Forney Fire Department
ALS FRO 2020 Update

Quick Index

CLINICAL
PROTOCOLS AND
PROCEDURES

Medical Director

TEXAS DEPARTMENT OF HEALTH PUBLIC HEALTH REGION 2
EMERGENCY MEDICAL SERVICES
MEDICAL DIRECTOR AUTHORIZED ALS FRO MINIMUM EQUIPMENT
This form is for the medical director to list all equipment the provider will need to perform in proficient manner.
The medical director must consider all types of patients the provider might encounter.
The ambulance will be inspected according to this list.This list must match protocol specifications.

ALS FRO: Forney Fire Department
Medical Equipment

Cardiac Monitor w/12 lead, pacing & defib.(optional)

Automatic External Defibrillator (If no monitor present)
CPAP delivery device (optional)
Suction unit
SP02 monitor w/probe
ETCO2 monitor w/probe(optional)
EZIO w/ adult & ped. needles (optional)
Glucometer
Thermometer
Blood Pressure Cuff
Stethoscope
Penlight
Trauma Shears
Doppler (optional)

Airway Equipment
Bag Valve Mask w/reservoir (adult, child, infant)
Oral Airway Kit (1 each 40mm-100mm)
Nasal Airway Kit (1 each #26,#30,#34)
King Airway (1 each Red, Purple, Yellow)
Nasal Cannulas
Non-Rebreather Masks
Oxygen Tubing
Nebulizer
Disposable PEEP valve (optional)
Suction Tubing
Yankauers Suction Caths
Tonsil Tip Suction Caths (14fr)
Tonsil Tip Suction Caths (8fr)
Emesis Bags
Bite Block
Portable Oxygen Tank w/Regulator

Medical Director Name: Robert Simonson, D.O.
Quantity
IV Catheters & Supplies
Quantity
1
14g IV catheter
4
16g IV catheter
1
4
1
18g IV catheter
4
20g IV catheter
1
4
22g IV catheter
1
4
1cc Syringe
1
2
3cc Syringe
1
2
10cc Syringe
1
2
30cc Syringe
1
2
18 gauge & 22 guage needle 1 1/2 inch (Filtered)
1
2
IV Start Kits (turn., alcohol, tape, venigaurd)
1
4
Arm Boards (optional)
1
2
I/O Needle (optional)
1
1
10 gtts administration sets
1
2
Dial-a-Flow
1
500-1000 cc LR bags (MICU)
3 Liters
Bandaging and Splinting/Trauma Equipment Quantity
Adjustable C-Collars (Adult & Ped.)
2 ea
Extremity Splints (L, M, S)
2 ea
Sterile Water
1
QuantityKED or Short board (Optional)
1
1 ea Commercially Manufactured Tourniquet
2
Long Spine Boards w/straps (optional)
1
2
Scoop Stretcher (optional)
1
1
1 ea Adult Traction Splint (optional)
1
Pediatric
Traction
Splint
(optional)
3
1
Multi-trauma Dressings
3
2
Sterile Gauze Pads (4x4)
2
10
Occlusive Dressings
2
2
Soft Roller Adhering Bandages
2
2
Rolls of Adhesive Tape
2
4
Triangular Bandages
2
3
Sterile Burn Sheets
1
2
Combo Dressings
1
4
Hot packs (optional)
2
1
Cold Packs
1
2
Obstetrics Kit
1
1

5/1/2020
Robert Simonson, D.O. Medical Director
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TEXAS DEPARTMENT OF HEALTH PUBLIC HEALTH REGION 2
EMERGENCY MEDICAL SERVICES
MEDICAL DIRECTOR AUTHORIZED ALS FRO MINIMUM EQUIPMENT
This form is for the medical director to list all equipment the provider will need to perform in proficient manner.
The medical director must consider all types of patients the provider might encounter.
The ambulance will be inspected according to this list.This list must match protocol specifications.

ALS FRO: Forney Fire Department
Advanced Airway Equipment (MICU)
Sz.
Endotracheal Tube
2.5
Endotracheal Tube
3.0
Endotracheal Tube
3.5
Endotracheal Tube
4.0
Endotracheal Tube
4.5
Endotracheal Tube
5.0
Endotracheal Tube
5.5
Endotracheal Tube
6.0
Endotracheal Tube
6.5
Endotracheal Tube
7.0
Endotracheal Tube
7.5
Endotracheal Tube
8.0
Laryngoscope Handle
Miller Blade
Miller Blade
Miller Blade
Miller Blade
Miller Blade
Macintosh Blade
Macintosh Blade
Macintosh Blade
Macintosh Blade
Stylette
Stylette
Stylette
Bougi
Water Based Lubricant
2 1/4 IV Catheter
Endotrol Endotracheal Tube (optional)
Endotrol Endotracheal Tube (optional)
Endotrol Endotracheal Tube (optional)
Endotrol Endotracheal Tube (optional)
BAM Whistle (optional)
Oxymetazoline Nasal Spray (optional)

Robert Simonson, D.O. Medical Director

0.0
1.0
2.0
3.0
4.0
1.0
2.0
3.0
4.0
#6
#10
#14
Adlt
14ga
6
7
8
9

Qua.
1
1
1
1
1
1
1
1
2
2
2
2

Medical Director Name: Robert Simonson, D.O.
Safety & Personal Protective Equipment
Quantity
Puncture Resistant Sharps Container (lg. & sm.) 1 ea.
Soft Restraints
4
Safety Glasses/Goggles
2
Latex-Free Gloves (med, lg.)
1box ea.
Disposable Gown
2
Disposable Mask w/shield
2
N95 Respirator
2

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

5/1/2020

5/1/2021

Effective Date

Expires
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ALS FRO Medication List
Minimum Amount

Medications

Recommended Concentration

4

Albuterol

2.5 mg / 3 mL

1 bottle (Minimum of 8 tablets)

Aspirin

81 mg / tablet

4

Ipratropium Bromide

500 mcg / 3 mL

2

Oral Glucose

15 G / Tube

4

Adenosine

6 mg / 2mL

2

Amiodarone

450 mg / 9 mL

3

Atropine Sulfate

1 mg / 10 mL

2

Calcium Chloride

100 mg / mL

2

Dextrose 50%

25 G / 250 mL

2

Diphenhydramine

50 mg / mL

4

Epinephrine 1:1,000

1 mg /mL

6

Epinephrine 1:10,000

1 mg / 10 mL

1

Glucagon

1 mg / mL

1

Magnesium Sulfate

40 mg / mL

4

Naloxone

1 mg / mL

1 bottle (Minimum of 6 tablets)

Nitroglycerine

400 mcg / tab or spray

4

Ondansetron

4 mg / 2 mL

2 tablets

Ondansetron ODT

4 mg tablets

1

Sodium Bicarbonate 8.4%

1 mEq / mL

3

Sodium Chloride 0.9%

100 – 1000 mL bags

3

Lactated Ringers

500 - 1000 mL bags

* Every effort should be made to maintain the quality and packaging of a medication as outlines in this
drug list. However, when a drug is not available in a recommended format, a suitable equivalent
concentration, form, and amount may be substituted as needed.
Medication Variance: From time to time a national medication shortage disallows the procurement of
sufficient medications to meet compliance with this document. In such event, a medication variance
will be issued and placed within all protocol books until the shortage has been resolved.

Robert Simonson, D.O., Medical Director:

Date: 05/2020


   
              
             
       
                
            
          
             
                
               
               
       
                  
         
              
             
                
       
 
 
   
  
  
   
  
 
   
              
    
                  
               
               
                  

                 
       
                
         
                
     
             
       

CLINICAL PROVIDER OVERVIEW
SUMMARY OF APPROVED MEDICATIONS AND PROCEDURES BY CERTIFICATION LEVEL
INTERVENTION, PROCEDURE, THERAPY
ECA
EMT-B
EMT-I
ADVANCED CARDIAC LIFE SUPPORT

PARAMEDIC
X

AUTOMATED EXTERNAL DEFIBRILLATOR (AED)

X

X

X

X

AIRWAY MANAGEMENT
ALTERNATE VASCULAR ACCESS (CENTRAL LINE, PORT)
BAG-VALVE MASK VENTILATION

X

X

X

X

X

X

X
X
X

X

X

X

X

X

X
X
X

X

X

X

X

BLOOD GLUCOSE ASSESSMENT
CARDIOVERSION AND/OR MANUAL DEFIBRILLATION
CONTINUOUS POSITIVE AIRWAY PRESSURE DEVICE (CPAP)
IV PUMP (MICU ONLY)
DEEP TRACHEAL SUCTIONING
ECG INTERPRETATION (INCLUDING 12-LEAD)
EMERGENCY CHILDBIRTH
END-TIDAL CO2 DETECTION

X
X

X

EXTERNAL JUGULAR VEIN CANNULATION
INTRAOSSEOUS ACCESS (Tibial & Humeral Head*)
IV ACCESS (PERIPHERAL)
INTUBATION (OROTRACHEAL, NASAL, STOMAL)
KING AIRWAY DEVICE
KING AIRWAY NG/OG TUBE INSERTION/UTILIZATION

X

MAGILL FORCEPS

X
X

X
X

X
X
X

X
X
X

X
X
X

X
X
X

MANUAL AIRWAY MANEUVERS (CHIN LIFT, JAW THRUST, BURP, ETC.)

X

X

X
X

X
X

NPA AND/OR OPA AIRWAY INSERTION
MEDICATION ADMINISTRATION: IM, SQ, IV/IO, IN
EMT Exception: Epinephrine 1:1000 IM & auto-injector

X

X

X

X

X

X

X

X

NEBULIZER: SET-UP AND USE

X

NEBULIZER: ADMINISTRATION OF EPINEPHRINE
NEEDLE CRICOTHYROTOMY
OROPHARYNGEAL SUCTIONING (INCLUDING TRACH/STOMA)
PHARMACOLOGICALLY ASSISTED INTUBATION (MICU ONLY)
PLEURAL DECOMPRESSION (NEEDLE CHEST DECOMPRESSION)
PULSE OXIMETRY
RAPID SEQUENCE INTUBATION (MICU ONLY) - only if credentialed
SPINAL MOTION RESTRICTION
TOURNIQUETS
TRANSPORT VENTILATORS (MICU Only)
TRANSCUTANEOUS PACING

MEDICATION

X
X
X

X

X

X

X

X

X
X

X

X

X

*X *
X

X

X

X

ECA

EMT-B

EMT-I

X

X

X
X

X

X

X
X

ADENOSINE

X

CALCIUM CHLORIDE/GLUCONATE
ENAPRILAT
X

X

IM EPINEPHRINE (1:1000) or IM EPINEPHRINE AUTO-INJECTOR
FENTANYL - MICU Only
GLUCAGON

X
X

IPRATROPIUM BROMIDE

X
X
X
X
X
X
X
X
X

KETAMINE - MICU Only
LACTATED RINGERS
MAGNESIUM SULFATE
MIDAZOLAM - MICU Only

X
X

MORPHINE - MICU Only
NALOXONE (NARCAN)
NITROGLYCERIN (NTG)
NOREPINEPHRINE - MICU Only

ROCURONIUM - only if credentialed MICU
SODIUM BICARBONATE
SUCCINYLCHOLINE - only if credentialed MICU

PARAMEDIC

X
X

DEXTROSE
DEXAMETHASONE
DIPHENHYDRAMINE
IV EPINEPHRINE (1:1000) & (1:10,000)

