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INTRODUCTION TO PROTOCOLS
These patient care protocols will go into effect November 1, 2016 for licensed EMS providers of
Hood River Fire Department, Parkdale Fire Department, Wy’East Fire District, Cascade Locks Fire
Department, West Side Fire Department, Mosier Fire District, Hood River Police Department, and
Hood River County Sheriff’s Office.
These protocols, I believe, are the best of their type. Where evidence has been available, the
protocol committee has drafted protocols that will assist us in providing excellent patient care.
Where evidence is lacking, we have relied on best practices, expert advice, and consensus to guide
the development of the protocol and procedure. These protocols are reviewed on a regular basis and
updated when necessary to reflect the advances in the art and science pertaining to the care of the
acutely ill and injured.
Remember that these protocols are guidelines. EMS is performed in a stressful environment with
time-critical decisions and no specific patient care matrix can be developed that will cover every type
of injury, illness, and complicating circumstances that EMTs will encounter while providing on-scene
care. It is our expectation that providers will use these protocols in conjunction with their training
and experience to do what is best for each patient. From time to time, it is expected that
circumstances will arise that are not covered within these protocols. In such instances, providers
should function within their scope of practice and use all available resources (including On-Line
Medical Control) to provide the best possible patient care.
Thanks to everyone who has provided assistance in protocol development and review. Anything that
is complex and includes detail is prone to errors. Please review these protocols carefully and route
any potential errors, unclear directions, or suggestions for improvement to your agency’s EMS
training officer.
As Supervising Physician of all Hood River County licensed EMS providers, I approve these protocols,
and authorize the EMS providers to operate under them.

__________________________________
Reetinder Virk, MD
Supervising Physician

_____________________
Date
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SCOPE OF PRACTICE (OAR 847-035-0030)
EMERGENCY MEDICAL RESPONDER (EMR) SCOPE OF PRACTICE
An Oregon-certified Emergency Medical Responder may perform the following emergency care procedures
without having signed standing orders from a supervising physician:
A. Conduct primary and secondary patient examinations;
B. Take and record vital signs;
C. Utilize noninvasive diagnostic devices in accordance with manufacturer’s recommendation;
D. Open and maintain an airway by positioning the patients head;
E. Provide external cardiopulmonary resuscitation and obstructed airway care for infants, children, and
adults;
F. Provide care for musculoskeletal injuries;
G. Assist with prehospital childbirth;
H. Complete a clear and accurate prehospital emergency care report form on all patient contacts and
provide a copy of that report to the senior emergency medical service provider with the transporting
ambulance.
An Oregon-certified Emergency Medical Responder may perform the following procedures only when the
EMR is providing emergency care as part of an agency which has a Board-approved supervising physician who
has issued written standing orders to the EMR authorizing the following:
A. Administer medical oxygen;
B. Maintain an open airway through the use of:
a. A nasopharyngeal airway device;
b. A noncuffed oropharyngeal airway device;
c. A pharyngeal suctioning device;
C. Operate a bag mask ventilation device with reservoir;
D. Provide care for suspected medical emergencies, including administering liquid oral glucose for
hypoglycemia;
E. Prepare and administer Aspirin by mouth for suspected myocardial infarction (MI) in patients with no
known history of allergy to Aspirin or recent gastrointestinal bleed;
F. Prepare and administer Epinephrine by automatic injection device for anaphylaxis;
G. Prepare and administer Naloxone via intranasal device or auto-injector for suspected opioid overdose;
and
H. Perform cardiac defibrillation with an automatic or semi-automatic defibrillator, only when the
Emergency Medical Responder:
a. Has successfully completed an Authority-approved course of instruction in the use of the
automatic or semi-automatic defibrillator; and
b. Complies with the periodic requalification requirements for automatic or semi-automatic
defibrillator as established by the Authority.
I. Perform other emergency task as requested if under the direct visual supervision of a physician and
then only under the order of that physician.
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SCOPE OF PRACTICE (OAR 847-035-0030)
EMERGENCY MEDICAL TECHNICIAN (EMT) SCOPE OF PRACTICE
An Oregon-certified EMT may perform emergency and nonemergency procedures. Emergency care
procedures shall be limited to the following basic life support procedures:
A. Perform all procedures that an Oregon-certified Emergency Medical Responder may perform;
B. Ventilate with a non-invasive positive pressure delivery device;
C. Insert a cuffed pharyngeal airway device in the practice of airway maintenance. A cuffed pharyngeal
airway device is:
a. A single lumen airway device designed for blind insertion into the esophagus providing airway
protection where the cuffed tube prevents gastric contents form entering the pharyngeal
space; or
b. A multi-lumen airway device designed to function either as the single lumen device when
placed in the esophagus, or by insertion into the trachea where the distal cuff creates an
endotracheal seal around the ventilatory tube preventing aspiration of gastric contents.
D. Perform tracheobronchial tube suctioning on the endotracheal intubated patient;
E. Provide care for suspected shock;
F. Provide care for suspected medical emergencies, including:
a. Obtain a capillary blood specimen for blood glucose monitoring;
b. Prepare and administer Epinephrine by subcutaneous injection, intramuscular injection, or
automatic injection device for anaphylaxis;
c. Administer Activated Charcoal for poisonings; and
d. Prepare and administer nebulized Albuterol treatments for known asthmatic and chronic
obstructive pulmonary disease (COPD) patients suffering from suspected bronchospasm.
G. Perform cardiac defibrillation with an automatic or semi-automatic defibrillator;
H. Transport stable patients with saline locks, heparin locks, foley catheters, or in-dwelling vascular
devices;
I. Assist the on-scene Advanced EMT, EMT-Intermediate, or Paramedic by:
a. Assembling and priming IV fluid administration sets; and
b. Opening, assembling and uncapping preloaded medication syringes and vials;
J. Complete a clear and accurate prehospital emergency care report form on all patient contacts;
K. Assist a patient with administration of sublingual Nitroglycerin tablets or spray and with metered dose
inhalers that have been previously prescribed by the patients personal physician and that are in the
possession of the patient at the time the EMT is summoned to assist that patient;
L. In the event of a release of organophosphate agents, the EMT who has completed Authority approved
training may prepare and administer Atropine Sulfate and Pralidoxime Chloride by auto injector, using
protocols approved by the Authority and adopted by the supervising physician;
M. In the event of a declared Mass Casualty Incident (MCI) as defined in the local Mass Casualty Incident
Plan, monitor patients who have isotonic intravenous fluids flowing.
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SCOPE OF PRACTICE (OAR 847-035-0030)
ADVANCED EMERGENCY MEDICAL TECHNICIAN (AEMT) SCOPE OF PRACTICE
An Oregon-certified AEMT may perform emergency and nonemergency procedures. Emergency care
procedures shall be limited to the following procedures:
A. Perform all procedures that an Oregon-certified EMT may perform;
B. Initiate and maintain peripheral intravenous (IV) lines;
C. Initiate saline or similar locks;
D. Obtain peripheral venous blood specimens;
E. Initiate and maintain an intraosseous infusion in the pediatric patient;
F. Perform tracheobronchial suctioning of an already intubated patient; and
G. Prepare and administer the following medications under specific written protocols authorized by the
supervising physician or direct orders from a licensed physician:
a. Physiologic isotonic crystalloid solutions;
b. Anaphylaxis: Epinephrine;
c. Antihypoglycemics:
i. Hypertonic glucose;
ii. Glucagon;
d. Vasodilators: Nitroglycerine;
e. Nebulized bronchodilators:
i. Albuterol;
ii. Ipratropium Bromide;
f. Analgesics for acute pain: Nitrous Oxide.

Hood River County EMS Protocols – Introduction

iii

SCOPE OF PRACTICE (OAR 847-035-0030)
EMERGENCY MEDICAL TECHNICIAN INTERMEDIATE (EMT-I) SCOPE OF PRACTICE
An Oregon-certified EMT-I may perform emergency and nonemergency procedures. Emergency care
procedures shall be limited to the following procedures:
A. Perform all procedures that an Oregon-certified AEMT may perform;
B. Initiate and maintain an intraosseous infusion;
C. Prepare and administer the following medications under specific written protocols authorized by the
supervising physician, or direct orders form a licensed physician:
a. Vasoconstrictors:
i. Epinephrine;
ii. Vasopressin;
b. Antiarrhythmics:
i. Atropine Sulfate;
ii. Lidocaine;
iii. Amiodarone;
c. Analgesics for acute pain:
i. Morphine;
ii. Nalbuphine Hydrochloride;
iii. Ketorolac Tromethamine;
iv. Fentanyl;
d. Antihistamine: Diphenhydramine;
e. Diuretic: Furosemide;
f. Intraosseous infusions anesthetic: Lidocaine;
g. Anti-Emetic: Ondansetron;
D. Prepare and administer immunizations in the event of an outbreak or epidemic as declared by the
Governor of the State of Oregon, the State Public Health Officer or a county health officer, as part of
an emergency immunization program, under the agency’s supervising physician’s standing order;
E. Prepare and administer immunizations for seasonal and pandemic influenza vaccinations according to
the CDC Advisory Committee on Immunization Practices (ACIP), and/or the Oregon Public Health
Officer’s recommended immunization guidelines as directed by the agency’s supervising physician’s
standing order;
F. Distribute medications at the direction of the Oregon Public Health Officer as a component of a mass
distribution effort;
G. Prepare and administer routine or emergency immunizations and tuberculosis skin testing, as part of
an EMS Agency’s occupational health program, to the EMT-Intermediate’s EMS agency personnel,
under the supervising physicians’ standing orders;
H. Insert an orogastric tube;
I. Maintain during transport any intravenous medication infusions or other procedures which were
initiated in a medical facility, if clear and understandable written and verbal instructions of such
maintenance have been provided by the physician, nurse practitioner, or physician assistant at the
sending medical facility.
J. Perform electrocardiographic rhythm interpretation; and
K. Perform cardiac defibrillation with a manual defibrillator.
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SCOPE OF PRACTICE (OAR 847-035-0030)
EMERGENCY MEDICAL TECHNICIAN PARAMEDIC (PARAMEDIC) SCOPE OF PRACTICE
An Oregon-certified Paramedic may perform emergency and nonemergency procedures. Emergency care
procedures shall be limited to the following procedures:
A. Perform all procedures that an Oregon-certified EMT-Intermediate may perform;
B. Initiate the following airway management techniques:
a. Endotracheal intubation;
b. Cricothyrotomy; and
c. Transtracheal jet insufflation which may be used when no other mechanism is available for
establishing an airway;
d. Initiate a nasogastric tube;
e. Provide advanced life support in the resuscitation of patients in cardiac arrest;
f. Perform emergency cardioversion in the compromised patient;
g. Attempt external transcutaneous pacing for bradycardia that is causing hemodynamic
compromise;
h. Perform electrocardiographic interpretation;
i. Initiate needle thoracostomy for tension pneumothorax in a prehospital setting;
j. Obtain peripheral arterial blood specimens under specific written protocols authorized by the
supervising physician;
k. Access indwelling catheters and implanted central IV ports for fluid and medication
administration;
l. Initiate and maintain urinary catheters; and
m. Prepare and initiate or administer any medication or blood product under specific written
protocols authorized by the supervising physician, or direct orders form a licensed physician.
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TRAINING REQUIREMENTS
STATE OF OREGON REQUIREMENTS
All Hood River County licensed EMS providers shall meet or exceed all continuing education requirements as
described in the current Oregon Administrative Rules (OAR 333-265-0110). The following shall be complete
every two years by each license holder:
 Emergency Medical Responder (EMT)
o Complete 12 hours of continuing education as specified in Appendix 1;
o Maintain current AHA Healthcare Provider card;
o Demonstrate skills competency in airway management & adjuncts, cardiac arrest
management, and splinting & immobilization.
 Emergency Medical Technician (EMT)
o Complete 24 hours of continuing education as specified in Appendix 1;
o Maintain current AHA Healthcare Provider card;
o Demonstrate skills competency in airway management & adjuncts, cardiac arrest
management, and splinting & immobilization.
 Advanced Emergency Medical Technician (AEMT)/Emergency Medical Technician Intermediate
o Complete 36 hours of continuing education as specified in Appendix 1;
o Maintain current AHA Healthcare Provider card;
o Demonstrate skills competency in airway management & adjuncts, cardiac arrest
management, splinting & immobilization and vascular access.
 Paramedic
o Complete 48 hours of continuing education as specified in Appendix 1;
o Maintain current AHA Healthcare Provider card;
o Demonstrate skills competency in airway management & adjuncts, cardiac arrest
management, splinting & immobilization, vascular access and chest decompression &
cricothyroidotomy.
HOOD RIVER COUNTY SPECIFIC REQUIREMENTS
In addition to the above continuing education requirements, all licensed EMS providers will be required to
complete the following Hood River County specific training requirements:
 Successful completion of Hood River County EMS Field Training Manuel
o All current and new licensed providers need to have completed manuals in their personal files.
 Completion of Hood River County Protocol Written Evaluation
o All licensed providers will complete a written evaluation when there are significant changes made
to the protocols.
 Emergency Medical Technician Intermediate (EMT-I)
o All EMT-I providers will be required to maintain current AHA Advanced Cardiac Life Support (ACLS)
certification.
 Emergency Medical Technician Paramedic
o All Paramedic providers will be required to maintain current AHA Advance Cardiac Life Support
(ACLS) and Pediatric Advance Life Support (PALS) certifications.
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PROTOCOL EXEMPTIONS
Due to the rising cost of medical supplies and equipment, the following protocol exemptions shall be made to
reasonably accommodate individual departments.


Agencies may choose to stock both Fentanyl (Sublimaze®) and Morphine Sulfate or choose to stock just
Fentanyl (Sublimaze®).



Agencies may choose to either stock King Airways® or i-Gel® airways.
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TREATMENT

ABDOMINAL PAIN
EMR/EMT TREATMENT:
A. Start Oxygen per General Airway Management Procedure.
B. Place patient in position of comfort.
C. Do not allow patient to eat or drink.
D. Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2).

AEMT TREATMENT:
A. Establish venous access.
B. If systolic blood pressure is less than 90 mmHg, follow Shock Protocol and initiate rapid transport. If
traumatic injury is suspected, enter patient into Trauma System. If patient has a suspected abdominal
aortic aneurysm, titrate IV to maintain systolic blood pressure of 90 mmHg. Consider 2nd IV.

INTERMEDIATE/RN/PARAMEDIC TREATMENT:
A. If unable to establish IV access, consider IO.
B. Attach cardiac monitor.
C. For pain control, give Fentanyl or Morphine per Pain Management Protocol, in non-traumatic abdominal
pain.

PEDIATRIC PATIENTS:
A. Consider non-accidental trauma.
B. Closely monitor vital signs as blood pressure may drop quickly.
C. For pain control, give Fentanyl or Morphine per Pain Management Protocol, in non-traumatic abdominal
pain. (I/RN/P)

NOTES & PRECAUTIONS:
A. Abdominal pain may be the first sign of catastrophic internal bleeding (ruptured aneurysm, liver, spleen,
ectopic pregnancy, perforated viscera, etc).
B. Since the bleeding is not apparent, you must think of volume depletion and monitor the patient closely for
signs of shock.

KEY CONSIDERATIONS:
 Inferior MI
 Recent trauma
 Last meal
 Ruptured spleen or liver

 Ectopic pregnancy
 Perforated viscera
 Bowel movements
 GI bleed
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Abdominal aortic aneurysm
Emesis type and amount
Urinary output
Abnormal vaginal bleeding
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ALLERGIC REACTIONS
EMR TREATMENT:
A. Keep patient calm and provide reassurance that appropriate care is underway.
B. Start Oxygen per General Airway Management Procedure.
C. May assist with patient’s own Epi Pen.
D. Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2).

EMT TREATMENT:
A. If signs of significant respiratory distress are present administer 1:1,000 Epinephrine 0.3-0.5 mg (adult),
0.2-0.3 mg (pediatric), 0.1 mg (infant) SQ or IM. The IM administration route is preferred. May repeat
once. Contact OLMC for additional doses.
B. Continue appropriate respiratory and cardiac support.
C. If patient is wheezing or has poor air movement, administer nebulized Albuterol 2.5 mg “fish,” repeat as
needed.
D. Prepare for immediate transport.

AEMT TREATMENT:
A. Establish IV access.
B. If systolic blood pressure less than 90 mmHg, treat with fluid challenge per Shock Protocol.

INTERMEDIATE/RN TREATMENT:
A. If unable to establish IV access, consider IO.
B. Attach cardiac monitor.
C. If Albuterol has not been started, administer nebulized DuoNeb once. Subsequent treatments shall be
Albuterol 2.5 mg “fish,” repeat as needed.
D. Consider Diphenhydramine 25-50 mg IM/IV/IO. For allergic reactions without respiratory involvement,
Diphenhydramine may be administered if deemed necessary.

PARAMEDIC TREATMENT:
A. If respiratory distress or stridor is present, consider intubation early.
B. If no improvement noted repeat 1:1,000 Epinephrine every 5 minutes.
C. If patient continues to exhibit signs of respiratory distress, administer Dexamethasone 10 mg IV/IO slowly
over 1-2 minutes. May be given IM. May also be given for allergic reactions without respiratory
involvement if deemed necessary.

PEDIATRIC PATIENTS (INTERMEDIATE/PARMEDIC):
A. If signs of significant respiratory distress are present administer 1:1,000 Epinephrine 0.01 mg/kg SQ to a
maximum dose of 0.3 mg (0.3 cc). May repeat once.
B. If patient exhibits signs of progressive anaphylaxis and/or significant respiratory distress:
a. With normal perfusion, administer 1:1,000 Epinephrine 0.01 mg/kg SQ to a maximum of 0.3 mg
(0.3 cc).
b. With diminished perfusion administer:
i. 1:1,000 Epinephrine 0.01 mg/kg SQ/IM to a maximum of 0.3 mg (0.3 cc) OR
ii. 1:10,000 Epinephrine 0.01 mg/kg IV/IO to a maximum of 0.1 mg (1.0 cc)
iii. Treat with fluid challenge per Shock Protocol.
c. If no improvement noted repeat Epinephrine every 5 minutes.
d. Pediatric Epi Pen may be used per manufacturer’s recommendations.
C. Consider Diphenhydramine 1 mg/kg to a maximum of 50 mg IM or IV/IO.
D. If patient continues to exhibit signs of respiratory distress, administer Dexamethasone 0.6 mg/kg IV/IO
slowly over 1-2 minutes, do not exceed adult dose.
E. Consider Albuterol 2.5 mg “fish” via nebulizer.

Hood River County EMS Protocols – Treatment

2

ALLERGIC REACTIONS Cont.
NOTES & PRECAUTIONS:
A. Allergic reactions, even systemic in nature, are not necessarily anaphylaxis. Treatment may not be
indicated if only hives and itching are present. Management should be based on severity and rapid onset
of symptoms and patient presentation.
B. Epinephrine increases cardiac work load and may cause angina or AMI in some individuals.
C. Common side effects of Epinephrine include anxiety, tremor, palpitations, tachycardia, and headache
particularly with IV administration.
D. Epinephrine should not be given unless signs of cardiovascular collapse or respiratory distress are present.

KEY CONSIDERATIONS:
 Toxic exposure
 Dyspnea or hives
 Chest or throat tightness

 Insect bites
 Abdominal cramps
 Swelling, numbness
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ALTERED MENTAL STATUS
EMR TREATMENT:
A. Start Oxygen per General Airway Management Procedure.
B. Patient assessment should include ABC’s and GCS or AVPU.
C. Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2).
 Opiate Overdose
a. If opiate intoxication is suspected, administer Naloxone 0.4 mg IN or auto injector. Dose may
be repeated every two minutes up to 2 mg, titrating to respiratory rate.
D. If other specific cause of altered mental status is known (i.e. seizure, stroke, poisoning) follow appropriate
protocol.

EMT TREATMENT:
A. If patient is obtunded, unable to protect airway and has no gag reflex, consider placing Supraglottic Airway
to secure airway per Airway Management Protocol.
B. If aggressive airway management is not required, place the unconscious patient on side in the recovery
position.
 Hypoglycemia
a. Determine blood glucose level. If less than 60 mg/dl, give Oral Glucose if patient can protect
own airway. Contact OLMC prior to administration for patients with suspected stroke.

AEMT TREATMENT:
A. Establish IV access.
B. If systolic blood pressure less than 90 mm/Hg, treat with fluid challenge per Shock Protocol.
 Hypoglycemia
a. Determine blood glucose level. If less than 60 mg/dl:
A. If patient can protect own airway give Oral Glucose.
B. If patient is unable to protect own airway, give 25 gm (50 cc) of Dextrose 50%.
b. Repeat blood glucose level after 10 minutes and repeat treatment if it remains low.
c. If no IV access can be established, give Glucagon 1 mg IM.
 Opiate Overdose
a. If opiate intoxication is suspected, administer Naloxone 0.4 mg IV/IN. Dose may be repeated
every two minutes up to 2 mg, titrating to respiratory rate. If no improvement and opiate
intoxication is still suspected, repeat Naloxone 2 mg every 3-5 minutes up to a maximum of 8
mg.

INTERMEDIATE/RN TREATMENT:
A. If unable to establish IV access, consider IO.
B. Attach cardiac monitor. Treat dysrhythmias per appropriate protocol.

