Adult & Pediatric: 1 mEq/kg IVP initially, then 0.5 mEq/kg no more than one ampule every
10 minutes until a pulse is restored.
b. Other special circumstances, such as tricyclic antidepressant overdose
Adult & Pediatric: 1 mEq/kg IVP single dose per physician order
Special Notes:
1. This agent is no longer a first-line drug for cardiac arrest as per ACLS algorithms
2. Each amp of bicarbonate contains 44 or 50 mEq of NA++. In persons with cardiac disease this
will increase intra-vascular volume and further stress the heart
3. Hyperosmolarity of the blood can occur because the NaHCO3 is concentrated. This results in
cerebral impairment
4. Correct CPR, defibrillation and drug therapy is more important than bicarbonate.
SUCCINYLCHOLINE (ANECTINE®)
Mechanism of Action:
A depolarizing neuromuscular blocker that effectively competes with acetylcholine for the
cholinergic receptors at the motor endplate. Like acetylcholine, it depolarizes the endplate, but
then continues to bind tightly and is resistant to breakdown by acetylcholinesterase. Thus,
repolarization is inhibited.
Indications:
To facilitate rapid, smooth endotracheal intubation.
Contraindications:
1. Contraindication: Neuropathies (e.g. ALS, MS, Guillain-Barre Syndrome)
2. Contraindication: Skeletal muscle myopathies (e.i. muscular dystrophy)
3. Rhabdomyolysis
4. History of malignant hyperthermia
5. Major trauma burns (>10% BSA) or crush injury >5 days old until 2-3 months out.
6. Denervating injuries such as strokes or spinal cord injuries >5 days old for up to 6 months.
Patients with residual deficits from traumatic brain injuries should be placed in this category as
well.
Precautions:
1. Rare cases of masseter spasm have occurred. This can be treated using a non-depolarizing
paralytic.
Drug Interaction:
None of clinical significance in the prehospital setting.
Administration:
Adult & Pediatric: 2 mg/kg
Special Notes:
1. In the event of a sudden cardiac arrest several minutes following the administration of
succinylcholine, consider sudden hyperkalemic event. This can be treated by immediate
hyperventilation, giving 1 ampule (10 ml of 10%) calcium chloride, 1 mEq/kg sodium bicarb, and
albuterol down the ETT.
2. Be sure to use sedation with midazolam.
3. Pre-treat pediatric patients with Atropine.
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TETRACAIN 0.05% OPHTHALMIC SOLUTION (PONTOCAINE®)
Mechanism of Action:
An ester-type topical ophthalmic anesthetic with an onset of action of about 15 seconds and a
duration of action of about 15 minutes.
Indications:
Topical ophthalmic anesthesia to promote eye irrigation following toxic exposures.
Precautions:
Do not use in penetrating globe injuries.
Drug interactions:
No significant drug interactions for the above indications.
Administration:
1-2 drops to affected eye, up to 3 doses maximum.
Special Notes:
1. Prolonged use is damaging to the cornea, therefore the limit is 3 doses.
2. Be sure to warn the patient to avoid touching their eyes. They could scratch the cornea
without even feeling it.
VECURONIUM (NORCURON®)
Mechanism of Action:
An intermediate-acting, non-depolarizing neuromuscular blocking agent that competitively
binds to cholinergic receptors at the motor endplates. It is broken down by acetylcholinesterase.
Peak onset takes 3-5 minutes and duration of action is 25-40 minutes, though complete reversal
to allow a thorough neurological exam may take hours.
Indications:
Continued, detrimental agitation in the intubated patient that does not respond to midazolam
and analgesia.
Precautions:
May cause prolonged paralysis in patients with impaired liver function.
Administration:
Adult: 0.05 mg/kg IV
Special Notes:
Always remember to use midazolam and, if needed analgesia, in conjunction with paralytic
agents.