ONDANSETRON
ORAL GLUCOSE

X
X
X
X

ALBUTEROL
AMIODARONE
ASPIRIN
ATROPINE SULFATE

X
X

X

X

X

X

X
X
X
X
X
X
X
*X*
X
*X*



'HOHJDWLRQLVGHILQHGDVWKHWUDQVIHURIUHVSRQVLELOLW\RIRQHLQGLYLGXDOWRDQRWKHUZKLOH
UHWDLQLQJDFFRXQWDELOLW\IRUWKHRXWFRPH$SK\VLFLDQWKDWSURYLGHVWKHPHGLFDO
VXSHUYLVLRQRIDQ(06V\VWHPLVUHIHUUHGWRDVD0HGLFDO'LUHFWRUDQGWKHVXSHUYLVLRQ
SURYLGHGLVNQRZQDV0HGLFDO'LUHFWLRQ7KH7H[DV+HDOWKDQG6DIHW\&RGHUHTXLUH
WKDWWKHSURYLVLRQRIEDVLFDQGDGYDQFHGOLIHVXSSRUWPXVWEHXQGHUWKHPHGLFDO
VXSHUYLVLRQDQGFRQWURORIDOLFHQVHGSK\VLFLDQ$OOFOLQLFLDQVSURYLGHFDUHXQGHUWKH
DSSURYDODQGVXSHUYLVLRQRIWKH0HGLFDO'LUHFWRUZKRLVXOWLPDWHO\DFFRXQWDEOHIRUDOO
FDUHUHQGHUHGE\WKHFOLQLFLDQV&OLQLFLDQVRSHUDWLQJXQGHUWKHJRYHUQDQFHRIWKHVH
SURWRFROVZLOOEHDOORZHGWRRSHUDWHZLWKLQWKHLUGHVLJQDWHGVFRSHRISUDFWLFH7KH
VFRSHRISUDFWLFHZLOOEHGHWHUPLQHGDQGVHWIRUWKE\WKH0HGLFDO'LUHFWRU$SURYLGHU
PD\QRWRSHUDWHRXWVLGHRIWKHLUGHVLJQHG6FRSHRI3UDFWLFHZLWKRXWFRQWDFWLQJ2QOLQH
0HGLFDO&RQWURO
&OLQLFLDQVZLOOQRWSHUIRUPDQ\VWHSVLQDSURWRFROWKH\DUHQRWDXWKRUL]HGHGXFDWHGRU
WUDLQHGWRGR3URWRFROVLQWKH9DULDQFH6HFWLRQVXSHUVHGHDQ\RWKHUDSSOLFDEOH
SURWRFRO7KHPD[SHGLDWULFGRVHRIDQ\GUXJLVWKHDGXOWGRVHXQOHVVRWKHUZLVH
GLUHFWHGRQDVSHFLILFSURWRFRO,IDSDWLHQWLVRQDPHGLFDWLRQLQIXVLRQRURWKHUWKHUDS\
QRWLQSURWRFROEXWWKHFOLQLFLDQLVIDPLOLDUZLWKLWWKHQWKHFOLQLFLDQPD\FRQWLQXHDQG
DGMXVWLWDVQHFHVVDU\DIWHUFRQWDFWLQJPHGLFDOFRQWURO,IWKHUHDUHDQ\TXHVWLRQV
DERXWWKHPHGLFDWLRQRUWKHUDS\RUWKHFOLQLFLDQLVQRWIDPLOLDUZLWKLWWKHQFDOOPHGLFDO
FRQWURO$WDPLQLPXPLWLVH[SHFWHGWKDWDOOFOLQLFDOFUHZPHPEHUVEHSURILFLHQWLQWKH
DGPLQLVWUDWLRQRIWKHPHGLFDWLRQVOLVWHGLQWKHVHFOLQLFDORSHUDWLQJJXLGHOLQHV7KH
FOLQLFDOFUHZVPD\IROORZWKHRUGHUVRIDUHIHUUDORUUHFHLYLQJSK\VLFLDQLIWKHRUGHUVDUH
QRWLQFRQIOLFWZLWKWKHVHSURWRFROVRULWFRXOGSRWHQWLDOO\SXWWKHSDWLHQWDWULVN EHFDXVH
RISDWLHQWFRQGLWLRQRUODFNRINQRZOHGJHVNLOORUHTXLSPHQWE\WKHFUHZ $Q\FRQIOLFW
QRWLPPHGLDWHO\UHVROYHGE\FODULILFDWLRQRIWKHRUGHUVKRXOGEHUHIHUUHGWR0HGLFDO
&RQWURO7KRVHSDWLHQWHQFRXQWHUVLQYROYLQJXQXVXDOFLUFXPVWDQFHVHUURUVLQSDWLHQW
FDUHXQH[SHFWHGDQGSRWHQWLDOO\OLIHWKUHDWHQLQJUHVSRQVHVWRWUHDWPHQWVHWFZLOOEH
UHYLHZHGE\WKH0HGLFDO'LUHFWRUDVVRRQDVSRVVLEOHDIWHUWKHWUDQVSRUW&UHZVQHHG
WRLQLWLDWHWKLVSURFHVVE\FRQWDFWLQJWKHDGPLQLVWUDWRURQFDOODQGWKHPHGLFDOGLUHFWRU
ZLWKWKHLQIRUPDWLRQDVVRRQDVSRVVLEOHDIWHUWKHWUDQVSRUW)DLOXUHWRPDNHWKHVH
UHSRUWVLVDYLRODWLRQRISURWRFRODQGZLOOEHKDQGOHGDVVXFK

'HILQLWLRQRIDSDWLHQW
$Q\RQHWKDWLVDVVHVVHGDQGRUWUHDWHGE\D&DUHIOLWHFOLQLFLDQLVDSDWLHQWDQGDVVXFKDQ
DSSURSULDWHSDWLHQWFDUHUHFRUGVKRXOGEHFRPSOHWHG7KLVUHSRUWPXVWDFFXUDWHO\UHIOHFWDOOFDUH
SURYLGHGDORQJZLWKDQ\LQWHUDFWLRQZLWKWKHSDWLHQW
7KH7UDQVSRUW7HDPZLOOZRUNFROODERUDWLYHO\DQG
 (YDOXDWHWKHVFHQHWRHQVXUHFUHZVDIHW\
 :LOOIROORZ26+$VWDQGDUGVIRUEORRGERUQHSDWKRJHQVDQG&'&JXLGHOLQHVIRULQIHFWLRQ
FRQWURO
 3HUIRUPDSULPDU\DQGVHFRQGDU\VXUYH\DVVHVVPHQWRQHYHU\SDWLHQWWUDQVSRUWHGLQFOXGLQJ
KLVWRU\IURPUHTXHVWLQJDJHQF\DVDSSURSULDWH
 0RQLWRUDVDSSURSULDWHDQGGRFXPHQW
D 9LWDOVLJQV
E 3XOVHR[LPHWU\
F (OHFWURFDUGLRJUDP
G 8ULQDU\DQGJDVWULFWXEHRXWSXW
H 0$3¶6RQDOOWUDXPDWLFKHDGLQMXULHV&9$¶6,&%¶6DQG6$+¶V
I (7&2RQDOOLQWXEDWHGSDWLHQWV
 ([FHSWDVSURYLGHGRQVSHFLILFSURWRFROVHVWDEOLVKPDLQWDLQDLUZD\XVLQJR[\JHQE\
DSSURSULDWHURXWHWRPDLQWDLQ6S2!DQG(W&2PP+JDQGFRQVLGHULQWXEDWLRQ
LISDWLHQWLVXQDEOHWRPDLQWDLQDLUZD\RUHIIHFWLYHYHQWLODWLRQ
 1RWDGPLQLVWHUPHGLFDWLRQVYLDWKHHQGRWUDFKHDOURXWHWKDWDUHQRQSXOPRQDU\PHGV
 2EWDLQDEORRGVXJDUOHYHORQDOOSDWLHQWVZLWKDQDOWHUHGOHYHORIFRQVFLRXVQHVV
 0DLQWDLQDOOSDWLHQWVRQYHQWLODWRUGXULQJWUDQVSRUWZKRZHUHRQDYHQWLODWRUDWUHIHUUDOIDFLOLW\
EHGWREHG 
 ([FHSWDVSURYLGHGRQVSHFLILFSURWRFROVHVWDEOLVKPDLQWDLQ,9RU,2DFFHVVDQGDGPLQLVWHU
DSSURSULDWH,9IOXLGVWRPDLQWDLQDFFHVVRUSHUIXVLRQ
%ORRGSURGXFWVPD\EHFRQWLQXHGRULQLWLDWHGLISURYLGHGE\UHIHUUDOIDFLOLW\DVSDWLHQW¶V
FRQGLWLRQZDUUDQWV
6WDELOL]HSDWLHQWDSSURSULDWHO\DQGWUDQVSRUWDVUDSLGO\DVSRVVLEOH
$QWLFLSDWHHTXLSPHQWQHHGVDQGNHHSDFFHVVLEOHWKURXJKRXWWUDQVIHU
7KHIROORZLQJSDWLHQWVZLOOEHUHVWUDLQHGDVQHHGHG
D (72+RUGUXJLQWR[LFDWLRQ
E +HDGLQMXULHV
F 6HL]XUHV
G 3DWLHQWVLQFXVWRG\
H &RPEDWLYHSDWLHQWV
I RUDQ\SDWLHQWZKLFKUHSUHVHQWVDWKUHDWWRWKHVDIHW\RIWKHFUHZRUVDIHW\RIWUDQVSRUW
&RQWLQXRXVO\PRQLWRUDQGUHHYDOXDWHWKHSDWLHQWGXULQJWUDQVSRUW
.HHS0HGLFDO&RQWUROLQIRUPHGRIWKHSDWLHQW VVWDWXVYLDDSSURSULDWHPHDQVLIFRQGLWLRQ
ZDUUDQWV
&RPSOHWHWKHVKRUWIRUPSDWLHQWFDUHUHFRUGDQGVXSSO\WKH\HOORZFRS\WRWKHVWDIIUHFHLYLQJ
WKHSDWLHQWSULRUWRGHSDUWXUHIURPWKHUHFHLYLQJLQVWLWXWLRQ
&RPSOHWHWKHHOHFWURQLFSDWLHQWFDUHUHFRUG
7KHWUDQVSRUWWHDPLVUHVSRQVLEOHIRUWKHDFFXUDWHDQGFRPSOHWHGRFXPHQWDWLRQRIWKH
SDWLHQWUHFRUG

Clinical Indications:
x

Any child that falls within the measurement of a Broselow-Luten Tape.

Procedure:
x
x

x
x
x
x
x
x
x
x

Take universal precautions, ensure scene safety, assess for additional required resources,
and/or environmental hazards.
Assess the patient using the pediatric triangle of ABCs:
o Airway and appearance: Speech/cry, muscle tone, interactiveness, look/gaze,
movement of extremities.
o Work of breathing: Absent or abnormal airway sounds, use of accessory muscles, nasal
flaring, body positioning.
o Circulation to skin: Pallor, mottling, cyanosis.
Establish responsiveness appropriate for age.
Color code using the Broselow-Luten tape.
Assess disability.
Perform focused history and physical exam.
Assess and complete any needed critical interventions – see appropriate protocol/procedure.
Complete a secondary exam including baseline vital signs.
Continue an on-going assessment throughout transport, to include the patient’s response to
interventions, the need for additional interventions and the assessment of evolving patient
complaints and or conditions.
Document all findings, information, treatments and responses in the PCR.
o Include Broselow color and associated patient weight.

Indications:
x

The following assessment scores are provided as references for documentation and reporting
purposes:

Glascow Coma Scale:
Eye Opening
Spontaneous
To Voice
To Pain
None

x

4
3
2
1

Best Verbal Response
Oriented
Confused
Inappropriate words
Incomprehensible words
None

5
4
3
2
1

Best Motor Response
Obeys Commands
Purposeful Movement
Withdrawn
Flexion
Extension
None

6
5
4
3
2
1

Best Motor Response
Obeys Commands
Localizes pain
Withdraws to pain
Abnormal flexion
Abnormal extension
None

6
5
4
3
2
1

Consider need to secure airway if GCS is less than 8.

Pediatric Coma Scale:
Eye Opening
Spontaneous
To Voice
To Pain
None

x

4
3
2
1

Best Verbal Response
Oriented / Babbles
Confused / Irritable
Cries to pain
Moans
None

5
4
3
2
1

Consider need to secure airway if PCS is less than 8.

Revised Trauma Score
Glascow Coma Scale
13-15
9-12
6-8
4-5
0-3

4
3
2
1

Respiratory Rate
10-29
< 29
6-9
1-5

0

0

4
3
2
1

Systolic Blood Pressure
< 89
76-89
50 – 75
1- 49

4
3
2
1

0

0

0

Pediatric Revised Trauma Score
Size
Airway
Systolic B/P
CNS
Open Wound
Skeletal

>20Kg
Normal
>90mmHg
Awake
None
None

2
2
2
2
2
2

10-20Kg
Maintainable
90-50mmHg
Obtunded
Minor
Closed

1
1
1
1
1
1

<10Kg
-1
Unmaintainable -1
<50mmHg
-1
Coma / Seizure
-1
Major / Penetrate -1
Open / Multi FX -1

Pain Assessment Score

APGAR Score

Activity

0 Points
Absent

1 Points
Flexed Ext’s

Pulse
Grimace / Reflex
Appearance
Respiration
Total Score

Absent
Flaccid
All Blue
Absent
0-3 = Critical

Below 100
Some Flexion
Extremities Blue
Slow / Irregular
4-6 = Depressed

2 Points
Active
Movement
Above 100
Strong Flexion
Pink
Active / Crying
7-10 = Excellent

Total Points

x $Q\SDWLHQW\HDUVRIDJHRUROGHUZKRLVFRPSHWHQWKDVDOHJDO
ULJKWWRFRQVHQWRUUHIXVHDQ\DVSHFWRIWUHDWPHQWLQFOXGLQJ(06
WUDQVSRUWHYHQLIVDLGUHIXVDOFRXOGUHVXOWLQVHULRXVKDUPRUGHDWK
x $Q\DGXOWSDWLHQWZKRLVLQFRPSHWHQWPD\RQO\KDYHUHIXVDORI
WUHDWPHQWRUWUDQVSRUWDWLRQE\
R $QLQGLYLGXDO0HGLFDO3RZHURI$WWRUQH\ZLWKIRUWKHSDWLHQW
2U
R $QLQGLYLGXDOZKRLVWKHFRXUWDSSRLQWHGJXDUGLDQRIWKHSDWLHQW
x &RQVHQWLVLPSOLHGZLWKSRWHQWLDOO\OLIHWKUHDWHQLQJLOOQHVVRULQMXULHVLI
WKHDGXOWSDWLHQWLVQRWFRPSHWHQWDQGSURSHUFRQVHQWFDQQRWEH
JDLQHGIURPWKHOHJDOJXDUGLDQRULQGLYLGXDOZLWK0HGLFDO3RZHURI
$WWRUQH\