PARAMEDIC TREATMENT:
A. Consider 12-Lead ECG.
B. Consider intubation if GCS is less than 8.
C. If patient is combative consider sedation with Midazolam per Restraint of Patient Protocol.
D. If history or presentation indicates ETOH abuse or malnutrition, administer Thiamine 100 mg IM/IV.
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ALTERED MENTAL STATUS Cont.
PEDIATRIC PATIENTS (INTERMEDIATE/PARAMEDIC):
A. Consider etiology and treat per appropriate protocol (i.e. shock, toxic exposure, seizure, poisonings and
overdoses, etc).
B. If suspected hypoglycemia, determine blood glucose level.
 Patients less than 4 kg (birth to 1 month) with CBG less than 40 mg/dl:
a. Give oral glucose if patient can protect own airway.
b. If patient is unable to protect own airway, establish IV access, and give 0.25 gm/kg
(2 cc/kg) of Dextrose 12.5%. May repeat once.
 Patients 4 kg-36 kg (1 month to adolescence) with CBG less than 40 mg/dl:
a. Give oral glucose if patient can protect own airway.
b. If patient is unable to protect their own airway, establish IV access and give 0.5 gm/kg
(2 cc/kg) of Dextrose 25%. May repeat once.
C. If no IV/IO access and patient is unable to protect own airway, administer Glucagon 0.5 mg IM for patients
<20 kg and Glucagon 1 mg IM for patients > 20kg.
D. If suspected opiate overdose, administer Naloxone 0.1 mg/kg IV/IO to a maximum of 2 mg. If no
improvement and opiate intoxication is still suspected, may repeat every 3-5 minutes, to a maximum of
2 mg. DO NOT GIVE NALOXONE TO A NEWBORN, with suspected opiate dependence.

NOTES & PRECAUTIONS:
A. If patient is disoriented, think of medical causes.
B. If patient is suicidal do not leave alone.
C. All patients in restraints must have vitals closely monitored.

KEY CONSIDERATIONS:
 Needle tracks
 Previous Psych disorder
 Medication reactions
 Suicidal ideas

 Medic Alert tags
 ETOH or drug ingestion
 Recent head trauma
 Hot/cold emergencies
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BEHAVIORAL/PSYCHIATRIC
EMR/EMT/AEMT/INTERMEDIATE/RN TREATMENT:
A. ALWAYS PROTECT YOURSELF AND YOUR CREW when managing the patient who is emotionally unstable
and/or displays behavior that may be dangerous to self and/or others.
B. Do not spend time attempting an extensive psychiatric evaluation at the scene.
C. The major responsibilities of EMS personnel is to:
a. Establish whether the patient is a threat to self or others.
b. Quickly assess and provide appropriate treatment for any associated illness, injury, poisoning, or
underlying medical conditions.
c. Transport the patient as quickly as possible to the appropriate facility without causing further
emotional or physical harm to the patient.

PARAMEDIC TREATMENT:
A. If patient is suffering from emotional upset or acute anxiety, consider administering Midazolam 2-10 mg
IV/IM/IN.
B. If patient is combative consider sedation with Midazolam per Restraint of Patient Protocol.

PEDIATRIC PATIENTS:
A. For out of control pediatrics, consider OLMC consultation:
a. Consider administering Midazolam 0.05-0.1 mg/kg IV/IM/IN. For children <6 y/o total max dose is
6 mg. For children >6 y/o total max dose is 10 mg or Ketamine 1-2 mg/kg IV or 4 mg/kg IM.

NOTES & PRECAUTIONS:



If the patient refuses to be treated or transported, contact dispatch for law enforcement and mental
health assistance. Contact OLMC for further instructions.
Always request law enforcement for assistance with any patient who displays violent or suicidal behavior.

KEY CONSIDERATIONS:
 Previous Psych disorders
 Suicidal ideas

 ETOH or drug ingestion
 Head trauma
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BURNS
EMR/EMT TREATMENT:
A.
B.
C.
D.
E.
F.
G.
H.
I.
J.

K.

L.

M.

STOP THE BURNING PROCESS!
Remove the patient from the source of the burn if you can do so safely.
Start Oxygen per General Airway Management procedure. High flow O2 is recommended for CO poisoning.
Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2).
Remove jewelry and clothing that is smoldering or which is non-adherent to the patient.
Wrap the disrobed patient in clean, dry sheets and/or dressings. Wrap burned limbs and digits separately
so that tissues do not become adherent.
Conserve patients body heat with sheets/blankets (avoid cold/ice for large area burns).
Do not break blisters or apply ointments, creams, or sprays to any burned area.
Look for additional trauma.
If the patient has the following, transport to the Burn Center:
a. Total burn that is 15% or more of body surface area.
b. Full thickness burn greater than 5% of body surface area.
c. Burns with inhalation injuries.
d. Electrical burns.
e. Facial burns or burns to hands, feet, genitalia or circumferential burns.
f. Burns in high risk patients (pediatrics, elderly, significant cardiac or respiratory problems).
g. Trauma system patients with burns meeting the above criteria.
Chemical Burns
a. Identify chemical if possible.
b. Consider Haz-Mat response.
c. Protect yourself from contamination.
d. Flush contaminated areas with copious amounts of water.
e. If chemical is dry, carefully brush off prior to flushing.
f. If available, get MSDS; follow MSDS recommended procedure.
g. Contact poison control early: 1-800-222-1222.
Electrical Burns
a. Protect yourself from harm.
b. Apply sterile dressings to entry and exit wounds.
c. Remember that electrical burns are frequently more severe than they appear.
Monitor respiratory status closely!

AEMT TREATMENT:
A. Establish IV access (2 large bore IV’s if possible). Start IV’s as far from the burn as possible, but if necessary,
it may be started through the burned tissues.
B. Run the IV wide open if pulmonary edema is NOT present; monitor lung sounds.

INTERMEDIATE/RN TREATMENT:
A. If unable to establish IV access, consider IO.
B. Attach cardiac monitor. Treat dysrhythmias per appropriate protocol.
C. For pain control, administer Morphine 2-5 mg IV/IO every 3-5 minutes, to a max of 20 mg. May consider
Fentanyl as alternate to Morphine. Start at 25 mcg IV/IO, titrating to desired effect. May repeat every 3-5
minutes as needed. Titrate to pain and vital signs.

PARAMEDIC TREATMENT:
A. Consider intubation early in high risk patients per Airway Management Protocol.
B. Consider cyanide poisoning. Alert OLMC early if indicated.
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BURNS Cont.
PEDIATRIC PATIENTS:
A. Consider possibility of non-accidental cause in children.
B. For pain control, administer Fentanyl 1-2 mcg/kg IV/IO, may repeat 0.5-1 mcg/kg every 3-5 minutes as
needed. Titrate to pain and vital signs.

NOTES & PRECAUTIONS:
A. DO NOT!: Apply ice directly to skin, break blisters, remove material that firmly adheres to burned skin or
use ointments, creams or sprays on any burn that will require further medical treatment.
B. Remove rings or other constricting items immediately.
C. Be prepared to RSI early to control airway if necessary.
D. For firefighters, consider the potential for other traumatic injury or MI.

KEY CONSIDERATIONS:
 Enclosed space
 Past medical history
 Extent of burns

 Lung sounds
 CO/Cyanide poisoning
 Rule of Nines

 Possibility of inhaled toxins
 Evidence of respiratory burns
 Explosion or trauma injuries

RULE OF NINES:

Hood River County EMS Protocols – Treatment

8

CARDIAC ARREST – CPR/AED
AHA CPR/AED GUIDELINES
Recommendations
Component

Recognition of
cardiac arrest

Activation of
emergency
response
system

Compressionventilation
ratio without
advance
airway
Compressionventilation
ratio with
advance
airway
Compression
Rate
Compression
Depth

Hand
Placement

Adults and
Adolescents

Infants
(Age less Than 1 Year,
Excluding Newborns)

Children
(Age 1 Year to Puberty)

Check for responsiveness
No breathing or only gasping (i.e., no normal breathing)
No definite pulse felt within 10 seconds
(Breathing and pulse check can be performed simultaneously in less than 10 seconds)
If you are alone with no mobile
phone, leave the victim to
activate the emergency
response system and get the
AED before beginning CPR.

Witnessed Collapse
Follow steps for adults and adolescents on the left

Otherwise, send someone and
begin CPR immediately; use the
AED as soon as it is available.

Unwitnessed Collapse
Give 2 minutes of CPR
Leave the victim to activate the emergency response system
and get the AED.
Return to the child or infant and resume CPR;
use the AED as soon as it is available

1 rescuer
Hands-Only

1 rescuer
30:2

2 rescuers
30:2

2 or more rescuers
15:2
Continuous compressions at a rate of 100-120/min
Give 1 breath every 6 seconds (10 breaths/min)
100-120/min

At least 2 inches (5 cm)

2 hands on the lower half of the
breastbone (sternum)

At least 1/3 AP diameter of chest
About 2 inches (5 cm)

2 hands or 1 hand (optional for
very small child) on the lower
half of the breastbone (sternum)

At least 1/3 AP diameter
About 1.5 inches (4 cm)
1 rescuer
2 fingers in the center of
the chest, just below the
nipple line
2 or more rescuers
2 thumb-encircling hands
in the center of the chest,
just below the nipple line

Chest Recoil

Allow full recoil of chest after each compression; do not lean on the chest after each compression

Compression
Interruptions

Limit interruptions in chest compression to less than 10 seconds
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CARDIAC ARREST
EMR TREATMENT:
A.
B.
C.
D.
E.
F.
G.
H.

Initiate chest compressions, following AHA CPR/AED Guidelines.
Call for ALS backup.
Initiate passive oxygenation with high flow O2 at 15 LPM via nasal cannula.
Suction airway as needed to clear the airway without pausing compressions.
Perform CPR until AED is available or perfusion is restored.
Defibrillation should be initiated as soon as the AED is attached and a shockable rhythm is recognized.
After two minutes of passive oxygenation, place an OPA and ventilate using a BVM.
Prepare for transport if ALS arrival is not eminent.

EMT TREATMENT:
A. Follow Cardiac Arrest Team Resuscitation procedure.
B. Consider placement of a Supraglottic Airway without pausing compressions.

AEMT TREATMENT:
A. Establish IV/IO access.
B. Prepare patient for immediate transport.

INTERMEDIATE/RN TREATMENT:
A. If IV access is not established, place IO.
B. Follow Cardiac Arrest Algorithm.

PARAMEDIC TREATMENT:
A. Consider establishing an advanced airway via endotracheal intubation without pausing compressions.

NOTES & PRECAUTIONS:
A. If unwitnessed arrest, unknown downtime, and no obvious signs of death, proceed with resuscitation and get
further information for family/bystanders.
B. Contact OLMC for advice on continuing resuscitation.
C. If history of traumatic event, consider Death in the Field protocol.
D. Use waveform Capnography to confirm and monitor PEAD/ET placement and CPR effectiveness.
E. Consider and treat other possible causes (H’s & T’s)











Acidosis – Sodium Bicarbonate 1 mEq/kg IV/IO
Cardiac Tamponade – Initiate rapid transport
Hyperkalemia – Treat per Hyperkalemia Protocol
Hypothermia – Treat per Hypothermia Protocol
Hypovolemia – Treat with fluids per Shock Protocol
Hypoxia – Oxygenate and ventilate
Pulmonary Embolus – Initiate rapid transport
Tension Pneumothorax – Needle decompression
Tri-Cyclic Antidepressant Overdose – Sodium Bicarbonate 1 mEq/kg IV/IO
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CARDIAC ARREST Cont.
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CARDIAC ARREST Cont.
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CARDIAC ARREST POST RESUSCITATION (ROSC)

NOTES & PRECAUTIONS:
A. Hyperventilation reduces venous return and may cause hypotension. Additional causes of postresuscitation hypotension include hypovolemia and pneumothorax especially in the presence of positive
pressure ventilation.
B. The condition of post-resuscitation patients fluctuates rapidly and they require close monitoring.
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CARDIAC DYSRHYTHMIAS
EMR/EMT/AEMT TREATMENT:
A.
B.
C.
D.
E.
F.

Start Oxygen per General Airway Management procedure.
Place patient in position of comfort.
Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2).
Call for ALS backup.
If patient is unable to protect airway, consider placing a Supraglottic Airway. (EMT/AEMT)
Establish IV access. (AEMT)

INTERMEDIATE/RN/PARAMEDIC TREATMENT:
A.
B.
C.
D.

If unable to establish IV access, consider IO.
Attach cardiac monitor.
Obtain 12-lead ECG.
Follow appropriate Cardiac Dysrhythmia Algorithm.

KEY CONSIDERATIONS:





Pain evaluation (PQRST)
Speed of onset
Fever or recent illness
Palpitations






Nausea and vomiting
Previous MI
Medical history
Shortness of breath
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CARDIAC DYSRHYTHMIAS - Bradycardia

NOTES & PRECAUTIONS:
A. Bradycardia may be protective in the setting of cardiac ischemia and should only be treated if associated
with serious signs and symptoms of hypoperfusion. Increasing heart rate may worsen ischemia or increase
infarct size.
B. Immediate TCP can be considered in unstable patients when vascular access is not available.
C. If capture is achieved with TCP and patient is experiencing discomfort administer Midazolam.
D. Atropine will likely be ineffective in heart transplant recipients because they lack vagal innervation. 3rd
degree heart blocks with a wide complex QRS (>0.12 sec) are less likely to respond to Atropine than those
with a narrow complex.
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CARDIAC DYSRHYTHMIAS – Bradycardia Cont.
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CARDIAC DYSRHYTHMIAS – Tachycardia

NOTES & PRECAUTIONS:
A. In stable wide complex tachycardia which is monomorphic, consider Adenosine if SVT with aberrancy is
suspected.
B. If the patient is asymptomatic, tachycardia may not require treatment in the field. Continue to monitor the
patient for changes during transport. The acceptable upper limit for heart rate for sinus tachycardia is 220
minus the patient’s age.
C. If pulseless arrest develops, follow Cardiac Arrest protocol.
D. All doses of Adenosine should be reduced to one-half (50%) in the following clinical settings:
a. History of cardiac transplantation.
b. Patients who are on carbamazepine (Tegretol) and dipyridamole (Persantine, Aggrenox).
c. Administration through any central line.
E. Adenosine may initiate atrial fibrillation with rapid ventricular response in patients with Wolff-ParkinsonWhite syndrome.
F. Adenosine should be used with caution in patients with asthma as it may cause a reactive airway response
in some cases.
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CARDIAC DYSRHYTHMIAS – Tachycardia Cont.
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CHEST PAIN
EMR TREATMENT:
A.
B.
C.
D.
E.
F.

Start Oxygen per General Airway Management Procedure.
Place patient in position of comfort.
Do not allow patient to eat or drink.
Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2).
Administer Aspirin 324 mg orally unless contraindicated.
Call for ALS backup.

EMT TREATMENT:
A. If an acute ischemic event is suspected, obtain 12-lead ECG if available (target is within 5 minutes of
patient contact) for incoming ALS unit or transmit to OLMC for evaluation. This may be done concurrently
with other treatment and should not delay treatment or transport. If 12-lead ECG is positive for STEMI,
printout will read ***ACUTE MI SUSPECTED***.
a. Initiate Hood River County STEMI checklist.
b. Contact OLMC and speak directly with on duty physician and transmit ECG to ER if possible.
c. Arrange for aeromedical transport.
B. May assist with patients own prescribed Nitroglycerin if not contraindicated.

AEMT TREATMENT:
A. Establish venous access.
B. If blood pressure is over 120 mmHg systolic, and no other contraindications are present, administer
Nitroglycerin 0.4 mg sublingual. Repeat every 5 minutes until chest pain is relieved or 3 doses reached.
C. If blood pressure drops below 100 mmHg systolic after Nitroglycerin, administer a 250 cc normal saline
bolus.

INTERMEDIATE/RN TREATMENT:
A. If unable to establish IV access, consider IO.
B. Attach cardiac monitor.
C. Check bilateral blood pressures if suspected dissecting aortic aneurysm is present.
D. For pain control, give Fentanyl or Morphine per Pain Management Protocol.

PARAMEDIC TREATMENT:
A. Interpret 12-lead ECG, if print out reads ***ACUTE MI SUSPECTED*** or if ST segment elevation is greater
than 1mm (1 small box) in two or more contiguous leads, initiate STEMI treatment per checklist.
B. If no ST segment elevation or unable to determine, continue to treat and transport to local ER.
C. For persistent chest pain and high index of suspicion of cardiac cause, do serial ECG every 10 minutes.
D. Consultation with OLMC should be utilized at any time if STEMI is a potential.
E. If Inferior STEMI is determined, systolic blood pressure must be >140 mmHg to administer Nitroglycerin.
F. If hypotension/cardiogenic shock are present, treat per Shock Protocol.
G. Treat any dysrhythmias per appropriate Cardiac Dysrhythmia Protocol.
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CHEST PAIN Cont.
PEDIATRIC PATIENTS:
A. Consider pleuritic causes or trauma.
B. Contact OLMC for advice.

NOTES & PRECAUTIONS:
A. Do not delay administration of Aspirin to obtain 12-lead ECG.
B. Nitroglycerin administration to patients with an acute inferior myocardial infarction should be considered
if systolic BP >140 mmHg with close monitoring of vital signs and rhythm. Nitroglycerin in these patients
may result in symptomatic hypotension and/or shock, which should be treated with fluids and positioning.

KEY CONSIDERATIONS:





Pain evaluation (OPQRST)
Diaphoresis
Fever or recent illness
JVD






Nausea and vomiting
Previous MI
Other medical history
Peripheral edema






Shortness of breath
Angina
Medications and allergies
Lung sounds

FIELD IDENTIFIED ST-ELEVATION MI (STEMI):
Indications: 12-lead ECG with:
 Automatic ECG interpretation of ***ACUTE MI SUSPECTED***
 Paramedic interpretation of probable STEMI
o 1mm ST elevation in two contiguous limb leads or 2mm elevation in two contiguous chest leads.
o No LBBB or paced rhythm

Actions:






Initiate Hood River County STEMI Checklist
Rapid transport to destination hospital ED with interventional capability via aeromedical or ground
transportation.
Early notification of destination and advice receiving hospital of “STEMI patient.”
If available, transmit 12-lead ECG’s to destination hospital.
Non-diagnostic ECG with potential “imitators” of ACS or ECG’s that are clinically concerning should be
transmitted without STEMI activation. If transmission is unavailable, describe ECG to receiving hospital or
contact OLMC. These “imitators” may include:
▪ Left or Right Bundle Branch Block
▪ Left ventricular hypertrophy
▪ SVT with aberrancy
▪ Paced rhythms
▪ Pericarditis
▪ Benign early repolarization
▪ Digitalis effect
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CHILDBIRTH/OB GYN EMERGENCIES
EMR/EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC TREATMENT:
A.
B.
C.
D.

E.

F.

G.

H.

I.

J.

Start Oxygen per General Airway Management Procedure.
Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2).
Establish venous access if time allows and treat for shock per Shock Protocol. (AEMT/I/RN/P)
Normal Childbirth
a. Use sterile and clean technique.
b. Guide/control but do not hurry or retard delivery.
c. Check for cord around neck and remove if present.
d. Suction only if obvious signs of obstruction to spontaneous breathing or requiring positive
pressure ventilation.
e. Wait 1 minute from delivery, then clamp and cut cord and dry infant in babies not requiring
resuscitation. Keep infant level with mother’s heart until cord is cut.
f. If child does not need treatment, place on mother’s chest and cover to maintain warmth.
g. Assess APGAR at one and five minutes after birth.
h. If infant needs resuscitation, follow Neonatal Resuscitation protocol.
i. Massage uterus to encourage contractions and prevent bleeding. Do not delay transport to deliver
the placenta.
Arm or Leg Presentation
a. Place mother in knee-chest position and transport immediately to nearest hospital.
b. Call OLMC early.
Breech Presentation (Buttocks first)
a. If delivery is imminent, prepare the mother as usual and allow the buttocks and trunk to deliver
spontaneously.
b. Support the body while the head delivers.
c. If the head does not deliver within three minutes suffocation can occur. Place two fingers of a
gloved hand into the vagina to keep the vaginal wall away from the baby’s face.
d. Transport mother in knee-chest position.
e. Call OLMC early.
Prolapsed Cord
a. Place mother in knee-chest position or with hips elevated on pillows.
b. With a gloved had gently attempt to push the baby back up the vagina several inches to relieve
the pressure the baby’s head places on the cord.
c. Do not attempt to push the cord up the vagina.
d. Assess for the presence of pulse in the umbilical cord and cover exposed part with moist dressings.
e. Transport immediately to the nearest hospital and call OLMC early.
Vaginal Bleeding/Abruptio Placenta/Placenta Previa/Ectopic Pregnancy/Spontaneous Abortion
a. Treat per Shock protocol if necessary.
b. Transport patient in position of comfort or on left side with knees bent.
c. Use trauma pads to absorb bleeding; do not place anything into the vagina.
d. Transport immediately to the nearest hospital.
Trauma During Pregnancy
a. Treat the mother first. The best way to keep fetus viable is to keep mother viable.
b. Treat per Shock protocol if necessary.
Rape
a. Be sensitive to patients fear. Have a female present if possible during treatment and transport.
b. No need to examine patient unless medically indicated.
c. Don’t allow the patient to wash, douche, or go to the bathroom.
d. Transport gently and quietly unless patients injuries indicate the need for more aggressive care.
e. The EMT doesn’t need to investigate the incident; limit questioning to that needed to determine
your course of treatment. Document well what is said and what is seen.
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CHILDBIRTH/OB GYN EMERGENCIES Cont.
TREATMENT CONT.
K. Toxemia of Pregnancy (Pre-Eclampsia)
a. Treat per Shock Protocol if necessary.
b. If patients’ blood pressure is >140/90, contact OLMC to administer Labetalol 20 mg IV/IO over 1-2
minutes. (P)
c. If patients is seizing, administer Magnesium Sulfate 4 gm 10% solution IV/IO infused over 4
minutes. (P)
d. If Magnesium Sulfate bolus does not stop seizure, administer Midazolam 2-10 mg IV/IO. (P)

NOTES & PRECAUTIONS:
A. Delivery may be considered imminent if contractions are consistent and <2 minutes apart, if the mother
feels a need to move her bowels, or if crowning is occurring. If the mother says the baby is coming, believe
her.
B. If thick meconium is present, and resuscitation is needed, follow Suctioning procedure. Contact OLMC
early for advice.
C. Always consider the possibility of ectopic pregnancy in a woman of child bearing age (13-55) with
abdominal pain or vaginal bleeding.