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APPENDIX B – AIRWAY MANAGEMENT PROCEDURES
AIRWAY MANAGEMENT – GENERAL
Indications:
1. Patients with failure to oxygenate, ventilate, or protect the airway due to a decreased level of
consciousness
a. Head-tilt/Chin-lift or jaw thrust as appropriate
b. Oropharyngeal airway (OPA)
c. Nasopharyngeal airway (NPA)
d. Bag-valve-mask assistance
e. Multi- Lumen airway (King LT-D, LTS-D) refer to King protocol
f. Endotracheal Intubation
g. Cricothyrotomy
h. Immediately following intubation, the ET tube must be confirmed by at least three
indicators and documented
2. Tube Confirmation Indicators: Include but are not limited to the following:
a. End-tidal capnography must be preformed following intubation of all patients. Either with
a numerical value that should be documented or with a disposable cap with documented
color change
b. Additionally, other methods such as: visualize tube passing through the cords, misting in
the tube, bilateral equal breath sounds, absence of breath sounds over the epigastrum,
pulse oximetry, equal chest rise, improving/stabilizing vital signs and skin condition must be
documented.

AIRWAY MANAGEMENT – DIFFICULT AIRWAY (ALS)
Indications:
All prehospital airways should be considered difficult to some degree. Difficulty can be due to
technical issues, such as a small mandible, or related to other factors, such as the patient’s health
status or surrounding environmental factors. Critically ill patients will desaturate quickly, possibly
resulting in a failed airway situation.
Difficult Airway Predictors (utilization of Mallampati Scale is encouraged)
1. Anatomic:
a. Large incisors
b. Small Mandible
c. Short neck
d. Arthritis of the cervical spine
e. Obesity
2. Trauma:
a. Face and/or neck trauma
b. Cervical spine immobilization
3. Health:
Moderately ill patients will desaturate more quickly
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AIRWAY MANAGEMENT – DIFFICULT AIRWAY (CONT.)
4. Algorithm example:
a. Attempt laryngoscopy (x1) using providers usual tools
b. Partner attempts or provider attempts with different blade (x1)
c. Attempt using bougie
d. If unsuccessful move to “Failed Airway”
5. Cricothyroid Jet Insufflations:
a. Identify the Cricothyroid membrane and clean area with Betadine or alcohol.
b. Position the patient with head slightly extended. Head extension is contraindicated if CSpine injury is suspected.
c. Locate the Cricothyroid membrane. Place the thumb and index finger of your nondominate hand on either side of the tracheal cartilage to stabilize the trachea and skin.
d. Attach 14 ga Angio Catheter IV to 3 cc Syringe. (Hollow needle maybe used in place of
Angio Cath.)
e. Pierce Cricothyroid Membrane at a 45 degree angle with Angio Cath. While continuously
aspirating the 3 cc syringe.
f. When the catheter enters the trachea “a give” will be felt.
g. Slide the catheter sheath forward until the hub is against the skin
h. Attach Oxygen delivery device to Catheter Hub
i. Oxygenate Pt; Oxygen should be delivered with 8-10 L/min in 2-3 second intervals.
Chest rise should be observed. Ventilatory rate: 12-20 times a minute.
j. Ensure Proper Placement. Check for Sub Q Emphysema, resistance to air flow may indicate
a “kink” in the catheter, skin plug at end of catheter, or misplaced device.
AIRWAY MANAGEMENT- FAILED AIRWAY (ALS)
Indications: provider is unable to secure a definitive airway
1. Definition:
a. Oxygen saturation is below 90% after one attempt at ETT
b. Three failed attempts at ETT
2. Management:
a. Attempt bag-valve mask ventilation first. If successful, continue BVM, or may consider a
multi-lumen airway. If unsuccessful, must proceed to other options as follows.
b. Multi-lumen airway (King LT-D): bridging airway until definitive airway is placed.
c. Transtracheal jet insufflations is a temporizing measure which can be life saving.
d. Cricothyrotomy: surgical airway is definitive
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APPENDIX C –GENERAL TRANSPORT VENTILATOR GUIDELINES
General information
Transport ventilator maybe used for patients that are Intubate and being transported between hospitals. They may
also be used for emergent patient in the field where transport times are longer than normal. All ventilators should
be used based on manufacturer’s specifications and each paramedic must have received training on the ventilator.