3($5/6
x 0HGLFDO3RZHURI$WWRUQH\ 032$ $OHJDOGRFXPHQWH[HFXWHGE\D
SHUVRQQDPLQJDQRWKHUDVWKHLUDJHQWIRUPHGLFDOGHFLVLRQV
R 8QOHVVDOLPLWDWLRQRQWKHDXWKRULW\LVFRQWDLQHGLQWKH032$
IRUPWKHDJHQWPD\PDNHDQ\PHGLFDOGHFLVLRQRQWKHSDWLHQW¶V
EHKDOIWKDWWKHSDWLHQWFRXOGPDNHLIWKHSDWLHQWZHUH
FRPSHWHQW
R 7KH032$LVHIIHFWLYHLQGHILQLWHO\XQOHVVLWLVUHYRNHGDV
SURYLGHGE\VWDWHODZRUWKHSDWLHQW,IWKHPHGLFDOSRZHURI
DWWRUQH\KDVDQH[SLUDWLRQGDWHDQGRQWKDWGDWHWKHSDWLHQWLV
LQFRPSHWHQWWKH032$FRQWLQXHVWREHLQHIIHFWXQWLOWKH
SDWLHQWEHFRPHVFRPSHWHQWXQOHVVLWLVUHYRNHG
 ,QWKHHYHQWWKDW(06SHUVRQQHODUHLQIRUPHGRIRU
SURYLGHGZLWKDUHYRFDWLRQRID032$WKH\VKDOO
LPPHGLDWHO\UHFRUGWKHUHYRFDWLRQLQWKHSDWLHQWFDUH
UHFRUGDQGJLYHQRWLFHRIWKHUHYRFDWLRQWRWKHDJHQWDQG
DQ\KHDOWKFDUHSURYLGHUVUHVSRQVLEOHIRUWKHSDWLHQW¶V
FDUH

EMS MUST MAKE PATIENT CONTACT PRIOR TO CLEARING SCENE

0LQRUVPD\FRQVHQWRUUHIXVHIRUWKHPVHOYHVLI
x 7KHSDUHQWVLJQVDZULWWHQVWDWHPHQWVHWWLQJIRUWKWKHJURXQGVRQZKLFKWKHPLQRU
KDVFDSDFLW\WRFRQVHQWWRKLVRZQPHGLFDOWUHDWPHQW
x 7KHPLQRULVHPDQFLSDWHG
R (PDQFLSDWLRQLQWKH6WDWHRI7H[DV RQHRIWKHIROORZLQJ
 VL[WHHQ  \HDUVRIDJHRUROGHU$1'
 UHVLGLQJVHSDUDWHDQGDSDUWIURPKLVSDUHQWVPDQDJLQJFRQVHUYDWRU
RUJXDUGLDQ
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GENERAL CONSIDERATIONS:
1.

Treat the ABC's first. Treat the child, not the equipment. If the emergency is due to an equipment
malfunction, manage the child appropriately using your own equipment.

2.

Children formerly cared for in hospitals or chronic care facilities are often cared for in homes by parents or
other caretakers. These children may have self -limiting or chronic diseases. There are multitudes of
underlying medical conditions that may categorize children as having special needs. Many are often
unstable and may frequently involve the EMS system for evaluation, stabilization, and transport. Special
needs children include technology-assisted children such as those with tracheostomy tubes with or without
assisted ventilation, children with gastrostomy tubes, and children with indwelling central lines. The most
serious complications are related to tracheostomy problems.

3.

Children with Special Healthcare Needs (CSHCN) have many allergies. Children with spina bifida are
often allergic to latex. Before treating a patient, ask the caregivers if the children are allergic to latex or
have any other allergies. Stock latex-free equipment. (Some regularly used equipment that contains
latex includes gloves, oxygen masks, IV tubing BVM, blood pressure cuff, IV catheters, etc.)

4.

Parents and caretakers are usually trained in emergency management and can be of assistance to
EMS personnel. Listen carefully to the caregiver and follow his/ her guidance regarding the child's
treatment.

5.

Children with chronic illnesses often have different physical development from well children. Therefore,
their baseline vital signs may differ from normal standards. The size and developmental level may be
different from age-based norms and length based tapes used to calculate drug dosages. Ask the
caregiver if the child normally has abnormal vital signs. (i.e. a fast heart rate or a low Sp02 reading)

6.

Some CSHCN may have sensory deficits (i.e. they may be hearing-impaired or blind) yet may
have age- appropriate cognitive abilities. Follow the caregivers' lead in talking to and comforting
a child during treatment and transport. Do not assume that a CSHCN is developmentally delayed.

7.

When moving a special needs child, a slow careful transfer with two or more people is preferable. Do
not try to straighten or unnecessarily manipulate contracted extremities as it may cause injury or pain
to the child. Certain medical conditions will require special care. Again, consult the child's caregiver.

8.

Caregivers of CSHCN often carry "go bags" or diaper bags that contain supplies to use with the child's
medical technologies and additional equipment such as extra tracheostomy tubes, adapters for feeding
tubes, suction catheters, etc. Before leaving the scene, ask the caregivers if they have a "go bag" and carry
it with you.

9.

Caregivers may also carry a brief medical information form or card. The child may be enrolled in a
medical alert program whereby emergency personnel can get quick access to the child' s medical
history. Ask the caregivers if they have an emergency information form or some other form of
medical information for their child.

10. Caregivers of CSHCN often prefer that their child be transported to the hospital where the child is

regularly followed or the "home" hospital. When making the decision as to where to transport a CSHCN,
take into account: local protocols, the child's condition, capabilities of the local hospital, caregivers'
request, ability to transport to certain locations.

Normal Pediatric Vital Signs:

AGE

ESTIMATED
WEIGHT

HEART
RATE

RESPIRATORY
RATE

SYSTOLIC
B/P

Greater than 40

60

Premature

Less than 3 kg

160

Newborn

3.5kg

130

40

70

3mo.

6kg

130

30

90

6mo.

8 kg

130

30

90

1 yr.

10 kg

120

26

90

2yrs.

12 kg

115

26

90

3yrs.

15 kg

110

24

90

4yrs.

17 kg

100

24

90

6yrs.

20 kg

100

20

95

8yrs.

25kg

90

20

95

10 yrs.

35kg

85

20

100

12 yrs.

40 kg

85

20

100

14 yrs.
ADULT

50 kg

80

18

110

Greater than 50 kg

80

18

120




Universal Patient Care Adult
HISTORY
- Location
- Onset
- Precipitating event
- Quality
- Radiation
- Severity
- Modifying factors
- Associated factors
- Prior Hx
- S-A-M-P-L-E

EXAM
- Airway
- Breathing
- Circulation
- Disability
- Expose
- HEENT
- Respiratory
- Cardiovascular
- Abdomen
- Extremities
- Neuro

DIFFERENTIAL
- Vascular
- Infectious/Inflammatory
- Trauma/Toxins
- Autoimmune
- Metabolic
- Idiopathic
- Neoplastic
- Congenital

It is expected and appropriate to use as many protocols and procedures as necessary to provide safe quality care to every patient

Scene/Crew Safety/PPE
Appropriate Equipment to Patient Side

-

-

NO

Primary Assessment to Include:
Address life threatening conditions
Spinal Precautions as indicated
Airway
Breathing
Circulation
Disability

Contact Police, Fire, HAZMAT, etc
Do not expose crew to scene or patient, until
secured

Go to appropriate protocol for patient specific
management.

Maintain all appropriate medications
and procedures that have been initiated
at the referral agency, institution, or 911
agency.

Secondary Assessment:
HPI and physical exam
ECG monitor
12 lead prn or as directed by protocol
O2 prn to maintain SpO2 >94%
ETC02 prn or as directed by protocol
Doppler use prn or as directed by protocol
CBG prn
Vascular Access protocol prn
NPO

PEARLS:
- Required vital signs on every patient include blood pressure, pulse, respirations, pain/severity.
- Must be obtained with initial assessment and on transfer of care.
- Must be taken every 5 to 10 minutes for unstable patients and every 15 to 30 minutes for stable patients.
- Pulse Oximetry/ETC02 is dependent upon the specific complaint.
- Timing of transport should be based on patient condition and specific protocol/policy.

Protocol
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Airway Adult
The objective of this protocol is maintain the oxygenation/ventilation
of the patient. Direct links to specific procedures and suggestions for
treatment.

Inadequate:
-Respiratory Rate
-Effort
-Adequacy
-SP02
-ETCO2

Basic Maneuvers
- Patient
positioning
- Open airway
- NPA/OPA
- BVM
- 02 prn to gain
SPO2 > 94%
- Ventilate to
maintain EtC02
35 - 45

CPAP
Procedure

Consider the following
as needed

Foreign Body
Obstruction?

Adult RSI Protocol

Oral intubation
procedure OR

King airway procedure

PEARLS:
- Bougie must be open and immediately available (on the chest if possible) for every intubation attempt.
- Capnometry and pulse oximetry are MANDATORY with ALL methods of intubation.
- If an airway is being maintained by BVM with an Sp02 of > 94%, an advanced airway is not always required.
- If a difficult airway is expected, consider early use of BIAD, or assisted intubation with Bougie, BURP tracheal manipulation.
- An intubation attempt is when the largynoscope blade passes the plane of the teeth, or the tube is inserted into the mouth.
- Ventilatory rate should be set to maintain an ETCO2 of 35-45 mmHg, or as appropriate.
- ETT placement MUST be confirmed by ETCO2 and at least one other indicator: breath sounds, esophageal detector, chest rise and fall,
absence of epigastric sounds with ventilation, positive pt. physiological response, etc.
- Waveform capnography is the GOLD STANDARD and must be used when available.
- Maintain C-spine immobilization for patients with a suspected spinal injury.
- Hyperventilation in deteriorating head trauma patients should only be done to maintain ETCO2 of 30-35 mmHg.

Protocol

Version
1/1/2018

Allergic Reaction Adult
HISTORY:
- Medication history
- Onset and location
- Past medical history
- Past reaction history
- New clothing, soap, detergent
- Medication allergy / exposure
- Food allergy / exposure
- Insect sting / bite

Signs and Symptoms:
- Edema / dysphonia
- Prurtitis / urticaira
- Coughing / Wheezing or Respiratory distress
- Chest / Throat constriction
- Dysphagia
- Hypotension / shock

Differential:
- Urticaria (rash only)
- Anaphylaxis (systemic effect)
- Shock (vascular effect)
- Angio-edema (drug induced)
- Aspiration / Airway obstruction
- Vasovagal Event
- CHF
- Asthma / COPD

Mild Reaction
Hives Rash Only
No Respiratory Distress

Moderate Reaction
Respiratory Distress

Diphenhydramine
25mg IV/IM
May repeat x 1

Condition
Worsening?

No

Severe Reaction
Hypotension and / or
Severe Respiratory Distress
Yes

Albuterol 2.5mg Nebulized
repeat PRN

Epinephrine 0.3mg
(1:1,000)SC/IM
may be repeated q 5 min to a
1.2mg MAX while continuing
with protocol

Diphenhydramine
50mg IV/IM
(only 25 mg if pt. already
recieved 25 mg)

As per mild and moderate
reactions
Albuterol
Diphenhydramine

Yes
Condition
Worsening?
Yes

Patient Improving

No
SBP > 90
Contact Medical Control prn

Yes

No
If SBP < 90mmHg
Adult Hypotension Protocol

Respiratory distress continues
Consider BiPAP / CPAP

PEARLS:
- These patients should receive a 12 lead ECG..
- The faster the onset from exposure to symptoms, the more severe the reaction.
- Consider ice packs to the sting site.
- Use caution in administering Epinephrine to patients > 60yrs old; have a history of cardiac disease; hypertension; or a heart rate > 150.
- Do NOT administer atrovent. It is a peanut and soy based derivative.
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.
..
.

Asthma or COPD

HISTORY:

Asthma, COPD - chronic bronchitis,
emphysema, CHF
Home treatment - oxygen, nebulizer
Medications - theophylline, steroids,
inhalers
Toxic exposure, smoke inhalation

I

Airway Protocol
for CPAP/BiPAPI

Yes-

..
..
...
.

Signs ana Symptoms:

Shortness of breath
Pursed lip breathing
Decreased ability to speak
Increased respiratory rate and effort
Wheezing, rhonchi, rales, stridor
Use of accessory muscles
Fever, cough
Tachycardia

.
..
..
..
..