KEY CONSIDERATIONS:





Due date/prenatal care
Single or multiple birth
Vaginal bleeding
Edema or hypertension






Last menstrual period
Fetal heart tones
Contractions
Abdominal pain






Previous childbirth history
Ruptured membranes
Cramping
Seizures

APGAR SCORE:
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CRUSH INJURY/ENTRAPMENT
EMR/EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC TREATMENT:
A.
B.
C.
D.
E.
F.
G.
H.

I.
J.
K.
L.
M.
N.

Start Oxygen per General Airway Management procedure.
Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2).
Establish venous access. (AEMT/I/RN/P)
If unable to establish IV, consider IO. (I/RN/P)
Protect patient from environment (rain, snow, direct sun, etc.). If applicable, begin warming methods to
prevent hypothermia (warm blankets, warm IV fluids, heated air with blower).
Plan extrication activities to allow for periodic patient assessment. Plan for occasional extrication
equipment “shut down” to assess vital signs.
Carefully track vitals, IV/IO fluids, and medications during extrication.
Evaluate degree of entrapment and viability of extremities (absent pulse, blanched skin, capillary refill,
diminished sensation, extremely cold to the touch). If one or more extremities are trapped and circulation
is compromised or absent consider the placement of a constricting band per Tourniquet Procedure to
inhibit rapid venous return to the central circulatory system of potassium, lactic acid, and myoglobin upon
extrication. Contact OLMC for direction.
Carefully assess collateral injuries that may have occurred during event.
If patient is trapped in a heavy dust environment, consider methods to provide filtered oxygen to the
patient. If patient is in respiratory distress consider dust impaction injuries.
During extrication of a severely trapped patient who is at risk for crush syndrome, administer 1000-2000 cc
NS via IV/IO bolus, then maintain at 500 cc/hr.
Contact OLMC for consideration of Sodium Bicarbonate to buffer acid release form anaerobic metabolism.
For pain control, administer Fentanyl or Morphine per Pain Management Protocol.
Consider calling OLMC for a Field Surgeon for entrapped patients that may need field amputation to
extricate.

NOTES & PRECAUTIONS:
A. Do not allow any personnel into extrication area without proper protective equipment and thorough
briefing.
B. Notify the receiving hospital early in the extrication process to facilitate receiving advanced medical
resources as needed.
C. Keep patient well-hydrated and warm during extrication efforts.
D. Consider aeromedical transportation to Level 1 Trauma Center.
E. Constantly evaluate the risks associated with your position, and the possibility of complicating factors
(hazardous materials, wind, rain or runoff, gas leaks, etc.).

KEY CONSIDERATIONS:
 Previous medical history
 Use of Technical Rescue

 Current medications
 Length of extrication
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DIABETIC EMERGENCIES - HYPERGLYCEMIA
EMR TREATMENT:
A. Start Oxygen per General Airway Management Procedure.
B. Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2).
C. Place patient in position of comfort.

EMT TREATMENT:
A. Check CBG via finger stick.
B. Prepare for immediate transport.
C. Call for ALS backup.

AEMT/INTERMEDIATE/RN/PARAMEDIC TREATMENT:
A. Establish venous access.
B. If systolic blood pressure is less than 90 mmHg, follow Shock protocol.
C. If CBG is >400 and there is no evidence of pulmonary edema, consider a fluid bolus.
D. Treat other medical/trauma conditions per protocol.

NOTES & PRECAUTIONS:
A. Hyperglycemia is a serious, potentially life-threatening complication associated with diabetes and is
classified into two categories Diabetic Ketoacidosis and Nonketotic (HHNK) Acidosis.
B. Diabetic Ketoacidosis is associated with Type 1 diabetes and has a slow onset.
C. Nonketotic (HHNK) Acidosis is associated with Type II diabetes and has a very slow onset occurring over
several days.

KEY CONSIDERATIONS:
 Medical history
 Type of diabetes

 Respirations
 Fruity odor on breath
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DIABETIC EMERGENCIES - HYPOGLYCEMIA
EMR TREATMENT:
A. Start Oxygen per General Airway Management Procedure.
B. Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2).
C. Place patient in position of comfort.
D. If patient is conscious, give Oral Glucose. (Must be able to document blood glucose level without sample.)

EMT TREATMENT:
A. Determine blood glucose level. If less than 60 mg/dl, give Oral Glucose if patient can protect own airway.
Contact OLMC prior to administration for patients with suspected stroke.
B. Recheck blood glucose level, if no improvements administer another Oral Glucose.

AEMT/INTERMEDIATE/RN TREATMENT:
A. Establish venous access, large bore (16-18 gauge) with a saline lock.
B. If the patient has a CBG <60 mg/dl, administer 25 gm (50cc) Dextrose 50% over 2-3 minutes in a patent,
free flowing IV.
C. If the patient’s condition does not improve, or improves but he/she does not become fully conscious,
recheck CBG and treat accordingly.
D. If an IV cannot be established, administer Glucagon 1 mg IM.
E. Treat other medical/trauma conditions per protocol.

PARAMEDIC TREATMENT:
A. Dextrose may precipitate Wernicke’s encephalopathy in Thiamine deficiency patients. Administer
Thiamine 100 mg IV/IM if history of presentation indicates either ETOH abuse or malnutrition.

PEDIATRIC PATIENTS:
A. If suspected hypoglycemia, determine blood glucose level.
a. Patients less than 4 kg (birth to 1 month) with CBG less than 40 mg/dl:
i. Give oral glucose if patient can protect own airway.
ii. If patient is unable to protect own airway, establish IV access, and give 0.25 gm/kg
(2 cc/kg) of Dextrose 12.5%. May repeat once.
b. Patients 4 kg-36 kg (1 month to adolescence) with CBG less than 40 mg/dl:
i. Give oral glucose if patient can protect own airway.
ii. If patient is unable to protect their own airway, establish IV access and give 0.5 gm/kg
(2 cc/kg) of Dextrose 25%. May repeat once.
B. If no IV/IO access and patient is unable to protect own airway, administer Glucagon 0.5 mg IM for patients
<20 kg and Glucagon 1 mg IM for patients >20 kg.

NOTES & PRECAUTIONS:
A. Once treated at the scene, the patient may not wish to be transported. The patient should be encouraged
to allow ambulance transport, and if refused, should be encouraged to go to the emergency room or see
their private physician. Document well.
B. Patients should only be released if a relative or guardian is present to look after them and patient has
eaten something substantial (e.g. PB&J sandwich).

KEY CONSIDERATIONS:
 Medical Alert tags
 Breath odors

 Altered level of consciousness
 Coma
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HYPERKALEMIA
PARAMEDIC TREATMENT:
A.
B.
C.
D.

Start Oxygen per General Airway Management Procedure.
Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2).
Establish venous access. If unable to establish IV, consider IO.
If hyperkalemia is suspected based on history and physical findings:
a. Administer 10% Calcium Gluconate 10 mL slow IV/IO over 10 minutes in a proximal port.
b. If no change in rhythm following Calcium Gluconate administration and transport time is
prolonged consider alternate therapy per OLMC contact:
i. High dose Albuterol (10 mg by nebulizer)
ii. Sodium Bicarbonate 50 mEq IV/IO

PEDIATRIC PATIENTS:
A. If hyperkalemia is suspected based on history and physical findings:
a. Administer 10% Calcium Gluconate >2 y/o: 2-5 mL or ≤2 y/o: 2 mL slow IV/IO over 10 minutes in a
proximal port.
b. If no change in rhythm following Calcium Gluconate administration and transport time is
prolonged consider alternate therapy per OLMC contact:
i.
High dose Albuterol (10 mg by nebulizer)
ii.
Sodium Bicarbonate 1 mEq/kg IV/IO

NOTES & PRECAUTIONS:
A. Treatment is going to be based on patient history. Renal failure may elevate blood potassium levels
(hyperkalemia) causing bradycardia, hypotension, weakness, weak pulse and shallow respirations. Other
patients who are predisposed to hyperkalemia are those who have muscular dystrophy,
paraplegia/quadriplegia, crush injury, or patients who have sustained serious burns more than 48 hours
ago. A 12-lead ECG may be helpful.
B. ECG changes that may be present with hyperkalemia include:
a. Tall Peaked T waves
b. Lowered P wave amplitude or no P waves
c. Prolonged P-R interval (greater than 0.20 seconds)
d. Second degree AV blocks
e. Widened QRS complex
C. DO NOT mix Sodium Bicarbonate solutions with Calcium preparations. Slowly flush remaining Calcium
Gluconate from the catheter prior to administering Sodium Bicarbonate.

KEY CONSIDERATIONS:
 Previous Medical History
 Dialysis Patients

 Medications and Allergies
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HYPERTENSIVE EMERGENCY/CRISIS
EMR/EMT TREATMENT:
A.
B.
C.
D.
E.

Start Oxygen per General Airway Management Procedure.
Monitor vital signs and oxygen saturation.
Call for ALS backup.
Transport patient with the head elevated.
If the patient has chest pain treat per Chest Pain protocol.

AEMT TREATMENT:
A. Establish venous access with BSS TKO or saline lock.

INTERMEDIATE/RN TREATMENT:
A. If unable to establish IV access, consider IO.
B. Attach cardiac monitor.

PARAMEDIC TREATMENT:
A. WARNING – MUST CALL OLMC! If diastolic BP is >115 mmHg, consider administering Labetalol 10-20 mg
slow IV/IO over 1-2 minutes. Additional dose of 10-20 mg can be given at 10 minute intervals, to a max
dose of 150 mg.
B. Maintain diastolic BP no less than 100 mmHg.

NOTES & PRECAUTIONS:
A. Hypertensive emergency or crisis is defined as a BP greater than 200/115 mmHg.
B. Hypertensive emergency or crisis is defined as hypertension in conjunction with end organ injury, such as
pulmonary edema, neurologic deficit, chest pain, severe headache, or coma.
C. Rapid lowering of the blood pressure is not indicated and may in some cases be harmful.
D. Treatment is aimed at producing moderate decrease in BP, not in normalizing BP.

KEY CONSIDERATIONS:
 Medical history
 Medications

 Chest pain
 Dyspnea
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HYPERTHERMIA
EMR/EMT TREATMENT:
A.
B.
C.
D.
E.
F.

Start Oxygen per General Airway Management Procedure.
Place patient in position of comfort.
Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2).
Obtain temperature measurement.
Move patient to cool environment.
Remove clothing and begin cooling measures that maximize evaporation (spray bottle with tepid water,
cool wipes, fans).
G. Give cool liquids orally if patient is fully conscious and alert.

AEMT TREATMENT:
A. Establish venous access.
B. Administer a 250 cc BSS bolus with room temperature fluids.
C. If systolic blood pressure is less than 90 mmHg, follow Shock Protocol and initiate rapid transport.

INTERMEDIATE/RN/PARAMEDIC TREATMENT:
A. If unable to establish IV access, consider IO.
B. Attach cardiac monitor.

NOTES & PRECAUTIONS:
A. Heat stroke is a medical emergency. Differentiate from heat cramps or heat exhaustion. Be aware that
heat exhaustion can progress to heat stroke.
B. Wet sheet over patient without good airflow will increase temperature and should be avoided.
C. Do not let cooling measures in the field delay transport.
D. Suspect hyperthermia in patients with altered mental status or seizures on a hot, humid day.
E. Consider sepsis and/or contagious disease. Examine patient for rashes or blotches on the skin or nuchal
rigidity.

KEY CONSIDERATIONS:
 History of onset
 Recent infection/illness

 Is patient sweating?
 Medical history

 Patient’s temperature
 Medications and allergies

HEAT EMERGENCIES SIGNS/SYMPTOMS:
Condition
Heat Cramps

Heat Exhaustion

Heat Stroke

Symptoms

 Heavy sweating
 Painful muscle cramps and spasms (usually in muscles of legs and
abdomen)
 Heavy sweating
 Possible normal temperature
 Weakness
 Possible muscle cramps
 Possible dizziness, fainting,
 Cool, pale, and clammy skin
nausea, and vomiting
 Weak pulse
 Altered mental status
 Rapid and strong pulse
 Possible throbbing headache
 Possible unconsciousness
 Possible confusion, nausea,
 Possible hot/dry skin
and dizziness
 Sweating likely if patient was
 High body temperature (105°F
involved in vigorous activity
or higher)
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HYPOTHERMIA
EMR/EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC TREATMENT:
Start Oxygen per General Airway Management procedure.
Assess ABC’s. Allow up to 30-45 seconds to confirm respiratory arrest,
pulseless cardiac arrest, or bradycardia that is profound enough to
require CPR.
Gently remove wet clothes and protect patient from further
environmental exposure.
Cardiac Arrest

Patient Perfusing

Monitor ECG and pulse oximetry.
Handle patient gently to avoid VF.

VF/PULSELESS VT/ASYSTOLE
 Begin CPR
 Treat per Cardiac Arrest Guidelines
 Contact OLMC for medication administration

Warm patient as required with:
 Heated blankets
 Warm environment
 Warm air
 Warm IV/IO fluids
 Warm packs

Patients with severe hypothermia
(temp <86°F) may need internal
rewarming. Contact OLMC early for
direction.

ORGANIZED RHYTHM
 Handle gently
 Contact OLMC for direction regarding CPR
and medication administration.
FROZEN TISSUE/LIFELESS
 Consider declaring death in the field. If in
doubt, consult OLMC for directions.

Patients with Frostbite:
 Do not rub affected areas.
 Protect frostbitten areas from further damage.
 Do not allow re-warming of affected tissue if there is any
chance of refreezing.
 Major extremity frostbite should be re-warmed only at the
hospital.

NOTES & PRECAUTIONS:
A. At risk groups for hypothermia include trauma victims, alcohol and drug abuse patients, homeless persons,
elderly, low income families, infants and small children, and entrapped patients.
B. Hypothermia may be preceded by other disorders (alcohol, trauma, OD) look for and treat any underlying
conditions while treating the hypothermia.
C. The hypothermic heart may be unresponsive to cardiovascular drugs, pacer stimulation, or defibrillation.

KEY CONSIDERATIONS:
 Submersion
 Prolonged exposure

 Cool rainy weather
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MUSCULOSKELETAL – Extremity/Pelvic Trauma
EMR/EMT/AEMT TREATMENT:
A.
B.
C.
D.
E.
F.

Start Oxygen per General Airway Management Procedure.
Place patient in position of comfort.
Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2).
Control external bleeding with direct pressure, elevation, hemostatic dressings, and/or tourniquet.
Establish venous access. (AEMT/I/RN/P)
Fracture/Sprain or Dislocation
a. Check for pulses, sensations, and movement distal to the injury site before and after
immobilization.
b. Splint fractures/dislocations in the position found. Attempt to stabilize above and below the joint
if possible. If PMS is compromised distal to fracture consider applying axial traction to bring
extremity into normal anatomical position. If patient complains of increase in pain or resistance is
felt, stop and immobilize. If PMS is compromised distal to dislocation, contact OLMC.
c. If fracture/dislocation is open, place a moist sterile dressing over wound and cover with a dry
dressing.
d. Elevate and/or place cold packs over fracture site if time/injuries allow.
e. Apply traction splint to femur shaft fractures.
G. Pelvic Fractures
a. Utilize pelvic sling and secure patient to a backboard to minimize movement and blood loss.
H. Amputation
a. Cover stump or partial amputations with moist sterile dressing.
b. Splint partial amputations in anatomical position to avoid torsion and angulation.
c. Control bleeding with direct pressure, indirect pressure and/or elevation and/or tourniquet.
d. Wrap amputated part in a sterile dressing, and place in a plastic bag to keep dry. Place bag in ice
water if available.
e. If transport time is prolonged (extended extrication, etc.) consider sending the amputated part
ahead to be prepared for re-implantation. Consider calling for a Field Surgeon for entrapped
patients that may need field amputation to extricate.

INTERMEDIATE/RN/PARAMEDIC TREATMENT:
A. If unable to establish IV access, consider IO.
B. Attach cardiac monitor.
C. For pain control, give Fentanyl or Morphine per Pain Management Protocol.

PEDIATRIC PATIENTS:
A. Consider non-accidental trauma.
B. Closely monitor vital signs as blood pressure may drop quickly.
C. For pain control, give Fentanyl or Morphine per Pain Management Protocol. (I/RN/P)

NOTES & PRECAUTIONS:
A. Repeat vital signs often.

KEY CONSIDERATIONS:
 Mechanism of injury
 Time of injury

 Previous medical history
 Quality of distal pulses
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MUSCULOSKELETAL – Spinal Injury
EMR/EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC TREATMENT:
A.
B.
C.
D.

E.
F.
G.
H.

Provide initial cervical spine immobilization using manual in-line stabilization.
Start Oxygen per General Airway Management Procedure.
Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2).
Immobilize patient using a long spine board if the patient has a mechanism with the potential for causing
spinal injury and who has ANY of the following clinical criteria:
a. Altered mental status.
b. Evidence of intoxication.
c. Distracting injury (extremity fracture, communication barrier, situational or emotional distress,
drowning, etc.).
d. Neurological deficit of an extremity (numbness, tingling, paralysis).
e. Spinal pain, tenderness or any pain with range of motion.
f. Unable to ambulate on scene.
If patient is ambulating at the scene and c-spine cannot be cleared, place patient on cot with c-collar.
Utilize Spinal Immobilization Algorithm to assist in decision making process.
Complete a secondary exam to include serial neurological status after immobilization.
Establish venous access. (AEMT/I/RN/P)

PEDIATRIC PATIENTS:
A. Children may require extra padding under the upper torso to maintain neutral cervical alignment.
B. Movement of the pediatric patient on the backboard can be minimized by using dense, soft support
material on both sides of the patient prior to securing with straps on the backboard. Consider using a
short-spine device (KED, OSS) to immobilize the patient prior to placing on the backboard.
C. Children are very susceptible to respiratory compromise from straps that are too tight. Continually monitor
child’s respiratory status and loosen straps as needed.

NOTES & PRECAUTIONS:
A. If any immobilization techniques cause an increase in pain or neurological deficits, immobilize patient in
the position found or position of greatest comfort.
B. All patients immobilized to long spine boards should have padding applied or Back Raft™ utilized.
C. If transport time is >20 minutes, patient may be log rolled off board to cot while maintaining spinal
precautions.
D. Carefully assess the patient’s respiratory status during transport. Loosen straps as needed to avoid
respiratory compromise.
E. Comorbid age factors (less than 12 or over 60) may impact the EMT’s ability to assess the patient’s
perception and communication of pain. A conservative approach to immobilizing these patients is
recommended.
F. Patients in the third trimester of pregnancy who are immobilized should have the right side of the
backboard elevated six inches.

KEY CONSIDERATIONS:
 Mechanism of injury
 Medical history
 Pain or tenderness

 Loss of consciousness
 Neurological deficits
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MUSCULOSKELETAL – Spinal Injury Cont.
SPINAL IMMOBILIZATION ALGORITHM:
Consider Mechanism of Injury and History:
 High energy transfer, such as with a fall, MVC, struck with object, pedestrian struck, assault, bicycle
accident, industrial, diving/drowning, boating accident, etc.
Patient Mentation:
YES

IMMOBILIZE

ETOH/Drug Ingestion?

YES

IMMOBILIZE

Loss of Consciousness?

YES

IMMOBILIZE

Abnormal Mental Status?
NO

Subjective Assessment:
Cervical/Thoracic/Lumbar Spine Pain?

YES

IMMOBILIZE

Extremity
Numbness/Tingling/Burning/Weakness at
any Time since the Incident?

YES

IMMOBILIZE

Objective Assessment:
Cervical/Thoracic/Lumbar Deformity or Tenderness?

YES

IMMOBILIZE

Other Major Pain or Distracting Injury?

YES

IMMOBILIZE

Abnormal Touch Sensation to Hands and Feet?