The following is only a general guideline.
Vent guidelines
The following settings should be used only when the patient has not been under a doctor or RT’s care.
A
B
C
D
E

Rate: 14
Tidal Volume: 5-10cc/kg of ideal patient body weights
Fi O2: 100%
PEEP: 5cm H2O
Provide sedation AND analgesia as needed:
a. Midazolam 2-4 mg IV every 5 minutes prn agitation AND SBP >100: call Medical
Control if more than 20 mg required
b. Consider prn narcotic analgesia per protocol

Specific precaution
A
Ventilation monitoring is mandatory at all times with SpO2 and ETCO2
B
Keep manual resuscitation bag ready at all times
C
If a defect is detected and its life- support functions can no longer be guaranteed change to manual
resuscitation bag
D
If you have questions about vent setting contact Medical Control
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APPENDIX D – EMS PROTOCOL FOR PANDEMIC RESPIRATORY ILLNESS (PANFLU)
Activation of Pandemic Protocol
A. Activation of the protocol is made by Incident Command in consultation with the Public Health Officer and
Medical Program Director.
B. Communications
1. 9-1-1 Operations/Dispatch
a. Question callers regarding fever, cough, rhinorrhea, headache and myalgias
b. Advise emergency responders of positive symptoms(s) patients
2. Situation Reports
a. The Incident Command Post (ICP) or Regional Emergency Operations Center (EOC) will provide
situation reports to emergency responder agencies to distribute to stations/personnel.
3. Shift Briefing – All EMS agencies will provide ongoing shift briefings to include:
a. Status of outbreak including last 24 hour activity
b. Hospital status
c. PPE, Infection Control
d. Status of EMS Pandemic SOP
Worker Safety/Infection Control
A. Personal Protective Equipment (PPE):
1. Enhanced PPE Procedures:
a. All Patient Contact – standard universal precautions or PPE including: glove, surgical or N95
mask, and eye protection. http://www.cdc.gov/H1N1/masks.htm
b. Patients with respiratory/GI symptoms –PPE outlined above, plus: disposable gown/overalls
and shoe covers; cover patient with surgical face mask or oxygen mask.
c. Change in response configuration, as needed, to minimize personnel exposure at each call
d. All personnel: frequent hand washing and cleaning of work surfaces, especially phones,
keyboards, light switches and other points of frequent hand contact. All personnel to use PPE as
above when in proximity to patient contact areas
B. Vaccination/ Antiviral Therapy:
1. Emergency Responder Points of Distribution (POD)- Agency management in consultation with the
County Health Department will consider/ coordinate activation of Emergency Responder PODs for
appropriate vaccination/ antiviral therapy.
C. Staff Entry Control Process:
1. All EMS agencies shall establish a decontamination and health care screening site(s) to clear employees
prior to entering the work site and start of each shift.
D. Decontamination and cleaning of Equipment/Work Areas
1. Enhanced Decontamination Procedures:
a. Clean all surfaces and equipment (including glasses and stethoscope) using the approved bio
spray or alcohol based hand cleaner after EVERY patient contact and as needed.
b. Dispose of all cleaning supplies in red hazardous waste bag
c. Driver Prior to Transport/ Attending Technician at end of transport and patient care: Remove
disposable gown/overalls, face mask, gloves and disposable BP cuff into hazardous waste bag
and secure.