D1nerent1a1:

Asthma I COPD - emphysema,
bronchitis
Anaphylaxis
Aspiration
Pleural effusion
Pulmonary embolus
Pneumothorax
Cardiac - Ml or CHF
Pericardia! tamponade
Inhaled Toxin - Carbon Monoxide

Respiratory/ Ventilatory Failure
Jo
Oxygen to maintain SpO2 > 94%
Position patient for comfort

,

'

Albuterol 2.5mg and lpratropium 0.5mg x 3 pm

'

Dyspnea resolving

'

Yes

No

Monitor the patient until MICU arrival

1

Contact Medical
Control prn

PEARLS:

• Consider monitoring ETC02 via NC if there is a decline in patient's status ie Sp02 < 92%, ventilatory insufficiency, or AMS.
• Consider contacting Medical Control if the patient is refractory to therapy
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I

Foreign Body Airway Obstruction
Indications:
- Coughing
- Choking
- Inability to Speak
- Unresponsive

Signs and Symptoms:
- Witnessed aspiration
- Sudden episode of choking
- Gagging
- Audible stridor
- Change in skin color
- Decreased level of consciousness
- Labored breathing
- Continuous cough

Differential:
- Cardiac or Repiratory arrest

Airway Obstruction

Coughing

Obstruction
Conscious

Obstruction
Unconscious

Encourage
Coughing

Abdominal
Thrusts

Head tilt
Chin lift

Oxygen
Administration

Improved

Visualize
object

Yes

No
Improved
Attempt
Ventilation

Yes

Chest
Thrusts

Visualize
object

Direct
Laryngoscopy
Magills

Yes

Airway
Protocol

Consider
Intubation

Contact Med
Control prn
PEARLS:
- With complete obstruction, positive-pressure ventilation may be successful.
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Pulmonary Edema / CHF Adult
HISTORY:
- Congestive heart failure
- Past medical history
- Medications - Digoxin, Lasix, Viagra,
Levitra, Cialis
- Cardiac history - past myocardial
infarction

Signs and Symptoms:
- Respiratory distress, bilateral rales
- Apprehension, orthopnea
- Jugular vein distention
- Pink frothy sputum
- Peripheral edema, diaphoresis
- Hypotension, shock
- Chest pain
- Hypoxia

Differential:
- Myocardial infarction
- CHF
- Asthma
- Anaphylaxis
- Aspiration
- COPD
- Pleural effusion
- Pneumonia
- Pulmonary embolus
- Pericardial tamponade

If severe respiratory distress with signs and symptoms
Perform 12 lead or review to rule out Inferior / RVI

Inferior or RVI

entilatory Insufficiency

No Inferior or RVI

SBP >160
Nitro SL x 3

Initiate CPAP /
BiPAP

SBP >140
Enalapril
1.25mg IVP

Patient
improvement

Go to Cardiogenic Shock

NO

Patient
improvement

YES
YES

NO

Contact Medical Control prn

PEARLS:
- Avoid Nitroglycerin in any patient who has used Viagra or Levitra in the past 24hrs or Cialis in the past 36 hours due to possible severe
hypotension.
- Do not administer Enalapril to patients who are pregnant or may be pregnant.
- Careful monitoring of level of consciousness, BP, and respiratory status with above interventions is essential.
- Consider use of sedation protocol if patient is experiencing problems with NPPV.
- Consider myocardial infarction in all these patients if MI is suspected give ASA.
- Allow the patient to be in a position of comfort to maximize breathing effort
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Bites / Envenomations Adult
HISTORY:
- Type of bite / sting
- Description / photo with the patient for
identification of the animal involved
- Time, location , size of bite / sting
- Previous reaction to bite / sting
- Domestic / wild
- Tetanus and rabies risk
- Immunocomprised patient

Signs and Symptoms:
- Rash, skin break, wound
- Pain, swelling, redness
- Blood oozing from the bite / wound
- Evidence of infection
- Shortness of breath, wheezing
- Allergic reaction, hives, itching
- Hypotension or shock

Differential:
- Animal or human bite
- Snake bite - poisonous
- Spider bite - poisonous
- Insect sting / bite - bee, wasp, ant
- Infection risk
- Rabies risk
- Tetanus risk

Insect Bite

Snake Bite

Splint limb
Bandage and place below the level
of the heart if possible
Minimize movement
Remove constricting items
Mark area of swelling with time

Remove stinger if possible
Apply ice pack
Minimize movement
Remove any constricting items

Use additional protocols PRN
Allergic Reaction Protocol

For Questions

US / Texas
Poison Control
1-800-222-1222

Hypotension Protocol

Contact
Medical
Control prn

PEARLS:
- Human bites have a very high risk of infection due to oral bacteria.
- Carnivore bites are much more likely to become infected and all have risk of rabies exposure.
- Cat bites may rapidly progress to infection due to specific bacteria - Pasteurella Multocida.
- Black widow spider bites have minimal pain initially but may develop muscular pain and severe abdominal pain.
- Brown Recluse bites are painless to minimally painful. Little reaction is noted initially, but tissue necrosis at the site of the bite develops over
the next few days.
- Evidence of infection: swelling, redness, drainage, fever, red streaks proximal to the wound.
- Immunocompromised patients are at an increased risk for infection.
- Venomous snakes in this area are generally of the pit viper family - Rattlesnake, Copperhead, Water Moccasin.
- Coral snake bites are rare - Very little pain, but very toxic. Red on Yellow can Kill a fellow, Red on Black venom lack.
- It is not necessary to transport the snake.
- Snake Bites ARE NOT ALLERGIC REACTIONS.
- Coordinate destination selection with Communications Center re: Crofab availability at receiving facilities.
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Cardiac - Acute Coronary Syndrome Adult
HISTORY:
- Age
- Medications
- Viagra, Levitra, Cialis
- Past History
- MI, Angina, Diabetes,
Hyperlipidemia, Post
menopausal
- Allergies
- ASA, Morphine, Lidocaine.
- Recent physical exertion
- Smoker
- Stimulant use
OPQRST

Signs and Symptoms:
- Chest Pain
- Location
- Arm, jaw, neck, substernal, epigastric
- Radiaton
- Pale/Diaphoretic
- Shortness of breath
- Nausea, vomiting, dizziness
- TIME OF ONSET

STEMI Criteria in LBBB
- ST elevation > 1mm in any lead with positive
QRS
- ST depression >1mm in V1, V2, V3
- STE is more than 1/5 the height of the s-wave

Differential:
- Trauma vs Medical
- Angina vs MI
- Pericarditis
- Pulmonary embolism
- Asthma/COPD
- Pneumothorax
- Aortic dissection or aneurysm
- GERD
- Esophageal spasm
- Chest wall injury or pain
- Pleural Pain
- Overdose - Stimulant or
Methamphetamine

Obtain/Interpret 12 lead
02 prn to maint.
Sp02 > 94%

Consider application
of defib pads.
ACS procedure

ASA 324 mg PO

ST Depression or T-wave
inversion or
Normal / inconclusive ECG

ST Elevation or LBBB
If SBP > 110 AND DBP > 60
Inferior STEMI ?
(II, III, aVF)
or posterior
(large R wave or ST depression in
V1-V3)
Yes
- These patients are preload
dependent and susceptible to
Hypotension
- Withhold Nitrates, Diuretics,
and other vasodilators

LR Bolus 10ml/kg x 3 up to 2L max

Ondansetron
Adult 4mg IVP May repeat x 1
MUST RULE OUT LONG QT
PRIOR TO ADMINISTRATION

No

Nitroglycerin 0.4mg SL Q 5min x 3
Maintain SBP >110 and DBP > 60

- Consider other causes
- Remember that a patient
can have a normal ECG
and still have ACS

Ondansetron
Adult 4mg IVP May repeat x 1
MUST RULE OUT LONG QT
PRIOR TO ADMINISTRATION

Transport to closest
PCI Center
Early notification and activation

Contact Medical Control
prn

PEARLS:
- Avoid Nitroglycerin in any patient who has used Viagra or Levitra within the last 24 hours, or Cialis within 36 hours.
- If inferior (II, III, aVF) or posterior (large R wave or ST depression in V1-V3) consider right side ECG. This HOWEVER does not change
treatment, so do not waste time to do it. TIME IS MUSCLE.
- In new LBBB, treat as MI.
- Diabetes, geriatric, females, or cardiac transplant patients may present with atypical pain or generalized complaints.
- Declare STEMI alert, and notify the appropriate ER to activate the Cath Lab if symptomatic ST Elevation of >1mm in two contiguous leads.
- Attempt 2nd IV for any patient going direct to cath lab, but do not delay transport.
- Apply Defib pads to any patient going direct to Cath Lab.
- Monitor patients who have received Nitroglycerin for hypotension.
- STEMI 1mm ST segment Elevation in 2 contiguous leads
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Cardiac Arrest Adult
HISTut<Y:

•
•
•
•
•
•
•

Events leading upto arrest
Estimated Downtime
Past Medical history
Medications
Existence of Terminal Illness
Signs of Lividity or rigor mortis
DNR

umerentIaI:

signs anel symptoms:

•
•
•
•

Unresponsive
Abnormal breathing
Apneic
Pulseless

•
•
•
•

Criteria for withholding
resuscitation

Traumatic Arrest
• Needle chest decompresssion

• Fluid resuscitation

NO

Traumatic Arrest
Protocol

Medical vs Trauma
VF vs Pulseless VT
Asystole
PEA

YES-,

�

--

W it_h h_ o_l _d _ R_e_s _us_c_ it_a _tio_ n
- _____,

CPR Procedure
Hard / Fast / Limited interruption

Apply Defib pads/EKG leads

VF/VT pulseless

Defibrillate 200 J

Defibrillation Doses

Rhythm check

ZQll
200J for all

.ebB
200J
300J
360J

Asystole/PEA
2 minutes of high quality CPR
(compression rate 100-120)
• IV/10
• Consider Advanced Airway
Epinephrine 1mg (1:10,000) IV/10

repeat q 3-5minutes

Rhythm check
-----.Asystole/PEA.-------.

----------VF/VT
Defibrillate

ROSC

2 minutes of high quality CPR
(compression rate 110-120)

Arniodarone 300mg IV/10
After 15 min, repeat once at
150mg

ROSC
Protocol

2 minutes of high quality CPR
(compression rate 110-120)
Address treatable causes of
PEA

QUALITY CPR, consult
Guidelines for Termination of
Resuscitation

Contact Medical Control
pm

..
..
..

PEARLS:

Monitor and follow EtCO2 for signs of ROSC
Do NOT STOP compressions to check for a pulse if there is no increase in EtCO2
Reassess airway frequently and after every move.
Immediate and adequate compressions with limited interruption is key to success.
Do NOT interrupt compressions for airway, ventilation, or medication administration
In intubated patients, failure to achieve an ETCO2 of greater than 10 mm Hg by waveform capnography
after 20 minutes of CPR may be considered as one component of a multimodal approach to decide when
to end resuscitative efforts but should not be used in isolation.