YES

IMMOBILIZE

Poor and/or Unequal Hand Grips and Leg/Foot
Movement?

YES

IMMOBILIZE

Full Voluntary Flexion, Extension, Right & Left
Rotation of neck with Pain or Paresthesia?
(May D/C manual immobilization to complete this
step)

YES

IMMOBILIZE

MAY TREAT/TRANSPORT WITHOUT SPINAL IMMOBILIZATION
NOTE: EMT-P may remove a c-collar previously applied to carry out the c-spine exam.
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NAUSEA AND VOMITING
EMR/EMT TREATMENT:
A.
B.
C.
D.

Start Oxygen per General Airway Management Procedure.
Place patient in position of comfort.
Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2).
Consider giving patient an alcohol swab to smell to assist with nausea symptoms.

AEMT TREATMENT:
A. Establish venous access; if shock syndrome is present follow Shock Protocol.
B. Consider fluid challenge in patients exhibiting signs of dehydration.

INTERMEDIATE/RN/PARAMEDIC TREATMENT:
A. If unable to establish IV access, consider IO.
B. Attach cardiac monitor.
C. Give Ondansetron 4 mg orally dissolving tablets (Zofran® ODT), Ondansetron 4-8 mg slow IV/IO push over
2 minutes, Ondansetron 4 mg IM.
a. If nausea and/or vomiting are inadequately controlled after 15 minutes, may repeat Ondansetron
to a max of 12 mg.
D. If patient continues to vomit administer fluid challenge and consider other causes.

PEDIATRIC PATIENTS:
A. For children 2-12 years of age, administer one (1) 4 mg Ondansetron orally dissolving tablet (Zofran® ODT)
or administer Ondansetron 0.1 mg/kg via slow IV/IO push over 2 minutes up to a total maximum dose of
4 mg. Consider IM at same dose if unable to start IV and ODT tablet is contraindicated.

NOTES & PRECAUTIONS:
A. Do not administer Ondansetron (Zofran®) to patients with a hypersensitivity to the drug or other 5-HT3
type serotonin receptor agonists (e.g. dolasetron (Anzemet®) and granisetron (Kytril)).
B. Do not administer alkaline medications or preparations in the same IV/IO as Ondansetron as it may cause
precipitation.
C. Monitor ECG for ectopy and QT prolongation following administration.

KEY CONSIDERATIONS:
 Vomiting blood or bile
 Medications and allergies
 Abdominal pain or trauma

 Head trauma
 Complaint of nausea
 Pregnancy
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NEONATAL RESUSCITATION
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NEONATAL RESUSCITATION Cont.
NOTES & PRECAUTIONS:
A. Do not use Atropine in neonatal resuscitation.
B. If meconium is lightly stained and infant is vigorous (strong respiratory effort, good muscle tone, heart rate
over 100 bpm) endotracheal suctioning should not be performed.
C. An infant may need resuscitation if intra-partum risk factors for asphyxia are present (prolapsed cord,
painful bleeding, prolonged rupture of membranes, maternal fever, multiple births, abnormal
presentation, maternal hypo-hypertension, or seizure).

KEY CONSIDERATIONS:
 Fetal presentation
 Maternal medications

 Recent trauma
 Previous birth difficulties

 Maternal health/risk factors
 APGAR

MECONIUM ASPIRATION:
Meconium in the amniotic fluid that can be aspirated resulting in a potentially fatal course or requiring highpressure ventilation and resulting in chronic lung disease. Many of these complications can at least be attenuated,
if not prevented, by suctioning meconium from the airway PRIOR to ventilating. This can be emotionally difficult to
do when confronted with a depressed, blue, bradycardic newborn, but direct tracheal suctioning through the ET
tube should be considered part of establishing a patent airway in these newborns.
 With all infants who have passed meconium, as soon as the baby’s head is delivered (before delivery of the
shoulders), use a suction catheter to suction the mouth, pharynx and nose.
 After delivery, proceed with intubation for all infants who are depressed and have passed meconium or
any infant passing thick, particulate meconium.
o Check CBG and follow Altered Mental Status protocol.
o Procedure:
 Suction the mouth, nose, and posterior pharynx when the head is delivered and again
after the rest of the infant has been delivered.
 Secure protected airway, intubate the infant with the appropriately sized endotracheal
tube and suction with a meconium suction adapter, or use a specially designed meconium
aspiration catheter/endotracheal tube such as a neovac type device.
 Suctioning should not last more than 3-5 seconds.
 In an infant with severe asphyxia, clinical judgment should be used to determine the number of intubation
attempts. It may not be possible to clear the trachea of all meconium before initiating other resuscitation
measures.

APGAR SCORE:
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PAIN MANAGEMENT
EMR/EMT TREATMENT:
A. Start Oxygen per General Airway Management Procedure.
B. Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2).
C. For acute pain and uncontrolled chronic pain of non-cardiac origin:
a. Determine location of pain and severity using numeric scale (1-10) or faces scale.
b. Consider and treat underlying cause of pain.
c. Use non-pharmacological pain management (i.e., position of comfort, hot/cold packs, elevation,
splinting, padding, wound care, therapeutic calming, and communication).

AEMT TREATMENT:
A. Establish venous access with BSS TKO or saline lock.

INTERMEDIATE/RN TREATMENT:
A. If unable to establish IV access, consider IO.
B. Attach cardiac monitor.
C. Administer pain medication if indicated:
a. Morphine 2-5 mg IV/IO/IM. May repeat every 3-5 minutes to a maximum of 20 mg. OR
b. Fentanyl 50-100 mcg IV/IO/IM/IN. May repeat 25-50 mcg every 3-5 minutes as needed.
c. Contact OLMC if maximum dose is reached without adequate pain management.
D. Obtain a full set of vital signs and pain scale rating prior to and after each administration of pain
medication.

PARAMEDIC TREATMENT:
A. May consider a combination of opiate pain medication with Midazolam 1-2 mg for isolated injuries or
spasms.

NOTES & PRECAUTIONS:
A. Do NOT administer pain medication if any of the following are present:
a. Respiratory distress or O2 saturation of <90%.
b. Known allergy to pain medications.
c. Altered mental status.
d. Systolic blood pressure of <100 mm/Hg.
B. Have Narcan immediately available and be prepared to assist ventilations if respiratory depression occurs.

PEDIATRIC PATIENTS
A. Fentanyl dose for children is 1 mcg/kg IV/IM/IN. May repeat with 0.5-1 mcg/kg every 3-5 minutes as
needed. Do NOT exceed adult dosing.
B. For children <20 kg, Morphine dose is 0.1-0.2 mg/kg IV/IM. May repeat every 3-5 minutes. Do NOT exceed
adult dosing.
C. Contact OLMC if maximum dose of medication is reached without adequate pain management.
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POISONING AND OVERDOSE
EMR/EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC TREATMENT:
A.
B.
C.
D.
E.
F.
G.

Protect Yourself!
Start Oxygen per General Airway Management Procedure.
Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2).
Attach cardiac monitor. (I/RN/P)
Contact Poison Control ASAP for advice: 1-800-222-1222
Establish venous access. (AEMT/I/RN/P)
Treat specific poisons/overdoses as outlined below:
 Aspirin or Acetaminophen
i. Provide supportive care.
ii. Consider antiemetic.
 Beta Blockers
i. Contact OLMC for consideration of Glucagon 1 mg IV/IO. (I/RN/P)
 Calcium Channel Blockers
i. Contact OLMC for consideration of Calcium Gluconate 10 cc of 10% solution over 5-10
minutes IV/IO. (P)
 Carbon Monoxide
i. Remove patient from area if not already done.
ii. Start high flow O2.
iii. Apply CO monitor if available. Treat findings per Carbon Monoxide Exposure Procedure. If
patient is pregnant, comatose, has cardiac ischemia or focal neurological symptoms,
contact OLMC.
 Tricyclic Antidepressants
i. If patient exhibits arrhythmias or a widening QRS complex administer Sodium Bicarbonate
1 mEq/kg IV/IO. (P)
ii. Treat hypotension per Shock Protocol.
 Organophosphates
i. Prepare to handle copious secretions.
ii. Administer Atropine 3 mg (adult) IV/IO. If no effect noted dose should be doubled every 3
minutes until pulmonary symptoms are alleviated. (I/RN/P)
 Opiates
i. Administer Narcan 0.4 mg IN, MAX dose 2 mg. (EMR/EMT)
ii. Administer Narcan 0.4-2.0 mg IV/IO/IM/IN; repeat as needed. (AEMT/I/RN/P)

PEDIATRIC PATIENTS:
A. Consider possibility of neglect or abuse.
B. Atropine dose for children, if indicated is 0.05 mg/kg. Minimum single dose 0.1 mg, maximum single dose
1 mg. Contact OLMC for dosing.
C. For beta-blocker overdose contact OLMC for Glucagon administration in patients under 2 years of age.

NOTES & PRECAUTIONS:
A. If the patient exhibits extrapyramidal symptoms/dystonia’s with a history of phenothiazine use, consider
diphenhydramine.
B. Do not neutralize acids or alkalis.
C. SLUDGE symptoms (salvation, lacrimation, urination, defecation, gastrointestinal symptoms, and emesis)
for organophosphate poisonings.

KEY CONSIDERATIONS:
 Route of poisoning
 Suicidal intent

 Amount of ingestion
 Multiple patients
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POISONING AND OVERDOSE Cont.
TOXIDROME TABLE
Toxidrome
Sympathomimetic

Example

Clinical Features

Antidotes

Cocaine
Methamphetamine

Agitation
Diaphoresis
Hypertension
Hyperthermia
Dilated pupils
Tachycardia

Midazolam

Heroin
Hydromorphone
Methadone
Oxycodone

Depressed mental status
Hypoventilation
Constricted pupils

Naloxone

Cholinergic (Anticholinesterase)

Pesticides
 Carbamates
 Organophosphates
Nerve agents

Muscarinic*
Nicotinic**
Central***

Atropine
Pralidoximine (2-Pam)
(Haz-Mat, OLMC)

Sedative-Hypnotic

Barbiturates
Benzodiazepines
GHB

Depressed mental status
Hypotension
Hypothermia

Supportive treatment

Cardiotoxic drugs

Beta-blockers
Calcium channel blockers

Bradycardia
Conduction issues
Hypotension

Glucagon (OLMC)

Anticholinergic

Atropine
Jimson Weed
Scopolamine
Diphenhydramine

Delirium
Hyperthermia
Tachycardia
Warm, dry skin

Supportive treatment
Physostigmine (ED)

Sodium channel
blockade

Tricyclic antidepressants
Antiarrhythmics
 Type 1A – quinidine,
procainamide
 Type 1C – flecanide,
propafenone

Altered mental status
Hypotension
Seizures
Wide complex
tachycardia

Sodium Bicarbonate
(OLMC)

Opioid

*Muscarinic

**Nicotinic

Diarrhea, Urination, Miosis,
Bradycardia, Bronchospasm,
Bronchorrhea, Emesis, Lacrimation,
Salivation, Sweating

Mydrasis, Tachycardia, Weakness,
Hypertension, Hyperglycemia,
Fasciculation’s
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RESPIRATORY DISTRESS
EMR/EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC TREATMENT:
A.
B.
C.
D.
E.
F.

Start Oxygen per General Airway Management Procedure.
Place patient in position of comfort.
Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2) and assess lung sounds.
Establish venous access. (AEMT/I/RN/P)
Attach cardiac monitor. (I/RN/P)
Treat patients clinical impression as follows:
A. Upper Airway
a. Croup & Epiglottitis – Transport in position of comfort, monitor airway.
b. Anaphylaxis – Treat per Allergic Reaction protocol.
c. Foreign Body – Treat per current AHA guidelines and follow Foreign Body Obstruction procedure.
d. Complete Obstruction – If you cannot effectively BVM ventilate the patient and the patient is
deteriorating, consider cricothyrotomy.
B. Pulmonary Edema/Congestive Heart Failure
a. Sit patient upright.
b. If BP is greater than 120 mmHg systolic:
a. EMR/EMT may assist with patients own sublingual Nitroglycerin, if not contraindicated.
b. Administer Nitroglycerin 0.4 mg SL every 3-5 minutes as long as patients BP remains
above 120 mmHg systolic and is not contraindicated. (AEMT/I/RN/P)
c. Consider administering DuoNeb or Albuterol 2.5 mg nebulized.
d. If the patient remains in severe respiratory distress (e.g. unable to speak more than 1-2 words,
SpO2 less than 90%, respiratory rate >40) start CPAP per protocol, if available.
e. Consider administering Lasix 40-80 mg IV/IO if patients systolic BP is >100 and patient has signs
and symptoms of volume overload (e.g. recent weight gain, peripheral edema, hepatomegaly,
JVD). (I/RN/P)
f. If the above measures fail and the patient has signs of impending respiratory failure, consider
Supraglottic Airway or endotracheal intubation.
C. COPD
a. The COPD patient may be sensitive to oxygen flows greater than 2-4 liters per minute. Do not
withhold oxygen from any patient in respiratory distress, but if more oxygen is given to the COPD
patient be prepared to manage respiratory depression or respiratory arrest.
b. Administer Albuterol 2.5 mg by nebulizer. Repeat as needed.
c. Consider administering DuoNeb for initial dose if already taking Albuterol treatments. Withhold
DuoNeb in patients taking Spiriva (Tiatropium®). (AEMT/I/RN/P)
d. If patient has moderate to severe respiratory distress based on Severity Assessment Guide,
administer Dexamethasone 10 mg IV/IO/IM/PO. (P)
e. If continuous nebulizer treatment is needed, contact OLMC for advice. Consider placing patient on
CPAP if available.
D. Asthma
a. Administer Albuterol 2.5 mg by nebulizer. Repeat as needed.
b. Consider administering DuoNeb for initial dose if already taking Albuterol treatments. Withhold
DuoNeb in patients taking Spiriva (Tiatropium®).
c. If patient has moderate to severe respiratory distress based on Severity Assessment Guide,
administer Dexamethasone 10 mg IV/IO/IM/PO. (P)
d. If patient is deteriorating and less than 40 years old, give 1:1,000 Epinephrine 0.3 mg IM/SQ. For
patients 40 years or older with known cardiac history, administer 1:1,000 Epinephrine 0.15 mg
IM/SQ. (I/RN/P)
e. Consider Magnesium Sulfate 2 gm slow IV/IO over 20 minutes for severe asthma. (P)
f. If continuous nebulizer treatment is needed, contact OLMC for advice. Consider placing patient on
CPAP if available.
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RESPIRATORY DISTRESS Cont.
PEDIATRIC PATIENTS:
A. Upper Airway
a. In pediatric patients with audible stridor at rest, administer nebulized 1:1,000 Epinephrine 2.5 mL
(<10 kg) 5 mL (>10 kg). (P)
b. Treat allergic reaction and foreign body obstruction per protocol.
c. The usual cause of respiratory arrest in children with croup, epiglottitis, or laryngeal edema is
exhaustion, not complete obstruction. If the child with suspected upper airway compromise
deteriorates, you may still be able to ventilate with a BVM. Only attempt intubation if you cannot
effectively ventilate with BVM.
d. If complete obstruction is present and you cannot effectively BVM ventilate the patient and the
patient is deteriorating, consider Needle Cricothyrotomy per protocol.
B. Asthma
a. Give Albuterol and DuoNeb per adult guidelines.
b. If patient is deteriorating give 1:1,000 Epinephrine 0.2 mg IM/SQ (pediatric), 0.1 mg IM/SQ (infant)
or 1:10,000 Epinephrine 0.01mg/kg IV. Contact OLMC for additional doses.
c. If patient has Moderate to Severe asthma based on Severity Assessment Guide and is not
improving with treatment, consider Dexamethasone 0.6 mg/kg IV/IO max 10 mg, slowly over 1-2
minutes.
d. Consider Magnesium Sulfate 50 mg/kg IV/IO over 20-60 minutes. Max dose 2 gm.

NOTES & PRECAUTIONS:
A. In addition to specific interventions for respiratory distress, aggressive airway management, including early
intubation, is appropriate for the patient who does not respond to treatment or is rapidly deteriorating.
B. The best indicator for the cause of respiratory distress is past history. If a person has had COPD or CHF in
the past, it is likely the person has the same condition again.
C. In cases of tachypnea it is essential to consider all causes such as pulmonary embolus, hypoxia, cardiac
causes, infection, and trauma. Hyperventilation may be a response to an underlying medical problem and
should only be considered after these other causes have been excluded. Do not treat hyperventilation by
rebreathing CO2. Reassurance and oxygen via mask are appropriate.

KEY CONSIDERATIONS:
 Speed of onset
 Medications and allergies
 Lung sounds

 Recent illness/infection
 Distended neck veins
 Medical history (including
asthma, CHF, COPD, pneumonia)

 Fever, chills or productive cough
 Peripheral edema

ASTHMA ASSESSMENT GUIDE:
ASTHMA SEVERITY ASSESSMENT GUIDE
MILD

MODERATE

SEVERE

Short of Breath

Walking

Talking

At rest

Able to Speak

In sentences

In phrases

In words

Heart Rate

< 100

100-120

> 120

Respiratory Rate

Elevated

Elevated

> 30

Lung Sounds

End expiratory wheezes

Full expiratory wheezes

Wheezes both phases or
absent

Accessory Muscle Use

Not usually

Common

Usually

Alertness

Possibly agitated

Usually agitated

Usually agitated

ETCO2

20-30

30-40

> 50
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SEIZURES
EMR/EMT TREATMENT:
A.
B.
C.
D.
E.
F.
G.

Start Oxygen per General Airway Management Procedure.
Protect patient from injury.
Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2).
Obtain temperature measurement.
Check blood glucose and treat per Altered Mental Status protocol. (EMT)
Place patient on their left side for transport.
Transport may be unnecessary if patient becomes fully oriented, is taking their anti-seizure medication as
prescribed, has a physician, and is experiencing their usual frequency of seizure activity. If patient is not
transported have the patient (or guardian) sign a Patient Refusal Form and document the patient’s mental
status.
H. All first time seizure patients require medical evaluation by a physician. Contact OLMC if patient refuses
transport.

AEMT TREATMENT:
A. Establish venous access with BSS TKO or saline lock.

INTERMEDIATE/RN TREATMENT:
A. If unable to establish IV access, consider IO.
B. Attach cardiac monitor.

PARAMEDIC TREATMENT:
A. If patient is in status epilepticus (continuous seizure or repetitive seizures without regaining
consciousness):
a. Administer Midazolam 2-10 mg IV/IO/IN. If no IV/IO, administer Midazolam 10-15 mg IM.
b. If patient continues to exhibit seizure activity for more than five minutes, repeat Midazolam 2-10
mg IV/IO/IN or 10-15 mg IM. Contact OLMC if further doses are needed.
c. Monitor patient’s respiratory status closely after Midazolam administration.
B. If patient shows signs of malnutrition or if there is a history of ETOH abuse, administer Thiamine 100 mg
IV/IM.
C. If patient is in status epilepticus, consider early intubation. If intubation is hampered by seizures that have
been uncontrolled by other measures, consider rapid sequence intubation.

PEDIATRIC PATIENTS:
A. If patient is in status epilepticus (continuous seizure or repetitive seizures without regaining
consciousness):
a. Administer Midazolam 0.1 mg/kg IV/IO/IM, >6 y/o single dose 10 mg maximum, <6 y/o single max
dose 6 mg.
b. If patient continues to exhibit seizure activity for more than five minutes, repeat Midazolam
0.1 mg/kg IV/IO/IM. Contact OLMC if further doses are needed.
c. Monitor patient’s respiratory status closely after Midazolam administration.
B. Febrile seizures are generally found between the ages of 1-6 and are usually short in duration.
C. First time seizures in children should be considered sepsis or meningitis until proven otherwise.
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SEIZURES Cont.
NOTES & PRECAUTIONS:
A. New onset of seizures in a pregnancy patient, especially in the third trimester, may indicate toxemia of
pregnancy. Administer Magnesium Sulfate 4 gm slow IV/IO over 4 minutes.
B. Remember to check a pulse once a seizure stops. Seizure activity may be the sign of hypoxia or
dysrhythmia. Place on cardiac monitor immediately.

KEY CONSIDERATIONS:
 Fever, rash
 Medications and allergies
 Toxic exposure
 Hypoglycemia

 Length/type of seizure
 Prior seizure history
 ETOH or drug use
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SEPSIS
EMR TREATMENT:
A.
B.
C.
D.
E.

Start Oxygen per General Airway Management Procedure.
Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2).
Allow patient to seek position of comfort.
Call for ALS backup.
Prepare for immediate transport.

EMT TREATMENT:
A. Obtain blood glucose level. If less than 60 mg/dl, treat per Diabetic Emergencies protocol.
B. Evaluate for sepsis:
1. Are any two of the following symptoms present AND new to the patient?
 Altered Mental Status (GCS <15)
 Respiratory rate >22
 Signs of poor perfusion (SBP <100 mm/Hg)
2. Is the patient presentation suggestive of any of the following infections?
 Pneumonia (cough/thick sputum)
 Abdominal pain and/or diarrhea
 Urinary tract infection
 Wound infection
 Acutely AMS change
 Skin/soft tissue infection
 Blood stream/Catheter related
C. If evaluation is positive for sepsis, contact OLMC with Sepsis Alert.