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d. First Responders: Place all equipment used during the call in a red hazardous waste bag until
decontamination prior or enroute to next call.
e. Use bio-wipes or alcohol based hand cleaner to clean hands and forearms until soap and water
are available.
f. Driver on arrival at receiving facility: Use new suit, gloves, face mask, and eye protection
g. Once patient has been transferred , exhaust the vehicle by opening the doors and windows
while the ventilation system is running (clear of people and buildings), then decontaminate
inside of ambulance patient care area and equipment prior to arrival at next call.
Patient Care and Transport of Patients with Respiratory and Flu like symptoms
A. PPE
B. Assess Patient for Priority Symptoms
1. Chief Complaint
2. Vital Signs (including check for orthostatic changes and temperature)
3. Medical History, Travel History, Exposure History
C. Incident Command will provide 9-1-1 and Fire/EMS agencies guidelines to use in determining which of the
following Care and Transport options to use:
1. Care and Transport to ED
a. Allow patient to achieve position of comfort
b. Cover patient with surgical face mask, or administer O2 via face mask, to reduce aerosolization
of virus.
c. IV TKO (if patient is dehydrated provide fluid challenge based on protocol)
d. Other patient care treatment based on protocol
e. Provide “Infection Control Guidance for Families”
f. Use proper patient isolation techniques
* Close off Ambulance drivers’ compartment
* Drape patient
g. Early EMS Report
2. Care and No Transport
a. Provide a hand out explaining the demand of limited resources and decision of no transport
b. Provide “Infection Control Guidance for Families”, stressing voluntary isolation for
symptomatic persons and, for all persons, limiting contact with other persons.
c. Provide “Home Care and Protective Equipment for Families Packet”, if available, and explain
contents and use.
d. Advise to call 9-1-1 should priority symptoms occur.
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APPENDIX E – PATIENT DESTINATION - COP
Greater Wenatchee County Operating Procedure
A. Purpose:
1. To give guidance to transporting agencies as to the most appropriate medical facility for emergency
medical or trauma patients being transported to, or within, Wenatchee, WA.
2. To ensure that, within reasonable judgment, the hospital that receives the emergency medical or
trauma will have the resources to care for the patient.
B. Standard:
1. EMS personnel will utilize these guidelines, as well as sound judgment, in determining the most
appropriate patient destination.
2. Central Washington Hospital (CWH) is a level III trauma center with surgical and intensive care coverage
at all times.
3. Wenatchee Valley Medical Center (WVMC) has a fully functioning emergency department as well as
adult inpatient medical beds. It is not a designated trauma center, does not have intensive care
capabilities, or 24/7 surgical coverage.
4. The emergency physicians staffing the Emergency Department at Central Washington Hospital shall
provide online medical control for all EMS agencies operating in Chelan and South Douglas Counties.
Whenever doubt exists regarding the most appropriate destination, EMS providers shall contact medical
control.
C. Procedure:
1. All trauma patients captured by the trauma triage tool must be taken to CWH, unless otherwise
outlined in the trauma triage tool or directed by medical control.
2. All patients with unstable vital signs shall be transported to CWH.
3. All patients with respiratory distress shall be transported to CWH.
4. All patients with chest pain over age 35 shall be transported to CWH.
5. All patients with STEMI shall be transported to CWH.
6. All patients with stroke symptoms shall be transported to CWH.
7. All patients with acute AMS shall be transported to CWH.
8. All patients with syncope and: age>50 years, history of cardiac disease or dysrhythmia shall be
transported to CWH.
9. All patients with an acute cardiac dysrhythmia as a cause for their condition, except for PSVT, shall be
transported to CWH.
10. All patients with abdominal pain shall be transported to CWH.
11. All pregnant patients shall be transported to CWH.
12. All pediatric patients shall be transported to CWH
12. All patients with a complaint of overdose shall be transported to CWH.
D. Quality Improvement:
1. The Greater Wenatchee Continuous Quality Improvement Committee will periodically review these
procedures for both compliance and necessary changes.
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