Protocol
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•
•
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•

PEA Causes
Hypovolemia
Hypoglycemia
Hypoxia
Hydrogen (acidosis)
Hypo/Hyperkalemia
Hypothermia
Toxin
Tamponade
Tension pneumothorax
T hrombosis

I

Version

I

Version
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Version 5/1/17

Version 5/1/17

Cardiac Post-Resuscitation Adult
HISTORY:
- Respiratory arrest
- Cardiac arrest

Signs and Symptoms:
- Return of pulse

-

Continue Ventilatory Support
100% Oxygen
EtCO2 > 20
Sp02 > 94%
Respiratory rate < 12
Do not hyperventilate

Differential:
- Continue to address specific differentials
associated with the original dysrhythmia

PRN

Airway
Protocol

If at any time patient re-arrests, return to
Cardiac Arrest protocol

Hypotension
MAP < 65
Yes

Hypotension Protocol

Obtain 12 lead and treat per
appropriate protocol

If antidysrhythmic administered
during arrest begin appropriate
infusion

Continue to Monitor
- Oxygenation
- Ventilation
- Blood Pressure

Contact Medical Control
prn

PEARLS:
- Hyperventilation is a significant cause of hypotension and cardiac arrest in the post resuscitation phase, and should be avoided.
- Most patients immediately post resuscitation will require ventilatory assistance. Oxygen should be titrated to Sp02 of > 94%, Hyper-oxemia
may worsen patient outcome.
- The condition of post resuscitation patients fluctuates rapidly and continually, they require close monitoring. Appropriate post resuscitation
management can best be planned in consultation with medical control.
- Common causes of post resuscitation hypotension include hyperventilation, hypovolemia, pneumothorax, and medication reaction to ALS
drugs.
- Titrate pressors to SBP > 90mmHg or MAP > 65. Ensure adequate fluid resuscitation is on-going.
- If at any time patient re-arrests, return to appropriate protocol
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Hyperthermia Adult
HISTORY:
- Age
- Past medical history
- Medications
- Exposure to environment even in
normal temperatures
- Exposure to extreme heat
- Extreme exertion
- Drug use
- Fatigue / muscle cramping

Signs and Symptoms:
- Altered LOC (AMS)
- Diaphoretic or may be hot and dry
- Seizures
- Hypotension or shock
- Seizures
- Nausea / Vomiting

Differential:
- Fever
- Dehydration
- Medications
- Hyperthyroidism
- Delirium tremems
- Heat cramps
- Heat stroke
- CNS lesions

Remove from heat source
Remove clothing

IV Protocol

Consider LR 10ml/kg x 3
Titrate to SBP > 100

NO

Temperature > 103 F
AMS / Seizures secondary to hyperthermia / heat
stroke and NOT from infectious problem

YES

Aggressive Cooling
- Ice packs to groin
- Ice packs to axilla
- Cold LR 2L - if available

Monitor and reassess

Contact Medical Control prn

PEARLS:
- Extremes of age are more prone to heat emergencies.
- Drugs may contribute to hyperthermia - Tricyclic antidepressants, phenothiazines, anticholinergic medications, and alcohol.
- Cocaine, amphetamines, and salicylates may elevate body temperature.
- Intense shivering may occur as the patient is cooled. Use benzodiazepines per sedation protocol
- Heat cramps consist of benign muscle cramping secondary to dehydration and is not associated with elevated temperature.
- Heat Exhaustion consists of dehydration, salt depletion, dizziness, fever, headache, cramping, nausea and vomiting. Vital signs usually
consist of tachycardia, hypotension, and an elevated temperature.
- Heat Stroke with hyperthermia and AMS or seizure and a temp > 103.
- If history of, or suspected substance abuse, initiate aggressive cooling measures and benzodiazepine use.
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Hypotension Adult
HISTORY:
- Cardiac ischemia.
- Infection - septic
- Fluid Loss - vomiting, diarrhea
- Blood Loss - GI, AAA, ectopic
pregnancy, vaginal.
- Medication.
- Allergic reaction.
- Dehydration / poor oral intake

Appropriate Cardiac
Protocol

Cardiac

Signs and Symptoms:
- Restlessness, confusion.
- Weakness, dizziness.
- Weak, rapid pulse.
- Pale, cool, clammy skin.
- Delayed capillary refill.
- Hypotension.
- Coffee-ground emesis.
- Tarry stool

SBP < 90 or MAP < 65

Differential: SHOCK
- Cardiogenic
- Septic
- Neurogenic
- Hypovolemic
- Anaphylactic
- Ectopic pregnancy
- Dysrhythmia
- PE

Trauma

NON-Cardiac
LR Bolus
10ml/kg x 3 up
to 2L max
LR Bolus 10ml/kg x 3
up to 2L max

Contact Medical Control prn

If pt is still hypotensive
(MAP < 60) despite
bleeding control and
volume resuscitation
then CONSIDER

PEARLS:
- Hypotension can be defined as a systolic BP < 90 or MAP < 65.
- Consider all possible causes of shock and treat as appropriate.
- Limit fluid bolus to 2 Liters.
- Circulating blood volume is approximately 80ml/kg
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Seizure Adult
HISTORY:
- Reported or witnessed seizure
activity
- Previous seizure history
- Medic alert tag
- Seizure medications
- History of trauma
- History of diabetes
- History of pregnancy

Signs and Symptoms:
- Altered mental status
- Sleepiness
- Incontinence
- Observed seizure activity
- Evidence of trauma
- Unconscious

Differential:
- CNS - head trauma, tumor, stroke
- Metabolic, hepatic, renal failure
- Hypoxia
- Electrolyte abnormality - Na, Ca, Mg,
K
- Drugs, medications, non-compliance
- Infection / fever
- Hyperthermia
- Hypoglycemia

Pregnancy:
Consider Eclampsia

Consider spinal motion restriction

Airway Protocol

Postictal

Active Seizure

Protect Patient From
Injury

Altered Mental
Status Protocol

Contact Medical Control
prn

PEARLS:
- Status Epilepticus - Two or more successive seizures without a period of consciousness or recovery. This is a true emergency requiring
airway control, treatment, transport.
- Grand mal - Generalized associated with LOC, incontinence, and tongue trauma.
- Focal - Petit mal, affects only a part of the body and are not usually associated with a loss of consciousness.
- Jacksonian - Begin as a focal and become generalized.
- For any seizure in a pregnant patient follow, OB emergencies protocols.
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OB: Pre-Eclampsia / Eclampsia / PIH
HISTORY:
- Past medical history
- Hypertension medications
- Prenatal care
- Prior pregnancies / births

ALL OB patients must have fetal feart
tones assessed Q 15 min

Signs and Symptoms:
- Vaginal bleeding
- Abdominal pain
- Seizures
- Hypertension
- Severe headache
- Visual changes
- Edema of hands and face

Differential:
- Pre-eclampsia
- Placenta previa
- Placenta abruptio
- Spontaneous abortion
- HELLP / DIC
- Ruptured uterus

If Active Labor
Childbirth Protocol
If at any time pt
experiences seizure
activity

Pre-eclampsia, Eclampsia, PIH
BP > 160/110
LR 125 ml/hr
Maintain Sp02 > 94%

REQUIRES
MED
CONTROL
to continue

Magnesium Sulfate
6gm Bolus over 20 minutes
Magnesium Sulfate infusion
2-4gm/hr

Increase Magnesium
bolus rate to infuse over
10 minutes

If bolus already
completed administer an
additional 2gm bolus

Be prepared to assume
airway
Notify receiving facility
Contact medical control prn

PEARLS:
- In the setting of pregnancy, HTN is defined as BP > 140/90 or a relative increase of 30 systolic and 20 diastolic from the patients
pre-pregnancy BP.
- Magnesium sulfate can cause respiratory depression, with cardiovascular collapse. - monitor level of consciousness, Sp02, EtCO2, patellar
reflexes, and urinary output every 15 minutes.
- Monitor patient for S/S of magnesium toxicity: decreased DTR's, decreased LOC, hypoventilation. Stop magnesium infusion and see Beta
Blocker OD protocol for calcium administration..
- If patient begins seizing - Protect from injury, maintain left lateral position, monitor airway.
- Pre-eclampsia - can be seen up to 6 weeks postpartum, HTN as defined above, proteinuria 2+, hyperactive reflexes, nondependent edema of
the face and hands.
- Eclampsia - headache, visual disturbances, right shoulder pain, epigastric pain, apprehension, anxiety, hyperreflexia with clonus, seizures,
and pulmonary edema, are signs of impending eclampsia.
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Overdose: Toxic Ingestion Adult
HISTORY:
- Ingestion or suspected ingestion of a
possibly toxic substance
- Substance ingested, route, quantity
- Time of ingestion
- Reason
- Past medical history
- Medications in the home

Signs and Symptoms:
- Altered mental status
- Hypotension / hypertension
- Decreased respiratory rate
- Tachycardia, dysrhythmias
- Seizures

Narcotic

Tricyclic

Respiratory
Depression

Tachycardia
with wide QRS
> 0.12

Yes

No

See
Appropriate
protocol

Organophosphates
Carbamates
WMD - Nerve Agents

Atropine
2-6mg IV/IO
See above specific
protocol

Yes

Naloxone
IV/IN
0.4mg-2mg
May repeat x 1

Improved
respiration
EtCO2

Overdose
Beta-blocker
Calcium Channel Blocker

Differential:
- Tricyclics
- Acetaminophen
- Stimulants
- Anticholinergics
- Cardiac medications
- Solvents, alcohols, cleaning agents
- Insecticides - organophosphates

Sodium
Bicarbonate
1mEq/kg IV
repeat until
narrowing of
QRS

Yes

No

Airway Adult
Protocol

Contact Medical control prn

PEARLS:
- Do not rely on patient history of ingestion especially in suicide attempts.
- Tricyclic - 4 major areas of toxicity - seizures, dysrhythmias, hypotension, decreased mental status or coma; rapid progression from alert
mental status to death.
- Depressants - decreased HR, decreased BP, decreased temperature, decreased respirations.
- Stimulants - increased HR, increased BP, increased temperature, dilated pupils, seizures.
- Anticholinergics - Increased HR, Increased temperature, Dilated pupils, Altered Mental Status.
- Solvents - nausea, vomiting, AMS.
- Consider contacting US/Texas Poison Control 1-800-222-1222.
- Nerve agent Kits contain 2mg of Atropine, 600mg of Pralidoxime in an auto-injector.
- May be carried by and /or received for use from HAZMAT team.
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Pain Control Adult
HISTORY:
- Age
- Location
- Drug Allergies
- Severity (1-10)
- Duration of problem.
- Past medical history.
- Medications.
- If language barrier Wong-Baker
Faces

Signs and Symptoms:
- Pain - Character
- Quality - sharp, dull, etc.
- Relation to movement, respiration
- Radiation.
- Guarding.
- Increased with palpation of area

Differential:
- Per the specific protocol
- Musculoskeletal
- Visceral (abdominal)
- Cardiac
- Pleural / respiratory
- Neurogenic
- Renal (colic)

Specific patient care protocol based on patient
complaint.
Pain severity > 2 and or patient request for pain
medication
Consider
Ondansetron 4
mg IVP For
Nausea
Associated With
Pain

BLS Pain Management
Maintain position of comfort
Immobilize/Splint Injuries when indicated
Utilize Cold Packs As Needed

Reasses q
5-10minutes
Pain Controlled

Continous
Assessment

Pain Continues

Contact Medical Control
prn

PEARLS:
- Pain severity 1-10 is a vital sign that MUST be documented.
- Maintain ABC's, monitor patient's ETCO2 if tachypneic.
- Atraumatic abdominal or back pain could indicate cardiac ischemia in some patients - Perform 12 lead ECG.
- Do not apply cold pack directly to skin.
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Police Custody Adult
HISTORY:
- Traumatic injury
- Drug use/history of
- Cardiac history
- Asthma history
- Psychiatric history

Appropriate
Protocol

Signs and Symptoms:
- External signs of trauma
- Palpitations
- Shortness of breath
- Wheezing
- Altered mental status
- Intoxication/Substance use

YES

Differential:
- Agitated delirium - psychiatric,
Substance abuse
- Traumatic injury
- Closed head injury
- Asthma exacerbation
- Cardiac dysrhythmia

No police custody patient
can be transported prone

Evidence of traumatic injury or medical illness

OPS on call must be
notified for air transport of
officers with weapons
Crew members must have
access to handcuff keys if
handcuffs are used.
Pepper Spray
Irrigate
face/eyes
Remove
contaminated
clothing

Wheezing ?

Use of Pepper Spray or Taser
DO NOT
transport by air
until all traces
of pepper
spray are
removed

NO

Taser

Perform 12 lead
ECG
NO

Agitated Delirium?

YES

Psychological/Behavioral
Protocol

YES
Asthma/COPD
Protocol

NO

Coordinate disposition of patient
with law enforcement

PEARLS:
- Agitated delirium is characterized by marked restlessness, irritability, and/or high fever. Patients exhibiting these signs are at High Risk for
sudden death and should be transported ASAP.
- Patients in Law Enforcement custody or restrained by law enforcement Must have the officer accompany the patient, or medical crew must
have access to necessary keys.
- Ensure all traces of Pepper Spray ex clothing hair skin has been decontaminated prior to loading these patients into an aircraft.
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Psychiatric / Behavioral Adult
HISTORY:
- Situational crisis
- Psychiatric illness/medication
- Injury to self or threats to others
- Substance abuse/overdose
- Diabetic

Signs and Symptoms:
- Anxiety, agitation, confusion
- Affect change, hallucinations
- Delusional thoughts, bizarre behavior
- Combative/Violent
- Expression of suicidal/homicidal thoughts

Differential:
- Hypoxia
- Alcohol Intoxication
- Toxin/substance abuse
- Medication effects/overdose
- Withdrawl symptoms
- Depression
- Bi-polar
- Anxiety disorder/schizophrenia

Remove patient from environment.
Verbal reassurance

Utilize Law
Enforcement As
Needed

AMS protocol

No

Threat to self or others

Suspected PCP (Angel dust) or K2 ingestion or
Excited Delerium

Yes

Check BGL

Yes

Physical
Restraint

No

Contact
Medical
control prn

PEARLS:
- Crew safety is Priority One.
- Control environmental factors and attempt to de-escalate verbally
- Always restrain patient in supine position and ensure that restraint method does not impede patient's ABC's
- Utilize least restricitve method of restraint that ensures patient and crew safety
- All restrained patients must be continuously monitored
- Be sure and consider all possible causes for behavioral problems and treat as appropriate.
- If the patient is suspected of agitated delirium and suffers cardiac arrest, consider fluid bolus and early sodium bicarbonate administration.
- Do not overlook the possibility of associated domestic violence or child abuse.
- Any patient who is handcuffed must be accompanied by Law Enforcement whenever possible
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Sepsis
Clinical Findings:
-