AEMT TREATMENT:
A. Establish venous access, 2 large bore if possible.
B. Begin fluid resuscitation with normal saline (2 liters minimum). Check lung sounds regularly.

INTERMEDIATE/RN TREATMENT:
A. If unable to establish IV access, consider IO.
B. Attach cardiac monitor.
C. For suspected sepsis draw blood tubes with IV start. If this can’t be done with the IV start, attempt
venipuncture.

PARAMEDIC TREATMENT:
A. Consider intubation if airway needs to be protected.
B. If SBP <100 mmHg after fluid resuscitation, begin Dopamine 5-20 mcg/kg/min infusion titrated to SBP >100
mmHg.

PEDIATRIC PATIENTS:
A. Treat as outlined above with the exception of the following fluid administration guidelines:
a. Infants – 10 cc/kg
b. Children – 20 cc/kg
c. Contact OLMC early for advice.
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SEPSIS Cont.
NOTES & PRECAUTIONS:
A. Early recognition of sepsis allows for attentive care and early administration of antibiotics.
B. Aggressive IV fluid therapy is the most important prehospital treatment for sepsis. Suspected septic

patients should receive repeated fluid boluses (to a max total of 2 liters) while being checked frequently
for signs of pulmonary edema, especially patients with known history of CHF or ESRD on dialysis. STOP
fluid infusion in the setting of pulmonary edema.
C. Septic patients are especially susceptible to traumatic lung injury and ARDS. If artificial ventilation is
necessary, avoid ventilating with excessive tidal volumes. If CPAP is utilized, airway pressure should be
limited to 5 cmH2O.
D. Attempt to identify source of infection (skin, respiratory, etc.) and relay previous treatments and related
history to ED physician.
E. Disseminated Intravascular Coagulation (DIC) is an ominous, late stage manifestation of sepsis
characterized by frank, extensive bruising, bleeding from multiple sites and finally tissue death.

KEY CONSIDERATIONS:
 Age (common in elderly and very
young)
 Presence and duration of fever
 Recent surgery or invasive
procedure
 Immunization status

 Previously documented infection

or illness (UTI, pneumonia,
meningitis, encephalitis, cellulitis,
abscess, etc.)

Hood River County EMS Protocols – Treatment

 Immunocompromised (transplant,

HIV, diabetes, cancer)
 Bedridden or immobile patients
 Prosthetic or indwelling devices

44

SHOCK
EMR/EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC TREATMENT:
A.
B.
C.
D.
E.
F.

Start Oxygen per General Airway Management Procedure.
Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2).
Establish venous access, 2 large bore if possible. (AEMT/I/RN/P)
If unable to obtain IV access, place IO. (I/RN/P)
Prepare for rapid transport.
Determine type of shock and treat as follows:
a. Hypovolemic Shock
i. Give 500 cc fluid bolus; repeat as needed if no signs of pulmonary edema.
ii. For trauma or AAA, do not fluid overload. Goal is a systolic BP of 90 mmHg.
b. Cardiogenic Shock
i. Follow appropriate cardiac dysrhythmia protocol.
ii. Consider fluid challenge.
iii. Dopamine infusion. Start at 5 mcg/kg/min and increase in 5 mcg/kg/min increments every
five minutes to a maximum of 20 mcg/kg/min, or until systolic BP is at least 90 mmHg and
signs of shock are alleviated. (P)
c. Distributive Shock (anaphylaxis, sepsis, neurogenic)
i. If possible, treat underlying cause.
ii. Give 500 cc fluid bolus; repeat as needed if no signs of pulmonary edema.
iii. If shock persists consider Dopamine as above.
d. Obstructive Shock (cardiac tamponade, tension pneumothorax, aneurysm, PE)
i. If tension pneumothorax is suspected, decompress following Needle Decompression
Procedure.
ii. Consider 500 cc fluid challenge.
iii. Contact OLMC for advice on other care including Dopamine infusion.
G. Consider placing a Supraglottic Airway or endotracheal intubation for GCS less than 8 and patients with
respiratory failure.

PEDIATRIC PATIENTS:
A. Treat as outlined above with the exception of the following fluid administration guidelines:
a. Infants – 10 cc/kg
b. Children – 20 cc/kg
c. Maximum fluid amount in Cardiac and Obstructive shock is 20 cc/kg.
d. Maximum fluid amount in Distributive shock is 500 cc.
e. Contact OLMC early for advice.

NOTES & PRECAUTIONS:
A. Closely monitor patient’s respiratory status and vital signs. Avoid fluid overload.
B. Other signs and symptoms of shock include confusion, restlessness, altered mental status, moist skin,
apathy, and tachycardia.

KEY CONSIDERATIONS:
 Mechanism of injury
 Medical history

 Medications
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STROKE
EMR TREATMENT:
A. Start Oxygen per General Airway Management Procedure.
B. Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2).
C. Maintain verbal contact and be reassuring. Although the patient may not be answering, or may appear
confused, he/she may comprehend what is happening.
D. Allow patient to seek position of comfort.
E. Call for ALS backup.
F. Prepare for immediate transport.

EMT TREATMENT:
A.
B.
C.
D.
E.
F.

Complete Cincinnati Pre-Hospital Stroke Scale.
Check CBG and treat per Altered Mental Status Protocol.
Note and document changes in the patients level of consciousness and vital signs.
Try to ascertain the time of acute neurologic changes.
Transport patient in supine position with less than 15 degree of head elevation, if tolerated.
If event is less than 4.5 hours old and a significant event (e.g. hemiparesis, aphasia) then expedite
transport to the hospital.
G. Complete Hood River County Stroke Alert Checklist.

AEMT TREATMENT:
A. Establish venous access with BSS TKO or saline lock (16-18 gauge in proximal site if possible).
B. For an acute stroke (patient last seen well less than 4.5 hours prior) draw blood tubes with IV start. If this
can’t be done with the IV start, attempt venipuncture.

INTERMEDIATE/RN TREATMENT:
A. If unable to establish IV access, consider IO.
B. Attach cardiac monitor.
C. If decreased level of consciousness, treat per Altered Level of Consciousness protocol.

PARAMEDIC TREATMENT:
A. Consider intubation if airway needs to be protected.

NOTES & PRECAUTIONS:
A. Do not treat hypertension or give aspirin to these patients.
B. Consent is normally required prior to the administration of thrombolytic. Have family/guardian ride in
ambulance to hospital or follow immediately.
C. Intervention with thrombolytics, if indicated, must begin within 4.5 hours of symptoms onset.

KEY CONSIDERATIONS:
 Medical history
 Bedridden/wheelchair patients

 Bleeding disorders
 Neurological exam
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SUBMERGED PATIENT
EMR/EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC TREATMENT:
A.
B.
C.
D.
E.
F.

Start Oxygen per General Airway Management Procedure.
Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2).
Establish venous access. (AEMT/I/RN/P)
If unable to obtain IV access, consider IO. (I/RN/P)
Place on cardiac monitor. (I/RN/P)
If there is any doubt as to mechanism of injury or any possibility of cervical injury, immobilize patient and
consider Trauma System entry.
G. If indicated, treat per Hypothermia protocol.
H. If patient is in cardiac arrest, do not attempt resuscitation if patient has been submerged for more than 30
minutes, with the following exceptions:
a. Resuscitation may be initiated if the patient is recovered within 30 minutes if:
i. Water temperature at recovery depth of less than 40°F.
ii. Patients who may have been trapped in an underwater air pocket.
iii. Paramedic discretion.
I. Consider advanced airway management Airway Management procedure. (P)
J. If patient is intubated place nasal gastric tube per protocol. (P)

NOTES & PRECAUTIONS:
A. If patient is still in the water, rescue should be performed by properly trained and equipped personnel
only.
B. Be prepared to manage vomiting.
C. Even if patient initially appears fine, delayed pulmonary edema is likely to occur.

KEY CONSIDERATIONS:
 Medical history
 Medications and allergies

 Length of submersion
 Events prior to submersion
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TRAUMA
EMR/EMT TREATMENT:
A.
B.
C.
D.
E.
F.
G.
H.

Evaluate scene for safety and ensure safety of rescue personnel.
Evaluate ABC’s.
Start Oxygen per General Airway Management Procedure.
Control any major hemorrhage with direct pressure. Consider placing a tourniquet or using hemostatic
gauze if indicated.
Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2).
Maintain spinal precautions if indicated.
Activate Trauma System if patient meets criteria per Trauma System Entry procedure.
Prepare for immediate transport.

AEMT TREATMENT:
A. Establish venous access with two large bore’s (18ga or greater).
B. Fluid resuscitate with BSS if indicated in challenges of 500 mL of adults and 20 mL/kg for children.
C. Titrate fluids to systolic BP of 100 mm/Hg and improved signs of skin perfusion and mental status.

INTERMEDIATE/RN TREATMENT:
A. If unable to establish IV access, place IO.
B. Attach cardiac monitor.

PARAMEDIC TREATMENT:
A. Intubate as indicated by the absence of respiration’s or compromised airway.
B. If tension pneumothorax is indicated treat per Chest Decompression Procedure.

Hood River County EMS Protocols – Treatment

48

PROCEDURES

12-LEAD ECG ACQUISITION
EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC
INDICATIONS:
12-Lead ECG should be acquired on the following patients:
A. Adults with a complaint of non-traumatic chest pain, altered mental status, presyncope/syncope, overdose
and patients with Return of Spontaneous Circulation (ROSC).
B. Patients whom the EMT suspects acute myocardial infarction (AMI) for any reason.
C. Patients on whom a physician requests that the EMT do a 12-Lead ECG for evaluation.
D. Patient with upper abdominal pain >35 years of age.

CONTRAINDICATIONS:
A. A patient for whom the acquisition of a pre-hospital 12-Lead ECG will cause significant time delay.
B. A patient who refuses to allow a 12-Lead ECG to be performed.
C. Any other circumstance that is not in the best interest of the patient.

PROCEDURE:
A. If patient is unstable, definitive treatment is the priority. If patient is stable or stabilized after treatment,
perform a 12-Lead ECG.
B. Prepare ECG monitor and connect patient cable with electrodes.
C. Expose chest and prep as necessary. Modesty of the patient should be respected.
D. Apply chest leads and extremity leads. See below for landmarks.
E. Instruct patient to remain still.
F. Press the appropriate button to acquire the 12-Lead ECG and enter the required patient information (i.e.
age and sex), into the 12-Lead ECG device.
G. If the monitor detects signal noise (such as patient motion or a disconnected electrode), the 12-Lead
acquisition will be interrupted until the noise is removed.
H. 12-Lead ECG findings should be reported to OLMC and e-mailed if possible.
I. If AMI is suspected, initiate Hood River County STEMI Checklist.
J. If there is ST depression in leads I, II, aVL and aVF, obtain a V4R 12-Lead.

NOTES & PRECAUTIONS:
The Oregon Medical Board authorizes EMT/AEMT/INTERMEDIATE to attach and record 12-Lead cardiac tracings,
but not to interpret the tracing. If the tracing is set up to print out an interpretation, this information should be
communicated by the EMT to OLMC.

ECG LEAD PLACEMENT:
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AIRWAY MANAGEMENT – General Approach
EMR/EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC
INDICATIONS:
There is a spectrum of adjuncts available to the EMT for airway control. The goal of airway management is to
ensure proper oxygenation and ventilation of the patient.

DELIVERY SYSTEMS:
A. Nasal Cannula: Used when small amounts of oxygen are desired. Flow rates are generally 2-6
liters/minute. It provides between 24-40% inspired oxygen.
B. Non Re-breather Mask (NRB): Used when higher concentrations of oxygen are needed. Flow rates are
generally 10-15 liters/minute. It provides approximately 90% inspired oxygen.
C. “Blow-By” Oxygen: Typically used in infants or toddlers or those who cannot tolerate a cannula or mask.
D. Continuous Positive Airway Pressure (CPAP): Improves gas exchange and decreases the work of breathing
in patients who suffer from shortness of breath secondary to CHF/pulmonary edema.
E. Bag Valve Mask (BVM): Used when respiratory drive is compromised and patient needs ventilatory
assistance. Proper facial seal and head positioning are required to deliver maximum inspired oxygen and
effectively ventilate the patient. Capnography and chest rise and fall should be monitored to ensure
proper ventilation.

MAINTENANCE DEVICES:
A. Nasopharyngeal Airway (NPA): Used in patients who are unconscious or have an altered LOC and are
unable to maintain their own airway and who will not accept an OPA.
B. Oropharyngeal Airway (OPA): Used in patients who are unconscious or have an altered LOC and are
unable to maintain their own airway.
C. Supraglottic Airways (ex. King Airway®, i-Gel®): Used as alternative when intubation or face mask only
ventilation may be more difficult or unable to perform. When placed, capnography and chest rise and fall
should be monitored to ensure proper ventilation. Only to be used with BVM.
D. Endotracheal Intubation: Visualized placement of an airway directly into the trachea. Repeated attempts
can cause increased trauma to the oropharynx. Attempts should be limited to no more than two (2) total
on any given patient. When placed, capnography and chest rise and fall should be monitored to ensure
proper ventilation. Only to be used with BMV.
E. Needle/Surgical Cricothyrotomy/QuickTrach: Techniques only to be used when all other attempts to
establish and maintain an airway have been unsuccessful (i.e. you are unable to ventilate using any other
method) and a respiratory obstruction exists.

NOTES & PRECAUTIONS:
A. If patient has dyspnea apply O2.
B. If patient has no dyspnea and O2 saturation is >94%, no O2 is necessary.
C. In trauma patients, airway maintenance with cervical spine control is the primary concern. If unable to
establish or maintain an airway, transport the patient to the closest hospital. This includes patients
entered into the Trauma System.

Hood River County EMS Protocols – Procedures

2

AIRWAY MANAGEMENT – Endotracheal Intubation
PARAMEDIC
INDICATIONS:
A.
B.
C.
D.
E.
F.

Respiratory insufficiency or arrest.
Airway obstruction.
Brain injury (GCS of 8 or less).
Unconsciousness or altered mental status with airway compromise.
Situations that require positive pressure ventilation.
Cardiac arrest.

PROCEDURE:
A. Assemble airway equipment including O2 tanks with regulators, nasal cannula, mask or BVM, intubation
equipment, suction, and alternative airway devices (bougie, rescue airway) and attach required equipment
(cardiac monitor, end-tidal CO2 monitor and pulse oximeter). Optimize patient position for mask
ventilations, laryngoscopy, and intubation by aligning the ear with the sternal notch for non-trauma
patients.
B. Open airway and pre-oxygenate:
a. If patient is breathing, administer oxygen via nasal cannula. If patient tolerates, administer oxygen
at 15 LPM (passive oxygenation).
b. If patient is not breathing, use a BVM with OPA/NPA.
C. Continue passive oxygenation via nasal cannula at 15 LPM during the intubation process.
D. Perform intubation in a controlled, but timely manner. No single attempt should take more than 30
seconds.
a. If the patient desaturates (SpO2 <90%) during the attempted intubation, ventilate with BVM and
100% oxygen before next attempt.
b. If intubation attempts fail, ventilate via BVM and proceed to rescue airway (i.e. King Airway® or
i-Gel®).
c. If unable to ventilate with BVM or rescue airway, proceed to cricothyrotomy.
E. Verify placement of ET tube using ETCO2 and careful five-point lung/epigastric sound check. Keep patient
on continual ETCO2 monitoring and pulse oximetry.
F. Insert an oral airway or compatible bit-block device.
G. Secure the endotracheal tube and record the depth.
H. After successful airway placement, administer Midazolam 2-5 mg IV/IO if systolic BP is >100 mmHg. This
may be repeated every 15 minutes as necessary to maintain sedation. Pediatric dose is 0.3 mg/kg up to
adult does.
I. If additional paralysis is needed during transport, administer Rocuronium 0.5 mg/kg IV/IO.
J. Consider administering Morphine 2-5 mg IV/IO (0.1-0.2 mg/kg IV/IO for pediatrics) or Fentanyl 25-100 mcg
IV/IO (1-2 mcg/kg IV/IO for pediatrics) for patients that appear to be in pain or have significant trauma.

DOCUMENTATION:
The following items should be documented in the PCR:
A. Visualization of the cords (if applicable).
B. Number of attempts.
C. 5-point check and equal chest expansion.
D. Any other devices/techniques used.
E. ETCO2 device used/reading.
F. Any changes during patient contact.
G. Reconfirmation of placement after patient movement.
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AIRWAY MANAGEMENT – Endotracheal Intubation
NOTES & PRECAUTIONS:
Airway maintenance, including control of the cervical spine, is the primary concern in the treatment of all
patients. If unable to establish and/or maintain an adequate airway, the patient shall be transported to the
nearest hospital to obtain definitive airway control. This includes patients entered into the trauma system.
A. DO NOT rely solely on monitoring equipment to determine the efficacy of intubation. Continuously
monitor the patient’s overall condition including vital signs, cardiac rhythm, perfusion, and ease of bagging
post-intubation.
B. Recheck tube placement with every major movement of the patient, movement of equipment, or if a
significant change in vital signs occurs.
C. Max ETT attempts is 2 total by any combination of providers. An ETT attempt is defined as an insertion of
the laryngoscope into the mouth.
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AIRWAY MANAGEMENT – Endotracheal Intubation with RSI
PARAMEDIC
INDICATIONS:
Patient meets criteria described previously under “Endotracheal Intubation” and patient has any of the following:
A. Clenched jaw.
B. Active gag reflex.
C. Uncontrolled combative behavior.
D. Clinical condition requiring airway protection.

PROCEDURE:
A. Assemble airway equipment including O2 tanks with regulators, nasal cannula, mask or BVM, intubation
equipment, suction, and alternative airway devices (bougie, rescue airway) and attach required equipment
(cardiac monitor, end-tidal CO2 monitor and pulse oximeter). Optimize patient position for mask
ventilations, laryngoscopy, and intubation by aligning the ear with the sternal notch for non-trauma
patients.
B. Open airway and pre-oxygenate:
a. If patient is breathing, administer oxygen via nasal cannula. If patient tolerates, administer oxygen
at 15 LPM (passive oxygenation).
b. If patient is not breathing, use a BVM with OPA/NPA. Maintain cricoid pressure (if unconscious)
when using a BVM.
C. Pre-medicate patient with Lidocaine 1.5 mg/kg rapid IV/IO for adults and Lidocaine 1 mg/kg rapid IV/IO for
pediatrics. Max dose for both is 150 mg.
D. Administer induction medication:
a. Midazolam 5-10 mg IV/IO for adults.
b. Midazolam 0.3 mg/kg IV/IO for pediatrics
E. Administer Rocuronium 1 mg/kg IV/IO push. If inadequate paralysis exists after 1 minute, check patency of
IV/IO line. If IV/IO no patent, establish patent IV/IO and repeat Rocuronium 0.5 mg/kg IV/IO.
F. Continue passive oxygenation via nasal cannula at 15 LPM during the intubation process.
G. When patient is paralyzed, perform intubation (approximately 1 minute after Rocuronium administration).
a. If the patient desaturates (SpO2 <90%) during the attempted intubation, ventilate with BVM and
100% oxygen before next attempt.
b. If intubation attempts fail, ventilate via BVM and proceed to rescue airway (i.e. King Airway®).
c. If unable to ventilate with BVM or rescue airway, proceed to cricothyrotomy.
H. Treat bradycardia occurring during intubation with ventilation first. If bradycardia persists, administer
Atropine:
a. Adults: 0.5 mg IV/IO
b. Pediatrics less than 2 years old: 0.02 mg/kg IV/IO. Minimum dose is 0.1 mg. Do not exceed adult
dose.
I. Verify placement of ET tube using ETCO2 and careful five-point check. Keep patient on continual ETCO2
monitoring and pulse oximetry.
J. Insert an oral airway or compatible bit-block device.
K. Secure the endotracheal tube and record the depth.
L. After successful airway placement, administer Midazolam 2-5 mg IV/IO if systolic BP is >100 mmHg. This
may be repeated every 15 minutes as necessary to maintain sedation. Pediatric dose is 0.3 mg/kg up to
adult does.
M. If additional paralysis is needed during transport, administer Rocuronium 0.5 mg/kg IV/IO.
N. Consider administering Morphine 2-5 mg IV/IO (0.1-0.2 mg/kg IV/IO for pediatrics) or Fentanyl 25-100 mcg
IV/IO (1-2 mcg/kg IV/IO for pediatrics) for patients that appear to be in pain or have significant trauma.
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AIRWAY MANAGEMENT – Endotracheal Intubation with RSI Cont.
NOTES & PRECAUTIONS:
Airway maintenance, including control of the cervical spine, is the primary concern in the treatment of all
patients. If unable to establish and/or maintain an adequate airway, the patient shall be transported to the
nearest hospital to obtain definitive airway control. This includes patients entered into the trauma system.
A. Check IV/IO patency if the first dose of Rocuronium dos not appear to be effective in paralyzing the
patient.
B. DO NOT rely solely on monitoring equipment to determine the efficacy of intubation. Continuously
monitor the patient’s overall condition including vital signs, cardiac rhythm, perfusion, and ease of bagging
post-intubation.
C. If Ketamine is administered, monitor closely for laryngospasm.
D. If Ketamine is administered, always administer Midazolam to avoid negative emergence reaction.
E. Max ETT attempts is 2 total by any combination of providers. An ETT attempt is defined as an insertion of
the laryngoscope into the mouth.
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AIRWAY MANAGEMENT – ETCO2 Monitoring
EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC
INDICATIONS:
A. For use to measure effectiveness of ventilation by measuring the amount of carbon dioxide in exhaled air
and the ETCO2 waveform.
B. Monitoring during CPR.