History:
Fever
UTI
Cellulitis
Diarrhea
ABD pain

Temp > 38c (100.4F) or < 36c (96.8)
Heart Rate > 90 BPM
Respiratory Rate > 20 BPM or
End-Tidal CO2 < 32mmHg

SIRS Checklist:
Wound Infection
Decubitus Ulcer
Indwelling catheter

-

SBP < 90
Sp02 < 90
No urine ouptut last 8 hours
Noted bleeding from gums
Lactate > 4 (if available)

Septic Shock
Check against above
Yes

LR Bolus 10mL/kg up to
3 times

No

Hypotension protocol
Titrate to MAP of 65
DO NOT LET THE PT
GET HYPERTENSIVE

MAP > 70
or
SBP > 90

Yes

LR Maintenance at
125ml/hr
Early Fluids

Decreased Level of
Consciousness

Contact Medical Control prn

PEARLS:
- Sepsis is a vasodilatory shock. Patients have relative volume depletion. Aggressive fluid resuscitation is the mainstay of treatment.
- Sepsis is presumed infection accompainied by systemic inflammatory response syndrome (SIRS), Two or more of the following:
- Temp > 38 (100.4) or < 36 (96.8)
- Pulse > 90
- Respirations > 20 or PaCO2 < 32
- WBC > 12K or < 4K
- Septic shock is sepsis with SBP < 90mmHg or MAP < 65mmHg.
- Attempt to maintain HR < 100bpm
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Crush Injury > 4 hours/Rhabdo Adult
HISTORY:
- Prolonged immobility
- Compressed body parts
- Time / duration of compression
- Renal / cardiac disease
- Additional trauma
- Loss of consciousness

Confined space
treatment should only be
performed by
appropriately trained
personnel

Signs and Symptoms:
- Compartment syndrome
- Pain on passive stretch
- Paresthesia
- Paralysis
- Pallor
- Pulselessness
- Hypotension / shock
- Altered mental status

Differential:
- Skin irritant
- Toxic inhalation
- Hypo / hyperthermia
- Hyperkalemia
- Dehydration
- ECG abnormalities
- Other trauma

Remove rings, bracelets / constricting
items

LR at 1.5L/hr during extrication.
If hemodynamically stable reduce to
500mL/hr after completion of extrication

Consider Sodium Bicarbonate
1mEq/kg/hr
Mix in NORMAL SALINE

Contact Medical Control prn

PEARLS:
- Hydration should begin prior to extrication whenever possible. Large volume resuscitation prior to removal of the crushing object and
extrication is critical to preventing secondary renal failure and death.
- Crush injury is usually seen with compression of 4-6 hours but can occur in as little as 20 minutes.
- If possible monitor for signs of compartment syndrome (pain, pallor, paresthesia, pulselessness).
- Crush injury patients can 3rd space > 12L in the first 48hrs.
- Elderly patients should be monitored closely for volume overload but do NOT withhold fluids unless clinical signs / symptoms of volume
overload.
- The larger the mass crushed, the greater the likelihood of severe rhabdomyolysis and renal failure.
- Crush injuries may cause profound electrolyte disturbances resulting in dysrhythmias.
- Do not overlook treatment of additional injuries, airway compromise, hypothermia, hyperthermia.
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Trauma: Extremity & Amputation Adult
HISTORY:
- Mechanism of injury
- Time of injury
- Open vs closed wound / fracture
- Contamination
- Medical history
- Medications

NO

Signs and Symptoms:
- Pain / Swelling
- Deformity
- Altered sensation / motor function
- Diminished pulse / capillary refill
- Decreased extremity temperature

Single system trauma
Hemorrhaging?

YES

Fracture

Distal pulses present
Able to splint in
position found

Differential:
- Abrasion
- Contusion
- Laceration
- Sprain
- Dislocation
- Fracture
- Amputation

YES

Amputation

Control Hemorrhage
with pressure

Control Hemorrhage
with pressure

Bleeding slowed or
stopped?

Bleeding slowed or
stopped?

NO
CAT Tourniquet
Procedure

Apply
appropriate
splint

CAT Tourniquet
Procedure

Fracture
requires
manipulation

Amputated part
present

NO

YES
-

Apply
appropriate
splint

Clean part
Wrap in NS soaked dressing
Place in air tight bag
Place bag in ice bath

Distal Wrist

NO

Appropriate
facility

YES
Contact
Medical
Control prn

Transport to reimplantation
center
(contact comm. center for
currently available)

Contact
Medical
Control prn

PEARLS:
- Peripheral neurovascular status should be documented on all extremity injuries, and before and after splinting procedures.
- If pulseless extremity, a single attempt at realignment may be performed.
- In amputations, time is critical. Limit scene times.
- If an amputation is incomplete, splint affected digit or limb in physiologic position.
- Hip, knee and elbow fractures/dislocations have a high incidence of vascular compromise.
- Urgently transport any injury with vascular compromise.
- Blood loss may be concealed or not apparent with extremity injuries.
- Lacerations should be evaluated for repair as soon as possible after injury.
- C.A.T. Tourniquet is the preferred tourniquet.

Protocol

Version
08/09/2016

Multi-Trauma Adult
HISTORY:
- Time and mechanism of injury
- Damage to structure or vehicle
- Location in structure or vehicle
- Others injured or dead
- Speed and details of MVC
- Restraints / protective equipment
- Past medical history
- Medications

Signs and Symptoms:
- Pain, swelling
- Deformity, lesions, bleeding
- Altered mental status
- Hypotension / Shock
- Cardiac arrest

Differential:
- Chest - tension pneumothorax, flail
chest, pericardial tamponade, open
chest wound, hemothorax
- Intra-abdominal bleeding
- Pelvis / femur fracture
- Spine fracture / cord injury
- HEENT
- Hypothermia

Spinal Motion Restriction Procedure
Airway Protocol as needed

Decompression Procedure
- See PEARLS for s/s and do if
present

Absent or decreased breath sounds
with known or suspected chest
trauma
- BLUNT ONLY

Hypotension Protocol

Continued Hypotension SBP < 90 or
MAP < 65

Penetrating

Blunt
Impaled

Secure object
unless airway compromise

Cover open chest/neck wounds with
occlusive dressing as needed

Cover eviscerated abdominal
contents with moist sterile dressings
as needed

Aggressive airway control
Aggressive airway control

Complete rapid trauma assessment.
Treat all injuries found using
appropriate protocol

Remove object if unable to manage
airway

Impaled Object interferring with
extrication, pt. care, or transport

No
Known or suspected pelvic fracture
Pelvic Binder Procedure

Yes

Contact Medical Control to discuss
order for removal of impaled object or
amputation team
Consider early activation of
amputation team prn

Contact Medical Control prn
PEARLS:
- Consider chest decompression with signs of shock and diminished / absent breath sounds. If patient arrests bilateral needle decompression.
- See hospital specific guidelines for trauma activation.
- Severe bleeding from an extremity not rapidly controlled by direct pressure may necessitate the application of a tourniquet.
- Geriatric patients should be evaluated with a high index of suspicion. Often occult injuries are more difficult to recognize and patients can
decompensate with little warning.
- Consider needle thoracostomy with the following signs/symptoms: decreased or absent breathsounds with ventilation, subcutaneous air,
increasing pressure needed to ventilate, JVD, tracheal diviation
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Airway Pedi
The objective of this protocol is maintain the oxygenation/ventilation
of the patient. Direct links to specific procedures and suggestions for
treatment.

Inadequate:
-Respiratory Rate
-Effort
-Adequacy
-SP02
-ETCO2

Basic Maneuvers
- Patient
positioning
- Open airway
- NPA/OPA
- BVM
- 02 prn to gain
SPO2 > 94%
- Ventilate to
maintain EtC02
35 - 45

CPAP
Procedure

Consider the following
as needed

Foreign Body
Obstruction

Oral intubation
procedure OR

King airway procedure

PEARLS:
- Bougie must be open and immediately available (on the chest if possible) for every intubation attempt.
- Capnometry and pulse oximetry are MANDATORY with ALL methods of intubation.
- If an airway is being maintained by BVM with an Sp02 of > 94%, an advanced airway is not always required.
- If a difficult airway is expected, consider early use of BIAD, or assisted intubation with Bougie, BURP tracheal manipulation.
- An intubation attempt is when the largynoscope blade passes the plane of the teeth, or the tube is inserted into the mouth.
- Ventilatory rate should be set to maintain an ETCO2 of 35-45 mmHg, or as appropriate.
- ETT placement MUST be confirmed by ETCO2 and at least one other indicator: breath sounds, esophageal detector, chest rise and fall,
absence of epigastric sounds with ventilation, positive pt. physiological response, etc.
- Waveform capnography is the GOLD STANDARD and must be used when available.
- Maintain C-spine immobilization for patients with a suspected spinal injury.
- Hyperventilation in deteriorating head trauma patients should only be done to maintain ETCO2 of 30-35 mmHg.
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Allergic Reaction Pedi
HISTORY:
- Medication history
- Onset and location
- Past medical history
- Past reaction history
- New clothing, soap, detergent
- Medication allergy / exposure
- Food allergy / exposure
- Insect sting / bite

Signs and Symptoms:
- Edema / dysphonia
- Prurtitis / urticaira
- Coughing / Wheezing or Respiratory distress
- Chest / Throat constriction
- Dysphagia
- Hypotension / shock

Differential:
- Urtcaria (rash only)
- Anaphylaxis (systemic effect)
- Shock (vascular effect)
- Angio-edema (drug induced)
- Aspiration / Airway obstruction
- Vasovagal Event
- CHF
- Asthma / COPD

Mild Reaction
Hives Rash Only
No Respiratory Distress
Moderate Reaction
Respiratory Distress

Severe Reaction
Hypotension and / or
Severe Respiratory Distress

Diphenhydramine
1mg/kg IV/IM
May repeat x 1
Albuterol 2.5mg Nebulized
repeat PRN

Epinephrine 0.01mg/kg (1:1,000) IM
if < 30kg. If > 30 kg 0.3mg.

Yes
Condition
Worsening?

Either may be repeated q 5 min x 2
Max 0.3mg per dose while
continuing with protocol

Diphenhydramine
1mg/kg IV/IM
Unless already administered
No

As per mild and moderate
reactions
Albuterol
Diphenhydramine
Dexamethasone

Yes
Condition
Worsening?

No

Patient Improving
Yes
SBP > 90
Yes

Contact Medical Control prn

No
If SBP < (age x 2) + 70 mmHg
Pedi Hypotension Protocol
No
Respiratory distress continues

Consider CPAP
PEARLS:
- These patients should receive a 12 lead ECG..
- The faster the onset from exposure to symptoms, the more severe the reaction.
- Consider ice packs to the sting site.
- Fluids and medications should be titrated to maintain a SBP > 70 + (age in yrs x 2).
- Do NOT administer atrovent. It is a peanut and soy based derivative.
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Asthma or Croup Pedi
HISTORY:

..
..
.

• Time of onset
Foreign body airway obstruction
Medical history
Fever or respiratory distress
Other sick siblings
History of trauma

..
.
.

Signs ana Symptoms:

DInerentIaI:

Stridor or wheezing
Respiratory retractions
Increased heart rate
• Altered level of consciousness
• Anxious appearance
Barking cough

• Allergic reaction
• Asthma
• Aspiration
Foreign body
Pneumonia
Croup/ epiglotitis
Medication or toxin
• Trauma

..
..

Pediatric
AirwayProtocol

Respiratory I Ventilatory Insufficiency?

Use Broselow Tape to
assist with drug
medications and
equipment sizes

No
Oxygen as needed to maintain SpO2 > 94%
EtC02 35-45

Position patient for comfort/ minimize anxiety and
energy expenditure
Wheezin'"'

-

"

Albuterol 2.5mg nebulized
RepeatPRN

Nebulized NS
3ml

Avoid agitating the child.
Alttempt to keep calm and
comfortable

'

lpratropium 0.5mg nebulized
May be combined with
Albuterol unless peanut or
soy allergy
RepeatPRN

Nebulized EPI
2mg epi 1:1000
mixed with 1ml
of NS

''

.

Still Severe

--

�pInepnnne ll.:J.,U\NJ
0.01rng/kg Max 0.Srng/dose
SC/IM may repeat q20min x
3 doses

"
I------+-

Contact Medical Control pm

i........

PEARLS:

• Epiglottitis is primarily a pediatric illness, affecting children > 2 years of age; however, it may also be encountered in adult patients. Typical
onset is rapid, with fever, stridor, drooling, tripod positioning. AIRWAY MANIPULATION MAY WORSEN THE CONDITION.
• Bronchiolitis is a viral infection typically affecting infants < 18 months which results in wheezing, which may not respond to beta-agonists.
• Croup typically affects children < 2 years old. It is viral, possible fever, NO drooling.
• Pulse oximetry will be monitored continuously.
• Do NOT force a child into a position. They will attempt to protect their airway by body position.