PROCEDURE:
A. Manage airway according the appropriate Airway Management Procedure.
B. Apply continuous waveform Capnography, if available. Maintain ETCO2 output between 35-40mmHg.
C. Patients who are posturing, or who have other clinical presentations indicative of head trauma (blown
pupil, focal motor findings) should be ventilated to maintain an ETCO2 level between 30-35mmHg.
The following approximates the degree of ventilation:
 Over 40 mmHg – Hypoventilation
 35-40 mmHg – Normal Ventilation
 30-35 mmHg – Hyperventilation
 Less than 30 mmHg – aggressive hyperventilation
 Less than 20 mmHg – check for effectiveness or ET placement

NOTES & PRECAUTIONS:
A. Remember, pulse oximetry does not equate to or assess ventilation. You can have a poorly ventilated
patient displaying on oxygen saturation of 100%. Excessively high PaCO2 levels can be detrimental to your
patient’s outcome.
B. A sudden drop in CO2 output from normal (35-40 mmHg) to 15-20 mmHg and an obvious change in
waveform is indicative of tube displacement, most likely into the hypopharynx. Re-assess tube placement
immediately and take corrective action.
C. DO NOT rely on pulse oximetry or ETCO2 monitoring solely to determine the efficacy of intubation.
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AIRWAY MANAGEMENT – Foreign Body Obstruction
EMR/EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC
INDICATIONS:
Sudden onset of respiratory distress often with coughing, wheezing, gagging, or stridor due to a foreign-body
obstruction of the upper airway.

PROCEDURE:
A. Assess the degree of the foreign body obstruction.
a. Do not interfere with a mild obstruction allowing the patient to clear their airway by coughing.
b. In severe foreign-body obstructions, the patient may be able to make a sound. The victim may
clutch his/her neck in the universal chocking sign.
B. For Infants
a. Deliver 5 back blows (slaps) followed by 5 chests compressions repeatedly until the object is
expelled or the patient becomes unresponsive.
C. For Children
a. Perform a subdiaphragmatic abdominal thrust (Heimlich Maneuver) until the object is expelled or
the patient becomes unresponsive.
D. For Adults (a combination of maneuvers may be required)
a. Perform a subdiaphragmatic abdominal thrust (Heimlich Maneuver) until the object is expelled or
the patient becomes unresponsive.
b. If abdominal thrusts are ineffective, chest compressions should be used. Chest compressions
should be used primarily on morbidly obese patients and in the patients who are in the late stages
of pregnancy.
E. If the patient becomes unresponsive, begin CPR immediately but look in the mouth before administering
any ventilations. If a foreign-body is visible, remove it.
F. Do not perform blind finger sweeps in the mouth and posterior pharynx. This may push the object farther
into the airway.
G. In unresponsive patients, Paramedics should visualize the posterior pharynx with a laryngoscope to
potentially identify and remove the foreign-body using Magil forceps.
H. Document the methods used and result of these procedures in the patient care report (PCR).
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AIRWAY MANAGEMENT – i-Gel®
EMR/EMT/AEMT/INTERMEDIATE/PARAMEDIC
DEFINITION:
The i-Gel® is a disposable supraglottic airway created as an alternative to tracheal intubation or mask ventilation.
The i-Gel® is designed for positive pressure ventilation as well as for spontaneously breathing patients.

INDICATIONS:
Use of the i-Gel® is indicated if endotracheal intubation cannot be performed or after 2 failed endotracheal
intubation attempts and the patient needs a secure airway.

CONTRAINDICATIONS:
A.
B.
C.
D.

Intact gag reflex.
Airway obstruction.
Trismus or limited mouth openings.
Suspected upper airway obstruction secondary to laryngeal edema, smoke inhalation, foreign body, tumor,
mass, or abscess.

PROCEDURE:
A. Attach pulse oximeter and monitor oxygen saturation. Have suction equipment readily available.
B. Ventilate with BVM to optimize oxygen saturation prior to i-Gel® insertion especially if several
endotracheal intubations were attempted.
C. Estimate patients weight (for sizing of i-Gel®) and place head in neutral position.

i-Gel® Sizing Guide
Color

i-Gel
Size
1
1.5
2
2.5
3
4
5

Patient Size

Patient Weight (kgs)

Patient Weight (lbs.)

Neonate
Infant
Small Pediatric
Large Pediatric
Small Adult
Medium Adult
Large Adult

2.5
5 – 12
10 – 25
25 – 35
30 – 60
50 – 90
90+

4 – 11
11 – 26
22 – 55
55 – 77
66 - 132
110 – 198
198+

D.
E.
F.
G.

Lubricate distal end of i-Gel®.
Grasp the lubricated i-Gel® firmly along the integral bite block.
Position the device so that the i-Gel® cuff outlet is facing towards the chin of the patient.
Introduce the leading soft tip into the mouth of the patient in a direction towards the heard palate. The
leading edge of the i-Gel® tip must follow the curvature of the patient’s hard palate upon insertion. Glide
the device downward and backward along the hard palate with a continuous but gentile push until a
definitive resistance is felt.
H. Determine appropriate depth of insertion. The incisors should be resting on the integral bite block. A
horizontal line (Adult sizes 3, 4, 5 only) at the middle of the integral bite block represents the correct
position of the teeth. If the teeth are located lower than the distal tip of the bite block, then it is likely the
device has been incompletely inserted.
I. Secure the i-Gel® to the maxilla with a holder or tape.
J. After successful placement, continue to monitor for adequate ventilations and possible displacement.
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AIRWAY MANAGEMENT – i-Gel® Cont.
NOTES & PRECAUTIONS:
A. Do not use excessive force to insert the device or nasogastric tube.
B. Sometimes a feel of “give-way” is felt before the end point resistance is met. This is due to the passage of
the i-Gel® bowl through the faucial pillars (pharyngo-epiglottic folds).

C. Once resistance is met and the teeth are located on the integral bite block, do not repeatedly pus the iGel® down or apply excessive force during insertion.
D. Patients with any condition which may increase the risk of a full stomach (i.e. hiatal hernia, sepsis, morbid
obesity, pregnancy, or a history of upper gastro-intestinal surgery, etc.) may increase the risk of aspiration.
E. If gastric distention is present or fluid is present in the gastric channel on the i-Gel®, an appropriate size
nasogastric tube may be passed down the gastric channel. (P)

Color

i-Gel
Size

Maximum Size of Nasogastric Tube (French
Gauge) of French Suction Catheter

1
1.5
2
2.5
3
4
5

N/A
10
12
12
12
12
14
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AIRWAY MANAGEMENT – King Airway®
EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC
DEFINITION:
The King Airway® is a disposable supraglottic airway created as an alternative to tracheal intubation or mask
ventilation. The King Airway® is designed for positive pressure ventilation as well as for spontaneously breathing
patients.

INDICATIONS:
Use of the King Airway® is indicated if endotracheal intubation cannot be performed or after 2 failed endotracheal
intubation attempts and the patient needs a secure airway.

CONTRAINDICATIONS:
A.
B.
C.
D.
E.

Intact gag reflex.
Airway obstruction.
Patient under 35 inches tall or <3 feet.
Known or suspected caustic ingestion.
Known esophageal disease.

PROCEDURE:
A. Attach pulse oximeter and monitor oxygen saturation. Have suction equipment readily available.
B. Ventilate with BVM to optimize oxygen saturation prior to King Airway® insertion especially if several
endotracheal intubations were attempted.
C. Estimate patients height (for sizing of King Airway®) and place head in neutral position.

King Airway® Sizing Chart
Size

2

2.5

3

4

5

Color

Green

Orange

Yellow

Red

Purple

Height

35-45 in.
90-115
cm.

41-51 in.
105-130
cm.

4-5 ft.
122-155
cm.

5-6 ft.
155-180
cm.

>6 ft.
>180 cm

Cuff
Volume

25-35 mL

30-40 mL

45-60 mL

60-80 mL

70-90 mL

D. Ensure that both balloons are completely deflated and lubricate distal end of King Airway®.
E. Insert King Airway® into mouth posteriorly against the hard palate and in the midline. Advance gently until
the proximal cuff is just visible under the base of the tongue. Inflate the cuffs using the supplied colorcoded syringe. The King Airway® may rise as it seats itself in the airway.
F. Attach BVM to the tube and ventilate patient. Evaluate breath sounds and air movement over stomach.
Monitor oxygen saturation, chest rise, and attach continuous ETCO2 monitor.
G. The King Airway® device is not designed to ventilate the patient if placed in the trachea. If unable to
ventilate the patient after placement deflate balloons and adjust depth of tube to optimize ventilation.
H. After successful placement, continue to monitor for adequate ventilations and possible displacement or
balloon failure.

NOTES & PRECAUTIONS:
A. If is important that the tip of the device be maintained in the patient’s midline. Keeping the tip at midline
assures that the distal tip is properly placed in the hypopharynx and upper esophagus.
B. Depth of insertion is key to providing a patent airway. A shallow initial insertion will require deflation of
the cuffs to advance the tube deeper.
C. It is extremely important to open the airway and ensure that the tip of the King Airway® advances past the
base of the tongue.
Hood River County EMS Protocols – Procedures
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AIRWAY MANAGEMENT – Nebulizer Inhalation Therapy
EMR/EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC
INDICATIONS:
Bronchospasm due to COPD exacerbation, CHF, asthma or anaphylaxis.

PROCEDURE:
A.
B.
C.
D.
E.
F.
G.
H.

Gather the necessary equipment.
Assemble the nebulizer kit.
Instill the premixed drug (i.e. Albuterol or other approved drug) into the reservoir well of the nebulizer.
Connect the nebulizer device to oxygen at 6-10 liters per minute or adequate flow to produce a steady,
visible mist.
Instruct the patient to inhale normally through the mouthpiece of the nebulizer. The patient needs to have
a good lip seal around the mouthpiece.
The treatment should last until the solution is depleted. Tapping the reservoir well near the end of the
treatment will assist in utilizing all of the solution.
Monitor the patient for medication effects. This should include the patient’s assessment of his/her
response to the treatment and reassessment of vital signs, ECG, and breathe sounds.
Document the treatment, dose, and route on the patient care report (PCR).

NOTES & PRECAUTIONS:
A. EMR’s may only assist with patient’s own prescribed nebulizer treatments (i.e. inhaler of Albuterol).
B. Patients may not tolerate a specific administration method, face mask, mouth piece, or blow-by.
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AIRWAY MANAGEMENT – Needle Cricothyrotomy
PARAMEDIC
INDICATIONS:
This technique is to be used only when other attempts to establish an airway have been unsuccessful (i.e. you are
unable to intubate or ventilate using BVM) and respiratory obstruction exists. Such conditions are most likely to be
found with foreign-body obstruction; facial and laryngeal trauma; inhalation, thermal, or caustic injury to the upper
airway; angioneurotic edema; upper airway bleeding; epiglottitis; and severe croup.

PROCEDURE:
A. Assemble equipment: 14ga or 16ga angiocath, 3cc syringe, 3.0 ETT adaptor, oxygen and BVM.
B. Place the patient in a supine position with support under the shoulders and mild hyperextension of the
neck unless c-spine injury is suspected.
C. Palpate the neck of the cricothyroid membrane.
D. Prepare the area with antiseptic solution.
E. Stabilize the airway between thumb and forefingers.
F. Insert the needle with catheter into the cricothyroid membrane at a 30 degree angle caudally (toward the
pts feet).
G. When the needle is through the membrane. Stop and aspirate for air to ensure tracheal entry.
H. Advance the catheter over the needle and then remove the needle.
I. Attach the 3.0 ETT adaptor to the hub of the catheter and begin ventilations with the BVM.
J. Secure the cannula with tape after confirming correct placement by auscultation for breath sounds (5
point check). Observe for kinking of cannula.
K. Consider sedation with Midazolam as with RSI if not already given.

NOTES & PRECAUTIONS:
A. Hazards in performing this procedure are primarily those of damage to nearby structures/major vessels to
either side of the midline, to the vocal cords if the puncture is made too high, or a through and through
injury of the trachea if the puncture is made too deeply.
B. Palpation of the cricothyroid membrane is very difficult in the infant and young children. The key to
success is immobilization of the trachea throughout the procedure.
C. Needle cricothyrotomy is only a temporizing measure providing oxygenation not adequate ventilation.
D. Notify OLMC immediately if needle cricothyrotomy is performed.
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AIRWAY MANAGEMENT – QuickTrach®
PARAMEDIC
INDICATIONS:
This technique is to be used only when other attempts to establish an airway have been unsuccessful (i.e. you are
unable to intubate or ventilate using BVM) and respiratory obstruction exists. Such conditions are most likely to be
found with foreign-body obstruction; facial and laryngeal trauma; inhalation, thermal, or caustic injury to the upper
airway; angioneurotic edema; upper airway bleeding; epiglottitis; and severe croup.

PROCEDURE:
A. Place the patient in a supine position with support under the shoulders and mild hyperextension of the
neck.
B. Palpate the cricothyroid membrane with gloved hand.
C. Firmly hold the device and puncture the cricothyroid membrane at a 90 degree angle. No incision is
necessary.
D. After puncturing the cricothyroid membrane, check entry of the needle into the trachea by aspirating air
through the syringe.
E. If air is aspirated the needle is in the trachea.
F. Change the angle of the needle to 60 degrees and advance the device forward into the trachea to the level
of the stopper.
G. Remove the stopper being careful not to advance the device further into the trachea with the needle still
attached.
H. Hold the needle and syringe firmly and slide only the plastic cannula along the needle into the trachea until
the flange rests on the neck.
I. Carefully remove the needle and syringe.
J. Secure the device to the neck.
K. Apply the connecting tube to the device and ventilate.
L. Consider sedation with Midazolam as with RSI if not already given.

NOTES & PRECAUTIONS:
A. Hazards in performing this procedure are primarily those of damage to nearby structures/major vessels to
either side of the midline, to the vocal cords if the puncture is made too high, or a through and through
injury of the trachea if the puncture is made too deeply. The latter is more commonly seen in infants and
children whose tracheas may be deceptively narrow.
B. Notify OLMC immediately if needle cricothyrotomy is performed.
C. QuickTrach® Sizing
a. 4.0mm – 77 lbs and up
b. 2.0mm – 22 lbs-77 lbs

Hood River County EMS Protocols – Procedures

14

AIRWAY MANAGEMENT – Surgical Cricothyrotomy
PARAMEDIC
INDICATIONS:
Technique is to be used only when other attempts to establish an airway have been unsuccessful (i.e. you are
unable to intubate or ventilate using BVM) and respiratory obstruction exists. Such conditions are most likely to be
found with foreign-body obstruction; facial and laryngeal trauma; inhalation, thermal, or caustic injury to the upper
airway; angioneurotic edema; upper airway bleeding; epiglottitis; and severe croup.

PROCEDURE:
A. Assemble equipment: scalpel, 6.0 cuffed ETT, oxygen and BVM.
B. Place the patient in a supine position with support under the shoulders and mild hyperextension of the
neck unless c-spine injury is suspected.
C. Palpate the neck to locate the cricothyroid membrane.
D. Prepare the area with antiseptic solution.
E. Stabilize the airway between thumb and forefingers.
F. Make a vertical incision through the skin over the cricothyroid membrane 2-3cm in length with sufficient
depth to expose the cricothyroid membrane. Horizontally puncture the membrane with the scalpel to
facilitate access to the trachea.
G. Insert and maintain airway with a cuffed 6.0mm endotracheal tube. Advance cuff 2 cm past the opening
and check for chest excursion and auscultate the lung fields. Inflate cuff. Reassess (visualize, palpate,
auscultate, compliance).
H. Confirm tube placement by required methods, including Capnography and document.
I. Secure the tube with tape and ventilate with BVM.
J. Consider sedation with Midazolam as with RSI if not already given.

NOTES & PRECAUTIONS:
A. Hazards in performing this procedure are primarily those of damage to nearby structures/major vessels to
either side of the midline, to the vocal cords if the puncture is made too high, or a through and through
injury of the trachea if the puncture is made too deeply.
B. Perforating the thyroid gland and lacerating the vagus and phrenic nerve are possible.
C. Notify OLMC immediately if surgical cricothyrotomy is performed.
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BLOOD GLUCOSE ANALYSIS
EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC
INDICATIONS:
Patients with suspected hypoglycemia (diabetic emergencies, change in mental status, bizarre behavior, CVA, etc.).

PROCEDURE:
A. Gather and prepare equipment.
B. Blood samples for performing glucose analysis can be obtained through a finger-stick or when possible
simultaneously with intravenous access.
C. Prep finger with an alcohol swab and allow to dry completely.
D. Perform finger-stick with lancet.
E. Place correct amount of blood on reagent strip or site on glucometer per the manufacturer’s instructions.
F. Time the analysis as instructed by the manufacturer.
G. Document the glucometer reading and treat the patient as indicated by the analysis and protocol.
H. Repeat glucose analysis as indicated for reassessment after treatment and as per protocol.
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CARBON MONOXIDE EXPOSURE
EMR/EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC
DEFINITION:
Carboxyhemoglobin monitors (e.g. Masimo Rad-57®, LifePak 15) provide quick and accurate non-invasive
measurement of carbon monoxide levels.

INDICATIONS:
A. Measurement of SpCO levels in patients with suspected intentional or unintentional exposure to carbon
monoxide. Examples of unintentional exposures include malfunctioning or misused furnace, engine,
heater, stove, or grill.
B. Measurement of carbon monoxide levels in patients with smoke inhalation.
C. Monitoring of carbon monoxide levels in firefighters.
D. Carbon monoxide exposure should be strongly suspected when there are multiple patients or sick pets
from the same location.
E. Any altered level of consciousness of unknown etiology.

PROCEDURE:
If carboxyhemoglobin monitor is available, obtain SpCO readings per manufacturer’s guidelines. The SpCO is a
screening tool and the patient’s clinical picture should be used when making treatment and transport decisions.
Symptoms of carbon monoxide exposure include headache, dizziness, nausea, syncope, seizures, and loss of
consciousness. Levels should be interpreted based on the attached algorithm.

NOTES & PRECAUTIONS:
A. SpCO levels may be elevated in smokers. Levels can range from 3-15% depending on the number of packs
smoked.
B. Pulse oximeter may provide false readings in patients with elevated SpCO levels.
C. Transport the following patients directly to a hyperbaric capable facility if you suspect an isolated
exposure (i.e. no significant trauma or burns). Closest hyperbaric chamber is at Providence Portland
Medical Center.
 Patients with a SpCO greater than or equal to 25%.
 Pregnant patient with a SpCO greater than or equal to 15%.
D. Always consider other causes of altered mental status. Continuous cardiac monitoring is recommended
and if feasible, obtain a field 12-lead ECG with SpCO greater than or equal to 10%.
E. In patients with significant burns as well as elevated SpCO readings, the destination should be the Oregon
Burn Center.
F. Contact OLMC about transport destination for patients that cannot be readily triaged by the algorithm.
Examples include patients with cardiac ischemia or neurological compromise (focal deficits, confusion,
cerebellar dysfunction) as well as multiple patient scenes.
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CARBON MONOXIDE EXPOSURE Cont.
EMR/EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC

SpCO Algorithm
Measure SpCO Level
SpCO <3%

No further
evaluation or
treatment of
SpCO

SpCO ≥3%

 SpCO ≥25%
 Pregnant with SpCO ≥15%

SpCO <10%

SpCO ≥10%

Is the patient
symptomatic?
NO

No further
evaluation of
SpCO. Try to
determine source
of exposure in
non-smoker.

YES

NO

100% O2
Transport to ED*

100% O2
Transport to hyperbaric
chamber if available
Contact Poison Control
1-800-222-1222

YES

100% O2
Transport to ED*
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CARDIAC ARREST TEAM RESUSCITATION
EMR/EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC
INDICATIONS:
Patients in cardiac arrest.

PRECAUTIONS:
1. Emphasize the need for:
a. Minimally interrupted compressions (defer airway if necessary until sufficient responders).
b. Appropriate depth and quality of compressions.
c. Compressor fatigue and change compressors as needed.
d. Team approach with tasks done concurrently with one another.
2. Infants and small children may require modification of the procedure due to size.