Protocol

I

Version
01/1/2018

I

Foreign Body Airway Obstruction
Indications:
- Coughing
- Choking
- Inability to Speak
- Unresponsive

Signs and Symptoms:
- Witnessed aspiration
- Sudden episode of choking
- Gagging
- Audible stridor
- Change in skin color
- Decreased level of consciousness
- Labored breathing
- Continuous cough

Differential:
- Cardiac or Respiratory arrest

Airway Obstruction

Coughing

Obstruction
Conscious

Encourage
Coughing

Abdominal
Thrusts
Age 1-8years

Oxygen
Administration

5 back blows/
5 chest thrusts
Infant 0-12
months

Improved

Obstruction
Unconscious

Finger
sweep if
visualized

Yes

Laryngoscope
Magills

Yes

No
Attempt
Ventilation

Yes

Chest
Compressions

Visualize
object

Continue
sequence
until clear

Yes

Airway
Protocol

Intubation

Contact Med
Control prn
PEARLS:
- With complete obstruction, positive-pressure ventilation may be successful.
- Infants 0-12 months do not receive abdominal thrusts.
- Attempting to clear the airway should only be completed if foreign body is visualized.
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Cardiogenic Shock Pedi
HISTORY:
- Age
- Past history

Signs and Symptoms:
- Respiratory distress
- Hypotension

Airway Sp02 < 94%
GCS < 8

Differential:
- Address patient specific complaints.
- Sepsis
- Pulmonary edema

Yes

Airway protocol

No

No

SBP < 70+(age x 2) mmHg

Successful

Yes

LR 5cc/kg x 1

Hypotension Protocol

Contact
Medical
Control prn

PEARLS:
- Patients may present with severe shortness of breath and pink frothy sputum.
- Judicious use of fluids with severe shortness of breath.
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Cardiac Post-Resuscitation Pedi
HISTORY:
- Respiratory arrest
- Cardiac arrest

Signs and Symptoms:
- Return of pulse

Use Broselow-Luten
Tape to assist with
pediatric drug doses and
equipment sizes.

Differential:
- Continue to address specific
differentials associated with the
original dysrhythmia

Repeat Primary Assessment

-

Continue Ventilatory Support
100% Oxygen
EtCO2 > 20
Sp02 > 94%
Age appropriate reparations
Do not hyperventilate

Airway
Protocol

Reassess ABC

Hypotensive MAP < 65
SBP < 70 + (age in yrs x 2)

Significant Ectopy

Bradycardia

Hypotension Protocol

Appropriate protocol

Bradycardia Protocol

Contact Medical Control
prn

PEARLS:
- Hyperventilation is a significant cause of hypotension and cardiac arrest in the post resuscitation phase, and should be avoided.
- Most patients immediately post resuscitation will require ventilatory assistance. Oxygen should be titrated to Sp02 of > 94%, Hyper-oxemia
may worsen patient outcome.
- The condition of post resuscitation patients fluctuates rapidly and continually, they require close monitoring. Appropriate post resuscitation
management can best be planned in consultation with medical control.
- Common causes of post resuscitation hypotension include hyperventilation, hypovolemia, pneumothorax, and medication reaction to ALS
drugs.
- If at any time patient re-arrests, return to appropriate protocol
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Cardiac: Tachycardia Pedi
History:
- Past Medical history
- Medications - diet pills, thyroid,
Digoxin
- Syncope / near syncope
- Diet - caffeine, chocolate
- Palpitations
- Allergies

Signs and Symptoms:
- Heart Rate
- Child > 180
- Infant > 220
- Pale or cyanotic
- Diaphoretic
- Tachypnea
- Vomiting
- Hypotension

Differential:
- Heart Disease - WPW, valvular
- Electrolyte imbalance
- Exertion, pain, emotional
- Fever/infection/sepsis
- Hypoxia, PE
- Hypovolemia
- Trauma/tension pneumothorax

Assess HR apply
multifunction pads
Airway protocol
12 Lead ECG
Vascular access

Narrow < 0.09

Infant HR < 220
Child HR < 180

No

Yes

Evaluate QRS duration

Wide > 0.09

Infant HR > 220
Child HR > 180

Ventricular Tachycardia

Yes
Evaluate
- P wave absent/abnormal
- Non-variable R-R

Evaluate
- P wave present/normal
- Variable R-R, constant PR

Cardiopulmonary Compromise
- Unconscious or AMS
- SBP < 70 + (age x 2)
- Signs of shock
No

Immediate vagal
maneuver

Search and treat causes
Consider:
LR 20ml/kg up to 3x

Consider Medical
Control Consult

Persists

Yes

Adenosine
0.1mg/kg RIVP
May repeat at 0.2mg/kg

Do Not Delay
Consider
Procedure Sedation protocol
Synchronized Cardioversion
Repeat as needed
0.5j/kg - 2j/kg
See Broselow

Adenosine
0.1mg/kg RIVP
May repeat at 0.2mg/kg
Resolved

Contact Medical Control
prn

Resolved

Unresolved

Amiodarone 5mg/kg IV
over 20 minutes

Unresolved
PEARLS:
- Carefully evaluate the rhythm to distinguish Sinus Tach, Supraventricular Tach, and Ventricular Tach.
- Separating the child from the caregiver may worsen the childs clinical condition
- Pediatric Pads should be used in children < 10kg or Broselow-Luten color Purple
- Continuous Sp02 is required for all SVT patients.
- The maximum Sinus Tach rate is (220 bpm - pt age in years).
- With any change in rhythm immediately go to appropriate protocol. Transport of patient can occur at any point with treatment being completed
during transport
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Hyperthermia Pedi
HISTORY:
- Age
- Past medical history
- Medications
- Exposure to environment even in
normal temperatures
- Exposure to extreme heat
- Extreme exertion
- Drug use
- Fatigue / muscle cramping

Signs and Symptoms:
- Altered LOC (AMS)
- Hot, Dry, Sweaty skin
- Seizures
- Hypotension or shock
- Seizures
- Nausea / vomiting

Differential:
- Fever
- Dehydration
- Medications
- Hyperthyroidism
- Delirium tremems
- Heat cramps
- Heat stroke
- CNS lesions

Remove from heat source
Remove clothing

IV Protocol

Consider LR 10ml/kg x 3
Titrate to SBP > 100

NO

Temperature > 103 F
AMS / Seizures secondary to hyperthermia / heat
stroke and NOT from infectious problem

YES

Aggressive Cooling
- Ice packs to groin
- Ice packs to axilla
- Cold LR 2L - if available

Monitor and reassess

Contact Medical Control prn

PEARLS:
- Extremes of age are more prone to heat emergencies.
- Drugs may contribute to hyperthermia - Tricyclic antidepressants, phenothiazines, anticholinergic medications, and alcohol.
- Cocaine, Amphetamines, and Salicylates may elevate body temperature.
- Intense shivering may occur as the patient is cooled. Use Benzodiazepines per sedation protocol
- Heat cramps consist of benign muscle cramping secondary to dehydration and is not associated with elevated temperature.
- Heat Exhaustion consists of dehydration, salt depletion, dizziness, fever, headache, cramping, nausea and vomiting. Vital signs usually
consist of tachycardia, hypotension, and an elevated temperature.
- Heat Stroke with hyperthermia and AMS or seizure and a temp > 103.
- If history of, or suspected substance abuse, initiate aggressive cooling measures and benzodiazepine use.

Protocol

Version
1/1/2018

Version 5/1/17

Hypotension Pedi
HISTORY:
- Vomiting
- Diarrhea
- Fever
- Infection
- Sick contacts
- PO intake
- Last wet diaper/urine output

Use Broselow tape to assist with
pediatric drug doses and
equipment sizes

In the presence of cardiogenic
shock limit fluids to 5-10ml/kg.
Early inotropic support

Signs and Symptoms:
- Restlessness, confusion, weaknesss
- Syncope
- Tachycardia
- Diaphoresis
- Pale, cool, clammy skin
- Delayed Capillary refill

Differential:
- Infection / Sepsis
- Dehydration
- Vomiting
- Diarrhea
- Congenital
- Medication or Toxin
- Anaphylaxis

It is imperative to maintain oxygenation/ventilation
in the pediatric patient prior to volume
replacement.

Cardiac

SBP < 70 + (age in years x 2)
Indication and the Target Goal

Trauma

LR Bolus 20ml/kg x 3 up to 2L max
Infuse rapidly over 5 minutes

NON-Cardiac
LR Bolus 20ml/kg x 3 up to 2L max
Monitor lung sounds if rales
develop stop fluid administration

If pt is still
hypotensive
despite
bleeding
control and
volume
resuscitation
CONSIDER

Contact Medical Control prn

PEARLS:
- Hypotension can be defined as a systolic BP < 70 + (Age x 2).
- Consider all possible causes of shock and treat as appropriate.
- Limit fluid bolus to 2 Liters.
- Circulating blood volume is approximately 80ml/kg.
- Aggressive fluid resuscitation within the first hour of resuscitation have the most optimal chance of survival and recovery.
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Seizure Pedi
HISTORY:
- Fever
- Prior history
- Seizure medications
- Reported seizure activity
- Recent head trauma
- Congenital abnormality
- Duration
- Diabetes

Signs and Symptoms:
- Altered mental status
- Sleepiness
- Incontinence
- Observed seizure activity
- Evidence of trauma
- Unconscious
- Seizure activity
- Hot dry skin or elevated body Temperature

Differential:
- CNS - head trauma, tumor, stroke
- Metabolic, hepatic, renal failure
- Hypoxia
- Electrolyte abnormality - Na, Ca, Mg,
K
- Drugs, medications, non-compliance
- Infection / fever
- Hyperthermia
- Hypoglycemia

Consider Spinal Motion Restriction

Airway Protocol

Active Seizure

Protect Patient From
Injury

Post-ictal

Altered Mental
Status Protocol

Contact Medical Control
prn

PEARLS:
- Status Epilepticus - Two or more successive seizures without a period of consciousness or recovery. This is a true emergency requiring
airway control, treatment, transport.
- Grand mal - Generalized associated with LOC, incontinence, and tongue trauma.
- Focal - Petit mal, affects only a part of the body and are not usually associated with a loss of consciousness.
- Jacksonian - Begin as a focal and become generalized.
- Addressing the ABCs, and verifying blood glucose is more important than stopping the seizure.
- Avoiding hypoxemia is extremely important.
- In an infant, a seizure may be the only evidence of a closed head injury.
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Overdose: Toxic Ingestion Pedi
HISTORY:
- Ingestion or suspected ingestion of a
possibly toxic substance
- Substance ingested, route, quantity
- Time of ingestion
- Reason
- Past medical history
- Medications in the home

Signs and Symptoms:
- Altered mental status
- Hypotension / hypertension
- Decreased respiratory rate
- Tachycardia, dysrhythmias
- Seizures

Narcotic

Tricyclic

Respiratory
Depression

Tachycardia
with wide QRS
> 0.12

Yes

Overdose
Beta-blocker
Calcium Channel Blocker

Organophosphates
Carbamates
WMD - Nerve Agents

Go to BB/CCB
Protocol

Atropine
0.02 mg/kg IV/IO
See above protocol for
severe cases

Yes
Sodium
Bicarbonate
1mEq/kg IV
repeat until
narrowing of
QRS

Naloxone
IV/IN 0.1mg/kg
May repeat x 1

Improved
respiration
EtCO2

No

Differential:
- Tricyclics
- Acetaminophen
- Stimulants
- Anticholinergics
- Cardiac medications
- Solvents, alcohols, cleaning agents
- Insecticides - organophosphates

Yes

No

Airway Adult
Protocol

Contact Medical control prn

PEARLS:
- Do not rely on patient history of ingestion especially in suicide attempts.
- Tricyclic - 4 major areas of toxicity - seizures, dysrhythmias, hypotension, decreased mental status or coma; rapid progression from alert
mental status to death.
- Depressants - decreased HR, decreased BP, decreased temperature, decreased respirations.
- Stimulants - increased HR, increased BP, increased temperature, dilated pupils, seizures.
- Anticholinergics - Increased HR, Increased temperature, Dilated pupils, Altered Mental Status.
- Solvents - nausea, vomiting, AMS.
- Consider contacting US/Texas Poison Control 1-800-222-1222.
- Nerve agent Kits contain 2mg of Atropine, 600mg of Pralidoxime in an auto-injector.
- May be carried by and /or received for use from HAZMAT team.
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Pain
Pain Control
Control Adult
Pedi
HISTORY:
- Age
- Location
- Drug Allergies
- Severity (1-10)
- Duration of problem.
- Past medical history.
- Medications.
- If language barrier Wong-Baker
Faces

Signs and Symptoms:
- Pain - Character
- Quality - sharp, dull, etc.
- Relation to movement, respiration
- Radiation.
- Guarding.
- Increased with palpation of area

Differential:
- Per the specific protocol
- Musculoskeletal
- Visceral (abdominal)
- Cardiac
- Pleural / respiratory
- Neurogenic
- Renal (colic)