PROCEDURE:
A. Established prior to arriving at the patients side (when possible), and includes the following:
a. Position 1 (Patients right side)
 Assesses responsiveness and checks pulses.
 Initiates chest compressions immediately.
 Alternates chest compressions with Position 2.
 Assists Position 3 with airway when needed.
b. Position 2 (Patients left side)
 Removes clothing at chest.
 Applies defibrillator pads immediately.
 Operates AED until LifePak is available.
 Alternates chest compressions with Position 1.
 Assists Position 3 with airway when needed.
c. Position 3 (Patients head)
 Assembles and appropriately applies BLS airway measures:
 Opens and clears the airway.
 Applies nasal cannula with high flow O2 at 15 LPM (passive oxygenation).
 Inserts appropriately sized (King Airway®, i-Gel®) without pausing compressions.
 Provides BVM ventilations at appropriate rate and depth.
 Attaches ETCO2 device to airway.
d. Position 4 – “Code Commander” (ALS provider)
 Makes all patient treatment decisions.
 Sets up and operates monitor/defibrillator.
 Communicates/interfaces with providers performing CPR.
e. Position 5 – “Interventions” (ALS provider)
 Initiates IV/IO access.
 Administers medications and provides additional treatment as needed.
 Anticipates needs of “Code Commander.”
f. Position 6 or more (Extra)
 Assist in different positions when needed (i.e. compressor).
 Family advocate.
 Documents incident activity
 Time CPR started and maintains 2 minute clock.
 Time of medication administration.
 Times of additional advanced procedures performed.
 Obtains patient information form family and/or bystanders.
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CARDIAC ARREST TEAM RESUSCITATION Cont.
EMR/EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC
PIT CREW CPR DIAGRAM:
Position 3 (Patients head)
 Opens and clears airway.
 Applies nasal cannula with high flow
O2.
 Inserts appropriately sized airway.
 Provides BVM ventilations.
 Attaches ETCO2 device.

Position 1 (Patients right side)
 Assesses responsiveness and checks
pulses.
 Initiates chest compressions
immediately.
 Alternates chest compressions with
Position 2.
 Assists Position 3 with airway when
needed.

Position 5 – “Interventions”
 Initiates IV/IO access.
 Administers medications and provides
additional treatment as needed.
 Anticipates needs of “Code
Commander”

Position 2 (Patients left side)
 Removes clothing at chest.
 Applies defibrillator pads immediately.
 Operates AED until LifePak is available.
 Alternates chest compressions with
Position 1.
 Assists Position 3 with airway when
needed.

Position 4 – “Code Commander”
 Makes all patient treatment decisions.
 Sets up and operates
monitor/defibrillator.
 Communicates/interfaces with
providers performing CPR.

Position 6 or more
 Assists if different positions when
needed (i.e. compressor)
 Family advocate.
 Documents incident activity.
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CARDIAC – Cardioversion
PARAMEDIC
DEFINITION:
Synchronized cardioversion is a method of restoring the normal rhythm of the heart in patients presenting with a
rapid ventricular rate associated with severely compromised cardiac output. This is achieved using a purpose
modified defibrillator capable of delivering a direct current countershock, synchronized on the R wave of the ECG.

INDICATIONS:
Synchronized cardioversion should be considered in unstable patients with a tachydysrhythmia (rapid atrial
fibrillation, supraventricular tachycardia, ventricular tachycardia with a pulse) with evidence of inadequate
perfusion (e.g. altered mental status, chest pain, hypotension, and other signs of shock).

PROCEDURE:
A. Ensure ECG electrodes are attached and monitor displays a rhythm.
B. Attach defibrillator pads in the standard anterior and lateral position as with defibrillation. Alternatively
pads may be placed on the anterior and posterior chest just to the left of the sternum and spinal column,
respectively.
C. If time and patient condition permits, administer Midazolam 2-5 mg slow IV/IO push or if no IV/IO
Midazolam 5 mg IM/IN.
D. For LifePak® 12 & 15
a. Ensure the defibrillator is in manual mode. If not press the ADVISORY key.
b. Press SYNC button. Confirm the SYNCed button blinks with each detected QRS complex.
c. Select the required energy level with the ENERGY SELECT button.
 Adult: 200 J
 Pediatric: 0.5-1 J/kg; if not effective, increase to 2 J/kg
d. Press the CHARGE button.
e. Press and hold the SHOCK button to deliver the synchronized cardioversion. Stay clear of the
patient until you are certain the energy has been delivered. NOTE: It may take the
monitor/defibrillator several cardiac cycles to “synchronize,” so there may be a delay between
activating the cardioversion and the actual delivery of energy.
f. Confirm that the synchronized cardioversion has occurred by SHOCK PERFORMED being displayed
on the screen.
E. Note the patient’s response and perform immediate unsynchronized cardioversion/defibrillation if the
patient’s rhythm has deteriorated into pulseless ventricular tachycardia/ventricular fibrillation, following
the Cardiac Arrest protocol.
F. If the patient’s condition is unchanged, repeat step E above.
G. Consider discussion with OLMC if cardioversion is unsuccessful after 2 attempts.
H. Note procedure, response, and time in the patient care report (PCR).
I. If patient still complains of pain, consider administering Fentanyl per Pain Management Protocol.

PEDIATRIC PATIENTS:
Use above guidelines except:
A. Give Midazolam 0.1 mg/kg IV/IO to a MAX of 2.5mg (may repeat once after 5 minutes). If more is needed,
call OLMC.
B. Use anterior/posterior pad placement first for patients less than 1 year of age.

NOTES & PRECAUTIONS:
Synchronized Cardioversion should not be used in the following settings:
A. Asystole.
B. Patients meeting Death in the Field criteria.
C. Patients in traumatic cardiac arrest.
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CARDIAC – Pacing
PARAMEDIC
DEFINITION:
Transcutaneous pacing is the technique of electronic cardiac pacing accomplished by using skin electrodes to pass
repetitive electrical impulses through the thorax.

INDICATIONS:
Transcutaneous pacing should be considered in bradycardia (heart rate <60) with evidence of inadequate perfusion
(e.g. altered mental status, chest pain, hypotension, other signs of shock).

PROCEDURE:
A. Ensure ECG electrodes are attached and monitor displays a rhythm.
B. Attach pacing pads in the standard anterior and lateral position as with defibrillation. Alternatively pads
may be placed on the anterior and posterior chest just to the left of the sternum and spinal column,
respectively. If there is difficulty in obtaining capture, try alternative position.
C. Begin pacing at a heart rate of 80 beats per minute and 20mA current output.
D. Increase current by increments of 10mAs while observing monitor for evidence of electrical capture.
Confirm mechanical capture by checking pulses and BP.
E. If patient is comfortable at this point, continue pacing. If patient is uncomfortable, administer Midazolam
2-5mg slow IV/IO push or if no IV/IO Midazolam 5mg IM.
F. If patient still complains of pain, repeat dose of Midazolam and contact OLMC.
G. If the patient remains unconscious during pacing, assess capture by observing the monitor and evaluating
pulse and blood pressure changes. In the event of electrical capture and no pulses, follow PEA protocol.
H. If there is no response to pacing and drugs, consult with OLMC. If a change in pacing rate is desired,
contact OLMC.

PEDIATRIC PATIENTS:
Use above guidelines except:
A. Give Midazolam 0.1 mg/kg IV/IO to a MAX of 2.5mg (may repeat once after 5 minutes). If more is needed,
call OLMC.
B. Use anterior/posterior pad placement first for patients less than 1 year of age.
C. Begin pacing at 100 bpm with smallest mA output.
D. Increase current in increments of 10mAs while observing monitor for evidence of electrical capture.
E. Confirm mechanical capture by checking pulses and BP.
F. Contact OLMC for adjustments to rate based on age and response to pacing.

NOTES & PRECAUTIONS:
Transcutaneous pacing should not be used in the following settings:
A. Asystole/PEA.
B. Patients meeting Death in the Field criteria.
C. Patients in traumatic cardiac arrest.
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CHEST DECOMPRESSION - Needle
PARAMEDIC
DEFINITION:
The emergency decompression of a tension pneumothorax using an over-the-needle catheter.

INDICATIONS:
Some of the following signs of simple pneumothorax as well as some of the signs of tension pneumothorax must be
present before decompression is undertaken:
A. Tension Pneumothorax (indications):
1. Consistent history (i.e. chest trauma, COPD, patient on positive pressure ventilation).
2. Shock, low BP, or rapidly decreasing BP.
3. Progressive respiratory distress.
4. Tracheal shift away from affected side (late sign).
5. Distended neck veins.
6. Asymmetrical movement on inspiration.
7. Hyperexpanded chest on affected side.
8. Drum-like percussion on affected side.
9. Increased resistance to positive pressure ventilation, especially if intubated.

PROCEDURE:
A. Assemble equipment: 10 or 14 gauge 3.25” angiocath, one-way valve, 10-20 cc syringe, 4x4’s, tape, alcohol
or Betadine preps.
B. Expose the entire chest.
C. Clean chest vigorously with alcohol or Betadine.
D. Mid-Clavicular Insertion: On affected side, locate the mid-clavicular line and insert a large gauge angiocath
(10-14 gauge) over the superior margin of the third rib. Hit the rib and then slide over it.
E. Axillary Insertion: On affected side, locate the anterior axillary line and insert large angiocath (10-14 gauge)
over the superior margin of the fifth rib.
F. If the air is under tension, the barrel of the syringe will pull easily. Advance catheter, and remove needle
with syringe. Attach one-way valve.
G. Secure from movement using tape and/or gauze placed on each side.
H. Reassess lung sounds and vital signs frequently.
I. Consider administering Midazolam 2-5 mg slow IV/IO push to patient if it can be done concurrently with
the procedure. Consider IV pain medication.

NOTES & PRECAUTIONS:
A. Simple or non-tension pneumothorax is relatively common, is not immediately life threatening, and should
not be decompressed in the field.
B. Simple Pneumothorax (indications):
1. Respiratory distress, mild to severe.
2. Chest pain.
3. Decreased or absent breath sounds on affected side.
4. Subcutaneous crepitation.
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CONTINUOUS POSITIVE AIRWAY PRESSURE (CPAP)
EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC
DEFINITION:
Continuous Positive Airway Pressure (CPAP) has been shown to rapidly improve vital signs, gas exchange, and to
decrease the work of breathing, the sense of dyspnea, and the need for endotracheal intubation in patients who
suffer from shortness of breath secondary to CHF/Pulmonary edema, asthma, or COPD. In patients with CHF, CPAP
improves hemodynamics by reducing preload and afterload.

INDICATIONS:
Medical patients complaining of moderate to severe respiratory distress meeting ALL the following criteria:
A. Is awake, oriented and has the ability to maintain an open airway.
B. Has signs and symptoms consistent with either CHF/pulmonary edema or COPD.
C. Has a systolic blood pressure above 100 mmHg.
D. Is over 12 years old and is able to fit the CPAP mask.
E. For asthma and COPD call OLMC.

CONTRAINDICATIONS:
A.
B.
C.
D.
E.
F.
G.

Respiratory arrest.
Non-cooperative patients.
Suspected pneumothorax.
Hemodynamically unstable.
Inability to maintain mask seal.
Active vomiting.
Facial trauma.

PROCEDURE:
A.
B.
C.
D.
E.
F.
G.
H.
I.
J.

EXPLAIN and COACH THE PATIENT ON THE PROCEDURE.
Ensure adequate oxygen supply to ventilate device.
Place the patient on continuous pulse oximetry and end-tidal CO2 monitoring.
For the CPAP device, start with 5-10 cm H2O and adjust as needed.
Place the CPAP mask over the patient’s mouth and nose.
Secure the mask with the provided straps.
Check for air leaks.
Monitor and document the patient’s respiratory response to the treatment.
Continue to coach patient to keep mask in place and readjust as needed.
If respiratory status deteriorates, remove the device and consider BVM ventilation and/or endotracheal
intubation.

REMOVAL PROCEDURE:
CPAP therapy needs to be continuous and should not be removed unless the patient cannot tolerate the mask or
experiences continued or worsening respiratory failure.

NOTES & PRECAUTIONS:
A. Advise receiving hospital as soon as possible that a patient with CPAP is enroute to their hospital so they
can be prepared for the patient.
B. Reassessment of the patient’s status is critical and documentation should be performed every 5 minutes
until patient is stable.
C. CPAP mask may be removed temporarily to administer Nitroglycerin.
D. Suctioning of secretions may be required on some patients.
E. Watch for gastric distention and/or nausea.
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HEMOSTATIC AGENTS
EMR/EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC
DEFINITION:
Hemostatic agents can be used to control exsanguination hemorrhage when use of direct pressure and tourniquets
fail.

INDICATIONS:
Exsanguinating hemorrhage that cannot be controlled by direct pressure or by tourniquet. This is most likely to
involve wounds in junctional areas (i.e. axilla, groin, neck, face, or scalp).

CONTRAINDICATIONS:
A.
B.
C.
D.

Minor bleeding.
Bleeding that can be controlled by direct pressure.
Bleeding that can be controlled by application of a tourniquet.
Open abdominal or chest wounds.

PROCEDURE:
A.
B.
C.
D.
E.

Follow the manufacturer’s user instructions for proper technique.
Pack the wound with the chosen hemostatic agent.
Apply direct pressure over the wound for a minimum of 3 minutes or until bleeding stops.
Apply pressure dressing over wound and hemostatic agent.
Advise receiving hospital personnel of use of hemostatic agent.

NOTES & PRECAUTIONS:
The following hemostatic agents are approved for use:
A. QuikClot® Combat Gauze
B. QuikClot® 1st Response
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INTRAOSSEOUS (IO) ACCESS/INFUSION
AEMT (Pediatric ONLY)/INTERMEDIATE/RN/PARAMEDIC
DEFINITION:
Intraosseous cannulation is an alternative technique for establishing IV access in critical adult and pediatric patients
when peripheral IV access is difficult or time-sensitive.

INDICATIONS:
A. Intraosseous infusion is indicated in emergency situations when life-saving fluids or drugs should be
administered and IV cannulation is difficult, impossible, or too time-consuming to perform.
B. If a peripheral IV cannot be established after two attempts or within 60-90 seconds of elapsed time.
C. Adult and pediatric patients, within the proper weight range, who present with one or more of the
following clinical conditions:
1. Cardiac arrest.
2. Hemodynamic instability (BP less than 90 mmHg and clinical signs of shock).
3. Imminent respiratory failure.
4. Status epilepticus with prolonged seizure activity greater than 5 minutes, and refractory to IM
anticonvulsants.
5. Toxic conditions requiring immediate IV access for antidote.
D. IO placement may be considered prior to peripheral IV attempts in cases of cardiopulmonary or traumatic
arrest, in which it may be obvious that attempts at placing an IV would likely be unsuccessful and or too
time consuming, resulting in a delay of life-saving fluids or drugs.

CONTRAINICATIONS:
A.
B.
C.
D.

Fracture of the bone selected for IO insertion or significant trauma proximal to site.
Previous significant orthopedic procedures (IO within 24 hours, prosthesis).
Infection or burn at the site of insertion.
Excessive tissue at insertion site with the absence of landmarks.

EZ-IO™ PROCEDURE:
A. Determine patient’s weight.
B. Assemble all necessary equipment
a. The EZ-IO AD® needle should be utilized on patients who weigh 40 kg or more (approximately 88
lbs. or greater).
b. The EZ-IO LD® needle should be utilized on patients who weight 40 kg or more (approximately 88
lbs. or greater) who have excessive tissue.
c. The EZ-IO PD® needle should be used on patients who weigh between 3-39 kg (approximately 6-87
lbs.).
C. Adult Site Selection
a. Palpate the landmarks at the proximal tibia (patella and tibial tuberosity).
b. Insertion site should be approximately one finger width medially and distal to of the tibial
tuberosity.
D. An alternate site may be used at the distal tibia, two finger widths proximal to the medial malleolus along
the midline of the tibia. As a “last resort” an acceptable, but not preferred site that is allowed is the
proximal humerus, two finger widths inferior to the coracoid process and acromion.
E. Pediatric Site Selection (Patients weighing 3-39 kg)
a. Palpate the landmarks at the proximal tibia (patella and tibial tuberosity).
b. Insertion site should be one finger width below the tibial tuberosity, then medial along the flat
aspect of the tibia.
c. If the tibial tuberosity cannot be identified on the child, then the insertion site may be two finger
widths below the patella, then medial along the flat aspect of the tibia.
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INTRAOSSEOUS (IO) ACCESS/INFUSION Cont.
F. Needle Insertion
a. Prep the surface with Betadine® and allow to air dry.
b. Stabilize patient’s leg and begin insertion from a 90-degree angle to the plane of the tibial plateau.
Gently advance the needle set into position-do not force. Stop when you feel the “pop” on smaller
patients.
c. When needle is in proper position, remove stylet (if insertion fails, leave the needle in place and
clamp the EZ-Connect; do not attempt second insertion on same leg).
d. Connect extension tubing or EZ-Connect, primed with saline, to IO hub.
e. Confirm the catheter position (catheter is stable at a 90-degree angle to the bone, able to aspirate
blood, and fluids flow without evidence of extravasation).
f. Rapid bolus or “power” flush with approximately 10 mL normal saline when using the EZ-IO AD® or
EZ-IO LD® needle, and 5 mL normal saline when using the EZ-IO PD® needle.
g. Connect IV tubing and bag to extension tubing or EZ-Connect.
h. Consider additional bolus of saline if flow rates slower than expected.
i. Utilize a blood pressure cuff or pressure bag to help infuse fluids.
j. Dress site, secure tubing, and apply wristband.
G. Pain Management
a. If the procedure is performed on a conscious patient, immediately following placement of the IO
needle; for Adult and Pediatric patient administer 2% Lidocaine 0.5 mg/kg IO up to a max of 50 mg
slowly through the IO site. Wait approximately 30-60 seconds before flushing with normal saline.
b. In the event a patient regains consciousness and complains of severe pain secondary to the IO
insertion, temporarily stop infusing the fluids, and administer 2% Lidocaine 0.5 mg/kg again. Wait
approximately 30-60 seconds before continuing fluid administration.
c. If fluids do not flow freely, flush IO site with an additional 10 mL normal saline.

PROCEDURE WITH MANUAL IO DEVICE:
A. Assemble equipment
a. Approved bone marrow needles, 15 or 18 gauge size
b. Betadine® swabs
c. Two small syringes (3-5 cc)
d. One large Luer-lock® syringe (20-50 cc)
e. Extension set
f. Flush solution
g. Sterile gauze pads and tape
B. Site Selection – Proximal tibia: palpate the landmarks and note the entry point that is the anteriomedial
flat surface 1-3 cm below the tibial tuberosity.
C. Prep the surface with Betadine® and wipe dry with a sterile gauze pad.
D. Needle Insertion
a. Insert the needle at the proximal tibial site, directing the needle caudally. The needle should
penetrate the skin and subcutaneous tissue and be pushed through the cortex of the bone using
rotation (avoid rocking the needle) until a “pop” or loss of resistance is felt.
b. Confirm placement of the needle by:
i. Firm fixation of the needle and free aspiration of marrow/blood.
ii. Infusion of 2-3 mL of normal saline, palpating for extravasation or noting significant
resistance. If extravasation occurs, further attempts at the site should be avoided.
iii. It is not always possible to aspirate blood/marrow but the line may be patent.
E. Tape and secure IO needle firmly in place.
F. Start infusion.
G. Although gravity drainage may suffice, pressurized infusions may be needed during resuscitation.
H. When infusing medications via an IO route, pressure must be applied to the fluid bag in order to maintain
flow rates. The EMT must continually monitor the rate of infusion.
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INTRAOSSEOUS (IO) ACCESS/INFUSION Cont.
NOTES & PRECAUTIONS:
A. Osteomyelitis, growth plate injury (in pediatric patients), and extravasation of fluid with compression of
popliteal vessels or the tibial nerve may occur.
B. Airway and breathing should be established first in accordance with other protocols.
C. Do not perform more than one attempt in each insertion site.
D. Any ALS medication may be administered IO.
E. Do not give Hypertonic Saline through an IO line.

IO INSERTION SITES:
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INTRAVENOUS (IV) ACCESS/INFUSION
AEMT/INTERMEDIATE/RN/PARAMEDIC
INDICATIONS:
A. Normal Saline is indicated for replacement of fluid volume losses such as in trauma, burns, dehydration, or
shock.
B. An IV lock may be substituted for an IV line in all situations, except where IV fluids is the therapy of choice
for volume replacement.

PROCEDURE for IV Access:
A. IV Access:
a. Establish IV access and prepare Normal Saline or Lactated Ringers.
b. Connect an extension set between the IV hub and the solution bag and tubing.
B. IV Access with an IV Lock:
a. Establish IV access.
b. Connect an extension set to the IV hub.
c. After placement, the line should be flushed with Normal Saline.
d. If the IV lock system is used for the administration of medication, the line must be flushed after
each administration.

PROCEDURE for IV Medication Infusions:
A. Using a Buretrol® or Soluset® type device:
a. Establish IV access and prepare solution.
b. Connect the Buretrol® between the solution bag and the IV tubing.
c. Place one hour’s solution into the Buretrol® and close the connection between the Buretrol® and
the solution bag. (Note: the number of microdrops/minute = the number of ccs/hour).
d. Begin infusing solution at the appropriate rate.
e. If desired, additional solution may be placed in the Buretrol®. The Buretrol® should never contain
more than one hour of solution.
B. Using a Dial-A-Flow meter type device:
a. Establish IV access and prepare solution.
b. Connect Dial-A-Flow between the solution bag and the IV tubing.
c. Set appropriate infusion rate.
C. Using an infusion pump:
a. Establish IV access and prepare solution.
b. Connect IV tubing to infusion pump according to manufacturer’s directions.
c. Begin infusing solution at the appropriate rate.