Specific patient care protocol based on patient
complaint.
Pain severity > 2 and or patient request for pain
medication
Consider
Ondansetron 4
mg IVP For
Nausea
Associated With
Pain

BLS Pain Management
Maintain position of comfort
Immobilize/Splint Injuries when indicated
Utilize Cold Packs As Needed

Reasses q
5-10minutes
Pain Controlled

Continous
Assessment

Pain Continues

Contact Medical Control
prn

PEARLS:
- Pain severity 1-10 is a vital sign that MUST be documented.
- Maintain ABC's, monitor patient's ETCO2 if tachypneic.
- Atraumatic abdominal or back pain could indicate cardiac ischemia in some patients - Perform 12 lead ECG.
- Do not apply cold pack directly to skin.
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Psychiatric / Behavioral Pedi
HISTORY:
- Situational crisis
- Psychiatric illness/medication
- Injury to self or threats to others
- Substance abuse/overdose
- Diabetic

Signs and Symptoms:
- Anxiety, agitation, confusion
- Affect change, hallucinations
- Delusional thoughts, bizarre behavior
- Combative/Violent
- Expression of suicidal/homicidal thoughts

Differential:
- Hypoxia
- Alcohol Intoxication
- Toxin/substance abuse
- Medication effects/overdose
- Withdrawl symptoms
- Depression
- Bi-polar
- Anxiety disorder/schizophrenia

Remove patient from environment.
Verbal reassurance

Utilize Law
Enforcement As
Needed

AMS protocol

No

Threat to self or others

Suspected PCP (Angel dust) or K2 ingestion or
Excited Delerium

Yes

Check BGL

Yes

Physical
Restraint

No

Contact
Medical
control prn

PEARLS:
- Crew safety is Priority One.
- Control environmental factors and attempt to de-escalate verbally
- Always restrain patient in supine position and ensure that restraint method does not impede patient's ABC's
- Utilize least restricitve method of restraint that ensures patient and crew safety
- All restrained patients must be continuously monitored
- Be sure and consider all possible causes for behavioral problems and treat as appropriate.
- If the patient is suspected of agitated delirium and suffers cardiac arrest, consider fluid bolus and early sodium bicarbonate administration.
- Do not overlook the possibility of associated domestic violence or child abuse.
- Any patient who is handcuffed must be accompanied by Law Enforcement whenever possible
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Trauma: Extremity & Amputation Pedi
HISTORY:
- Mechanism of injury
- Time of injury
- Open vs closed wound / fracture
- Contamination
- Medical history
- Medications

NO

Signs and Symptoms:
- Pain / Swelling
- Deformity
- Altered sensation / motor function
- Diminished pulse / capillary refill
- Decreased extremity temperature

Single system trauma
Hemorrhaging?

YES

Fracture

BLS Pain
Management

Differential:
- Abrasion
- Contusion
- Laceration
- Sprain
- Dislocation
- Fracture
- Amputation

YES

Amputation

Control Hemorrhage
with pressure

Control Hemorrhage
with pressure

Bleeding slowed or
stopped?

Bleeding slowed or
stopped?

NO
Distal pulses present
Able to splint in
position found

Yes
Apply
appropriate
splint

CAT Tourniquet
Procedure

CAT Tourniquet
Procedure

No
Amputated part
present

Fracture
requires
manipulation

-

Apply
appropriate
splint
Contact
Medical
Control prn

NO

YES
Clean part
Wrap in NS soaked dressing
Place in air tight bag
Place bag in ice bath

Distal Wrist

NO

Appropriate
facility

YES
Transport to reimplantation
center
(contact comm. center for
currently available)

Contact
Medical
Control prn

PEARLS:
- Peripheral neurovascular status should be documented on all extremity injuries, and before and after splinting procedures.
- If pulseless extremity, a single attempt at realignment may be performed.
- In amputations, time is critical. Limit scene times.
- If an amputation is incomplete, splint affected digit or limb in physiologic position.
- Hip, knee and elbow fractures/dislocations have a high incidence of vascular compromise.
- Urgently transport any injury with vascular compromise.
- Blood loss may be concealed or not apparent with extremity injuries.
- Lacerations should be evaluated for repair as soon as possible after injury.
- C.A.T. Tourniquet is the preferred tourniquet.
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Clinical Indications:
• The patient with contraindications for RSI but with need for an airway.
• A spontaneously breathing patient in need of intubation, with inadequate
respiratory effort, evidence of hypoxia or carbon dioxide retention.

Clinical Contraindications:
• Suspected basilar skull fracture.
• Severe nasal or facial deformity.
• Children < 12 years of age.

Procedure:
• Oxygenate the patient 100%.
• Pre-medicate with Oxymetazoline - nasal spray 2-3x.
• Select the largest and least obstructed nostril, and insert a lubricated nasal
airway to help dilate the nasal passage.
• Select tube size and lubricate.
• Remove the nasal airway and gently insert the tube keeping the bevel of the tube
toward the septum.
• Continue to pass the tube, listening for air movement and looking for vapor
condensation in the tube.
• Gently and evenly advance the tube through the glottis opening on the
inspiration. This facilitates passage of the tube and reduces the incidence
of trauma to the vocal cords.
• Upon entering the trachea, the tube may cause the patient to cough, buck, strain,
or gag. Do not remove the tube! This is normal.
• Auscultate for bilaterally equal breath sounds and absence of sounds over the
epigastrium. Observe for symmetrical chest expansion. The 15mm adapter
usually rests close to the nostril with proper positioning.
• Inflate the cuff 10cc of air.
• Verify placement of ET through auscultation, capnography, pulse oximetry.
• Secure tube.
• It i s required to continuously monitor waveform capnography and
pulse oximetry throughout transport.
• Upon arrival at receiving facility intubation verification MUST be performed.

Clinical Indications:
• The inability to adequately ventilate a patient with a bag valve mask, or long
transport distances that require an advanced airway
• To provide controlled, precise oxygenation and ventilation
• To protect a patient without a gag reflex, who is unable to maintain a patent
airway.

Procedure:
•

•
•
•
•
•
•

•
•
•
•
•
•
•

Prepare position and oxygenate patient with 100% 02
o Passive oxygenation as patient condition permits.
o Do not forcibly ventilate the patient as this causes gastric distention.
Select proper ET tube (and stylette, if used), have suction ready.
Position patient in the "sniffing" position. For trauma patients maintain inline stabilization.
Using laryngoscope, visualize vocal cords. (Use of Sellick maneuver/BURP, to
assist)
Limit each intubation attempt to 30 seconds Maintain SP02 > 94%
Visualize tube passing through vocal cords.
Confirm placement by auscultating for bilateral breath sounds, checking Sp02
and by checking for presence of end-tidal C02
o If unsuccessful visualizing vocal cords bougie device should be deployed.
Continuously monitor if Sp02 begins to fall stop attempt and reoxygenate
patient. Attempt to maintain Sp02 > 94%.
o If there is continued difficulty or delayed time in securing the ET
tube use the King Airway per protocol.
o If King Airway fails, use BVM as rescue airway.
o If you cannot adequately ventilate the patient with a BVM
perform cricothyrotomy.
Once intubation is completed and tube placement is confirmed, inflate the
cuff and continue to ventilate with 100% oxygen via BVM or ventilator.
Secure ET tube in place.
Administration of appropriate pain and sedation medications.
Consider placing an NG or OG tube to clear stomach contents after the airway
is secured with an ET tube.
Upon arrival at the receiving facility perform intubation verification.
Document procedure and ALL attempts in the PCR.
Itis required to continuously monitor Capnography and Pulse
Oximetry throughout transport.

Clinical Indications:
• Failure to intubate after two attempts by air medical crew.
• Inability to adequately ventilate with a BVM.
• Appropriate intubation is impossible due to patient access or difficult airway anatomy.

ClinicalContraindications:
• Conscious patients.
• Patients under 4 feet.
• Known esophageal disease.

Procedure:
• Prepare, position and oxygenate the patient.
• Select proper tube size:
Pt Height
Size

Color

Air Volume

3

4-5 feet

Yellow

40-55 ml

4

5-6 feet

Red

50-70 ml

5

>6 feet

Purple

60-BOmL

• Lubricate with water based lubricant.
• Grasp the patients tongue and jaw, and pull forward using your gloved hand.
• Hold the king with the thumb over the gastric port.
• Gently insert the tube rotated laterally 45-90 degrees so that the blue orientation line is
touching the corner of the mouth. Once the tip is at the base of the tongue, rotate the tube
back to midline. Insert the airway untilthe base of the connector is in line with the teeth and
gums.
• Inflate the pilot balloon with the appropriate amount of air.
• Ventilate the patient while gently withdrawing the airway untilthe patient is easily ventilated.
• Auscultate for breath sounds and sounds over the epigastrium and look for the chest to rise
and fall.
• The large pharyngeal balloon secures the device.
• Continuously monitor waveform capnography and pulse oximetry.

  

    

 
      
        
         
       


         
     
       
  
        
        
       
     
            
     
       

Clinical Indications:
• Unstable patients with tachydysrhythmia - Rapid atrial fibrillation, supraventricular tachycardia,
ventricular tachycardia.
• Patient must have a pulse.

Procedure:
•
•
•
•
•

Apply defibrillation pads to the patient. Ensure the cables are connected to the monitor.
Place the cardiac monitor into synchronized cardioversion mode.
Set appropriate energy selection.
Clear all personnel from the patient.
Press the defibrillation button. It may take several cycles to synchronize with the HR so there
could be a delay in delivery of energy.
• If the patient's condition is unchanged repeat above using escalating energy.
• Consider medical control if unsuccessful.

 
           
  


             
     
              

  
  
            

           
    
  
        


                  
                     
             
             
                
  
               
                     
               
                
    
                       
             
      
   
   
   

 
                 
             
             
                   
              
        

  

  





 

  


 
 

 
 
   
              
    

 
                
                 
         
                
   
               
    
                
               
 
               
                
  

  

 
  



       
   
                
        
            

 
      
                    
               
                    
     
                  
   
                  
      

  
     
     
   


  
   
              
       

    

  
    
    

 
  




           

 
            
       

   

 


 


             
    
          

 
         
       
Glucagon (Glucagen)
Naloxone (Narcan)


     
    
    
           
            

           


  
    
             
     
             

              
        
      
 
            
    
      
       

   



 
    
 
   

      
        


       


     

     


      


   


          

      


  
 

   




   
   

 



 

 

   
            
  

 
    


       
                
                 
  
               
            
           
               
  

 
               
   


     
         




This page intentionally left blank.

This page intentionally left blank.

UNIVERSAL
PATIENT CARE

AIRWAY/
BREATHING

MEDICAL

CARDIAC

TRAUMA

IFT

OB/GYN

AIRWAY/BREATHING
 AIRWAY
 ASTHMA/COPD
 DROWNING/SUBMERSION INJURY
 FOREIGN BODY AIRWAY OBSTRUCTION
 POST INTUBATION MANAGEMENT
 PULMONARY EDEMA/CHF
 RAPID SEQUENCE INDUCTION
 VENTILATOR SUPPORT

CARDIAC
 ACUTE CORONARY SYNDROME
 ARREST
 BRADYCARDIA
 CARDIOGENIC SHOCK
 CARIDAC POST-RESUSCITATION
 CONGESTIVE HEART FAILURE
 TACHYCARDIA

IFT
 ACUTE ISCHEMIC STROKE
 EXISTING INFUSIONS
 LEVEL 1 CARDIAC
 SEPSIS

MEDICAL
 ALLERGIC REACTION
 ALTERED MENTAL STATUS
 BITES/ENVENOMATION
 DIABETIC EMERGENCY
 DIALYISIS/RENAL
 HYPERTHERMIA
 HYPOTENSION
 HYPOTHERMIA
 MODERATE SEDATION
 NAUSEA/VOMITING
 ORGANOPHOSPHATE POISONING
 OVERDOSE – BETA/CALCIUM CHANNEL BLOCKERS
 OVERDOSE/TOXIC INGESTION
 PAIN CONTROL
 POLICE CUSTODY
 PSYCHIATRIC
 SEPSIS – PRE HOSPITAL
 SEIZURE
 STROKE

OB/GYN
 CHILDBIRTH > 34 WEEKS
 PRE-TERM LABOR < 34 WEEKS
 HEMORRHAGE/ABRUPTION/PREVIA
 PRE-ECLAMPSIA/ECLAMPSIA/PIH
 NEWBORN CARE

TRAUMA
 TRUMATIC ARREST
 TRAUMATIC BRAIN INJURY
 TRAUMA CENTER TRIAGE
 BURNS – CHEMICAL
 BURNS – ELECTRICAL
 BURNS - THERMAL
 CRUSH INJURY > 4 HOURS/RHABDO
 EXTREMITY & AMPUTATION
 MULTISYSTEM TRAUMA
 START TRIAGE
 VASCULAR ACCESS