NOTES & PRECAUTIONS:
Normal Saline should be used with caution in patients with renal impairment (hyperkalemia), cardiac or respiratory
disorders (fluid overload), or extremes of age.
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MUCOSAL ATOMIZATION DEVICE (MAD)
EMR/EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC
PURPOSE:
In the absence of an established IV, intranasal is a rapid route offering a high level of bio-availability of the
medication being administered. The intranasal route can reduce the risk of needle sticks while delivering effective
medication levels.
The rich vasculature of the nasal cavity provides a direct route into the bloodstream for medications that easily
cross the mucous membranes. Due to this direct absorption into the bloodstream, rate, and extent of absorption
are relatively comparable to IV administration.

INDICATIONS:
As an alternative drug delivery adjunct for patients without IV access who require urgent medication
administration. Medications that may be administered via intranasal (IN) route:
A. Fentanyl
B. Naloxone (Narcan®)
C. Midazolam (Versed®)

CONTRAINDICATIONS:
A.
B.
C.
D.

Epistaxis
Nasal Trauma
Nasal Septal Abnormalities
Nasal Congestion/Discharge

PROCEDURE:
A.
B.
C.
D.
E.
F.

Determine appropriate medication dose per applicable protocol.
Draw up medication into a syringe using appropriate transfer needle.
Purge air from syringe.
Place MAD on the end of the syringe and screw into place.
Gently insert the MAD into the nostril. Stop once resistance is met.
Rapidly administer the medication when patient fully exhales and before inhalation. Do NOT exceed 1 mL
per nostril.
G. Evaluate the effectiveness of the medication, if desired effect has not been achieved, consider repeating
and/or changing route of administration.

NOTES & PRECAUTIONS:
A. Too large of volume or too weak of a concentration may lead to failure because the drug cannot be
absorbed in high enough quantity to be effective.
B. If there is something wrong with the nasal mucosa it may not absorb the medications effectively, examples
include:
a. Vasoconstrictors such as cocaine prevent absorption.
b. Bloody nose, nasal congestion, mucus discharge may prevent contact of drug.
c. Destruction of nasal mucosa from surgery, trauma, or drug abuse may prevent mucosa
absorption.
C. Nasal drug delivery cannot completely replace the need for injections.
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NASOGASTRIC TUBE PLACEMENT
PARAMEDIC
INDICATIONS:
To alleviate gastric distention which is inhibiting effective ventilation in an intubated patient.

PROCEDURE:
A. Assemble equipment: Proper size Gastric Tube (10, 12, 14, or 18 French), lubricant, 30 or 60 cc syringe,
suction unit.
B. Measure tube length from nose to tip of earlobe and then to xiphoid process.
C. Select nostril.
D. Lubricate distal end of tube (6-8 inches).
E. Position head in slightly flexed position “sniffing position” if no spinal precautions are needed.
F. Gently insert and advance toward posterior nasopharynx and into stomach.
G. Confirm location by:
a. Aspirating gastric contents.
b. Placing a stethoscope over epigastrium and auscultate while inserting 20-30 ccs of air into the
tube.
H. Secure tube in place with tape.
I. Mark and document tube size and depth.
J. Allow tube to drain via gravity or consider connecting tube to suction unit for gastric decompression.

NOTES & PRECAUTIONS:
A. Do not use in patients with obvious skull fracture or severe head/facial injuries with suspected skull
fracture.
B. Do not use in patients with known esophageal varices or who have had caustic substance ingestion.
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PELVIC SLING
EMR/EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC
PURPOSE:
To properly secure a suspected pelvic fracture of a patient and to help tampanode possible internal hemorrhage
from the pelvic fracture and to decrease patient pain level through splinting.

INDICATIONS:
A. For pelvic instability in the presence of trauma.
B. For pelvic pain without instability as a comfort measure.
C. Apply in the critical multi-system trauma patient.

PROCEDURE:
SAM Pelvic Sling™
A. Place the SAM sling printed side down under the patient at the level of the buttocks (greater
trochanters/symphysis pubis).
B. Wrap the non-buckle side of the sling around the patient.
C. Firmly wrap the buckle side of the sling around the patient, positioning the buckle at the midline. Secure it
in place by velcroing the blue flap to the sling.
D. Lift the black strap away from the sling by pulling upward.
E. Firmly pull the orange and black straps in opposite directions until you hear and feel the buckle click. Make
sure to maintain tension!
F. Immediately press the black strap onto the blue flap on the sling to secure it. Do not be concerned if you
hear a second click after the sling is secure.
Sheet or Blanket Method
A. Place sheet or blanket under patient at the level of the buttocks (greater trochanters/symphysis pubis).
B. Wrap the sheet tightly around the patient’s pelvis to gradually compress the pelvis at this level.
C. Cross the sheet ends and twist from opposing sides, applying adequate pressure.
D. Secure sheet ends.

NOTES & PRECAUTIONS:
A. Blood loss in a pelvic fracture can be significant. Monitor closely and treat per Shock Protocol.
B. Consider placing prior to extrication from a vehicle if feasible.
C. The pelvic sling is contraindicated in isolated hip fractures.
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PICC LINE ACCESS
INTERMEDIATE/RN/PARAMEDIC
PURPOSE:
A Peripherally Inserted Central Line (PICC) is a common method of maintaining long-term venous access in select
patients. PICC lines are typically inserted into the antecubital fossa and then threaded into central circulation. PICC
lines are flushed with Heparin to maintain patency, and therefore, it is imperative to aspirate 5 mL of blood from
the line prior to use.

INDICATIONS:
A. PICC lines may be accessed for emergency situations when vascular access is not obtainable and when
there is a need for drug or fluid administration.
B. Patients refuses peripheral IV placement.

CONTRAINDICATIONS:
A. Inability to aspirate or infuse through the catheter.
B. Need for rapid fluid resuscitation.

PROCEDURE:
A. Use clean gloves and maintain sterility as much as possible.
B. If there is a needleless type port on the distal end of the catheter (Figure 1), perform the following:
a. Scrub the port with an alcohol pad and allow to dry for 5 seconds.
b. Attach a 10 mL syringe (without saline) to the port.
c. Unclamp if necessary (needless port may not have a clamp).
d. Attempt to aspirate at least 5 mL of blood. Blood should draw freely. If it does not, remove they
syringe and DO NOT use the catheter for access.
e. If blood aspirates freely, remove the 10 mL syringe with blood and discard.
f. Attach a 10 mL syringe with NS and gently flush the line. Never use a smaller syringe. If line does
not flush, remove the syringe and DO NOT use the catheter for access.
g. If line flushes, remove the syringe and attach the catheter to the end of the IV tubing and begin
infusion of NS. Adjust the rate to the needs of the patient within the limits of the catheter.
h. Administer medications through IV tubing port if indicated.
C. If there is a capped needle-type port on the distal end of the catheter (Figure 2), perform the following:
a. Scrub the cap with an alcohol pad and allow it to dry for 5 seconds.
b. Clamp the catheter tubing using ONLY the existing clamp on the catheter and then remove the
cap. Never allow a central line to be open to air.
c. Attach a 10 mL syringe on the catheter end.
d. Unclamp the catheter.
e. Attempt to aspirate at least 5 mL of blood. Blood should draw freely. If it does not, re-clamp the
line and remove the syringe. DO NOT use the catheter for access.
f. If blood aspirates freely, clamp the catheter again.
g. Remove the 10 mL syringe with blood and discard.
h. Attach a 10 mL syringe with NS.
i. Unclamp and gently flush the line. Never use a smaller syringe. If line does not flush, re-clamp the
line and remove the syringe. DO NOT use the catheter for access.
j. If line flushes, re-clamp and remove the syringe.
k. Attach the catheter to the end of the IV tubing.
l. Unclamp the catheter and begin infusion of NS. Adjust the rate according to the needs of the
patient within the limits of the catheter.
m. Administer medications through IV tubing port if indicated.
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PICC LINE ACCESS Cont.
NOTES & PRECAUTIONS:
A. Do not administer medications, flush or aspirate with less than a 10 cc syringe. Smaller size syringes
generate too much pressure and can damage the catheter.
B. Do not attempt to reinject aspirated blood as it may contain clots.
C. The maximum flow rates for a PICC line is 125 mL/hr for less than size 2.0 French, and 250 mL/hr for
catheters over 2.0 size French.
D. Keep patients arm straight to avoiding kinking the PICC line and obstructing flow.
E. Ensure all line connections are secure.
F. PICC line access’s the patient’s central circulation and the risk of infection is high. Avoid contamination to
ports and connections while accessing.
G. Do not administer the following medications through the PICC line:
a. Adenosine – the line may rupture during rapid infusion due to over pressurization.
b. Dextrose 50% - the catheter can be damaged due to the viscosity of the fluid

Figure 1 – Needleless Port
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RESTRAINT OF PATIENTS
EMR/EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC
PURPOSE:
Patient restraints should be utilized only when necessary and in those situations where the patient is exhibiting
behavior that presents a danger to themselves and/or others.

PROCEDURE:
A. Physical Restraint Guidelines (EMR/EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC)
a. Use the minimum number of physical restraints required to accomplish necessary patient care and
ensure safe transportation (soft restraints may be sufficient). If law enforcement or additional
manpower is needed, call for it prior to attempting restraint procedures. Do not endanger yourself
or your crew.
b. Avoid placing restraints in such a way as to preclude evaluation of the patients’ medical status.
B. Physical Restraint Procedure
a. Place patient face up on long backboard.
b. Secure ALL extremities to backboard. Try to restrain lower extremities first using restraint devices
around both ankles. Next, restrain the patient’s arms at his/her sides; one arm up and one arm
down.
c. If necessary, utilize cervical spine precautions (tape, foam blocks, etc.) to control violent head or
body movements.
d. Secure the backboard onto gurney for transport using additional straps. Secure straps to the upper
part of the gurney to avoid restricting the wheeled carriage.
e. Evaluate the patient’s respiratory and cardiac status every few minutes to ensure that no
respiratory compromise exists. Monitor SpO2 if possible.
f. DO NOT tighten chest straps to the point that they restrict breathing.
C. Chemical Restraint Guidelines (PARAMEDIC)
a. Sedative agents may be used to provide a safe method of restraining violently combative patients.
These patients may include alcohol and/or drug-intoxicated patients and restless, combative,
head-injury patients.
D. Chemical Restraint Procedure (PARAMEDIC)
a. Evaluate the personnel needed to safely attempt restraining the patient.
b. Prepare for possible hypotensive side effects.
c. Administer Midazolam 2-5 mg IV/IO or IM. If initial dose has no effect, after 10 minutes, give an
additional dose of Midazolam 2-5 mg.
d. Vital signs should be assessed within the first 5 minutes and thereafter as appropriate.
e. Monitor patients ECG and start IV/IO if not already established.
E. Follow Altered Mental Status Protocol to address possible causes of combativeness.

NOTES & PRECAUTIONS:
A. Patients who are restrained particularly in a prone position are at risk for asphyxia and sudden death.
Constant evaluation of the patient’s respiratory status is necessary.
B. Only the minimum amount of restraint is to be used of the patient chest area.
C. Hypoxia may be a cause of combativeness.
D. Use continuous cardiac monitoring as soon as safe to detect dysrhythmias and QT prolongation.
E. Be prepared to treat seizures.
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SUCTIONING
EMR/EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC
INDICATIONS:
When patient is exhibiting respiratory difficulty secondary to secretions in airway or the potential for aspiration
exists.

PROCEDURE:
A. Oral Suctioning
a. Pre-oxygenate patient with 100% oxygen.
b. Assemble equipment: suction unit with tonsil tip or dental tip, personal protective equipment
(gloves, goggles, gown).
c. Attach required monitoring equipment.
d. Turn suction unit on and confirm mechanical suction is present.
e. Insert tip without suction.
f. Cover thumbhole to begin suction if using a tip other than dental tip.
g. Apply suction for less than 15 seconds.
h. Re-oxygenate patient for at least 2-3 minutes between suction attempts.
B. Tracheal Suctioning
a. Pre-oxygenate patient with 100% oxygen.
b. Assemble equipment: suction unit, correct size suction catheter, sterile rinse, personal protective
equipment (gloves, goggles, gown).
c. Attach required monitoring equipment.
d. If patient is being ventilated with BVM prior to suctioning, have someone else remove the bag
from end of ET tube prior to suction attempt.
e. Insert catheter into the ET tube without applying suction.
f. Advance catheter as far as possible
g. Withdraw slowly using intermittent suction while rotating catheter.
h. Do not suction more than 15 seconds.
i. Monitor patient’s oxygen saturation.
j. Rinse catheter in sterile saline.
k. Re-oxygenate patient for at least 2-3 minutes between suction attempts.
C. Suctioning with Meconium Aspirator
a. Refer to Childbirth/OB Protocol for suctioning a newborn with Meconium staining.
b. If meconium is present and newborn is vigorous DO NOT suction infant.
c. Assemble equipment: suction unit, appropriate size ET tube, personal protective equipment
(gloves, goggles, gown).
d. Attach required monitoring equipment.
e. Turn suction unit on and confirm mechanical suction is present.
f. After infant has been intubated, attach meconium aspirator to end of ET tube.
g. Cover thumbhole to begin suctioning while slowly withdrawing the ET tube.
h. Do not suction for more than 15 seconds.
i. Monitor patient’s oxygen saturation and heart rate and stop if patient becomes bradycardic.
j. Re-oxygenate patient for at least 2-3 minutes between suctioning attempts.
k. If patient has not been intubated and meconium is thick and the newborn is not crying, at the
least, aggressive oropharyngeal suctioning should be carried out with the largest diameter suction
device available.

NOTES & PRECAUTIONS:
A. Do not use in patients with obvious skull fracture or severe head/facial injuries with suspected skull
fracture.
B. Do not use in patients with known esophageal varices or who have had caustic substance ingestion.
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TASER® BARB REMOVAL
EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC
INDICATIONS:
Taser® barbs should be removed at the request of law enforcement if:
A. Patient has been adequately subdued as not to pose a danger to Fire/EMT personnel.
AND
B. The barbs are not embedded in the face, neck, or groin areas.

PROCEDURE:
A.
B.
C.
D.
E.

Perform patient assessment.
Monitor vitals and LOC. Ensure that vitals are in the normal limits for the situation.
Expose the area where Taser® barb has implanted under the skin.
Cut wires from the barb if still attached.
Place thumb and forefinger above and below the barb parallel to the portion of the shaft implanted in the
patient’s skin.
F. Spread your thumb and forefinger apart to stretch the skin tightly over the barb.
G. Holding tension, use needle-nose pliers (or similar tool) with gripping strength and grasp the end of the
barb protruding out of the skin near the wire lead and firmly pull out the barb with one quick jerking
motion.
H. Assess the skin where the barb was removed. The skin should be cauterized from the electrical current.
Dress the wound to prevent infection.
I. Transport is always recommended for patients who have been tasered and strongly encouraged for the
following conditions:
a. Evidence of excited delirium prior to being tasered.
b. Persistent, abnormal vital signs.
c. History or physical findings consistent with amphetamine or hallucinogenic drug use.
d. Cardiac history.
e. Altered LOC or aggressive, violent behavior including resistance to evaluation.
f. Evidence of hyperthermia.
g. Abnormal, subjective complaints, including chest pain, SOB, nausea, and headaches.
h. Suspected injuries from falls; consider head and neck injuries.
CRITERIA FOR TREATMENT AND REFUSAL OF TRANSPORT:
A. Patient must have a GCS of 15
B. Patient must have a heart rate of <110 bpm, respiratory rate >12, O2 saturation >94%, systolic blood
pressure >100 mmHg and <180 mmHg.
C. No dart has penetrated the eye, face, neck, breasts (females), axilla, or genitals.
D. Patient has no other acute medical or psychiatric conditions requiring medical evaluation.
E. No tetanic muscle contractions.
F. Patient is not requesting transport to a hospital.
G. Patient is 17 years of age or older.
H. All darts which have been deployed are accounted for.
DOCUMENTATION REQUIRED:
The following information must be documented on the patient care report:
A. Patient’s presenting signs and symptoms, including vital signs, level of consciousness and oxygen
saturation.
B. Indications for protocol use.
C. Time of removal.
D. Location (anatomic) of dart embedment.
E. Findings/results of dart removal.
F. Repeat assessment, including vital signs, level of consciousness, and oxygen saturation as indicated.
G. Changes from baseline, if any, that occur during treatment or transport.
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TASER® BARB REMOVAL Cont.
NOTES & PRECAUTIONS:
A. Patients should be in police custody and monitored by police for the safety of medical personnel.
B. Do not remove Taser® Barbs from the face, neck or groin area. Stabilize the barbs and transport to the
Emergency Department.
C. Tasers® emit two barbs. Make sure both are removed. Treat all barbs as a bio-hazard and dispose as you
would any other sharps.
D. Potential trauma may have occurred before (during a struggle) or after the patient was hit by the Taser®
(patient falls and hits head).
E. Consider whether the patient meets criteria for Altered Mental Status or Poisonings and Overdoses
protocols.
F. CAUTION: Where barbs have wires still connected to the Taser® Gun, shock can still be delivered.

DEFINITION:
Excited Delirium – Condition characterized by a severe disturbance in the level of consciousness and a change in
mental status over a relatively short period of time, manifested by mental and physiological arousal, agitation,
hostility, and heightened sympathetic stimulation. It can result from mental illness, substance abuse (usually
stimulants) or a combination of both.
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TOURNIQUETS
EMR/EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC
INDICATIONS:
A tourniquet should be used to control hemorrhagic wounds that have not responded adequately to direct
pressure or in situations of significant extremity bleeding with the need for additional interventions. A tourniquet is
used as a last resort to preserve life.

CONTRAINDICATIONS:
A. Non-extremity hemorrhage.
B. Proximal extremity location where tourniquet application is not practical.

PROCEDURE:
Application of Combat Application Tourniquet (CAT)
A. Establish a need for a tourniquet meeting the above criteria.
B. Expose the extremity by removing clothing in proximity to the injury.
C. Open the tourniquet completely and apply to injured extremity.
a. Route the self-adhering band around the injured extremity and pass the free-running end of the
band through the inside slit of the friction adaptor buckle.
b. Pass the band through the outside slit of the buckle utilizing the friction adaptor buckle to lock the
band in place.
c. Position the tourniquet above the wound; leave at least 2 inches of uninjured skin between the
tourniquet and the wound.
d. Pull the free running end of the self-adhering band tight and securely fasten it back on itself (if
applying to an arm wound). Do no adhere the band past the Windless Clip. If applying to a leg
wound, the self-adhering band must be routed through both sides of the friction adaptor buckle
and fastened back on itself. This will prevent it from loosening when twisting the Windless Clip.
e. Twist the rod until bright red bleeding has stopped. When the situation permits ensure the distal
pulse is no longer palpable.
f. Lock the rod in place with the Windless Clip.
g. Secure the rod with the strap. Grasp the Windless Strap, pull it tight, and adhere it to the opposite
hook on the Windless Clip.
h. Record the date/time of application on the tourniquet.
i. Dress the wound per standard wound care protocol.
D. Evaluation
a. The tourniquet is effectively applied when there is cessation of bleeding from the injured
extremity, indicating total occlusion of arterial blood flow.
b. Any preexisting distal pulse should be absent at that time as well.
E. Tourniquet Time and Removal
a. Tourniquets should be removed as soon as possible under conditions where the hemorrhage can
be directly controlled.
b. Tourniquet placement must be communicated in patient reports for all pre-hospital and
interfacility transfers.
c. Tourniquet time >6 hours is associated with distal tissue loss.
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VENOUS BLOOD DRAW
AEMT/INTERMEDIATE/RN/PARAMEDIC
INDICATIONS:
The indications for venous blood samples include:
A. Diabetes Mellitus (known or presumptive), especially with possible complications such as insulin reaction
or ketoacidosis.
B. Alcoholism, especially with mental impairment.
C. Convulsive disorders.
D. Unconsciousness, with or without known head trauma.
E. Respiratory
F. Trauma
G. CVA
H. Altered mental status
I. Abdominal pain
J. Chest pain/STEMI
K. Special request from OLMC
L. Consider in any IV start.

PROCEDURE:
A. Start IV per protocol.
B. If drawing straight from IV hub, attach vacutainer and draw tubs in order (see step D).
OR
C. If drawing from extension set:
a. If IV extension set has been flushed with NS, use syringe to draw 5 mL of blood and discard.
b. If IV extension set has not been flushed, use syringe to draw 20 mL of blood.
D. Tubes shall be filled in the following order:
a. Blue
b. Gold (Yellow)
c. Green
d. Purple
E. Attach vacutainer adapter to syringe and insert lab tubes onto the needle inside the vacutainer; blood
should flow easily into the lab tube. Allow to fill until flow ceases. Repeat as needed; once each tube is
filled, rock gently end over end 8-10 times to ensure that the tube additive is well mixed with the blood in
the tube.
F. Flush IV extension set with NS.
G. Label lab tubes with the following:
a. Patient Name
b. Patient Date of Birth
c. Date Drawn
d. Time Drawn
e. Initials of EMT
H. Once the tubes are completely labeled, place them in bio-hazard bag and turn them over to the receiving
nurse when you arrive at the hospital.
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VENTILATORS
PARAMEDIC
INTRODUCATION:
Portable ventilators provide consistent tidal volume, rate of ventilations and an inspiratory to expiratory ratio to
patients. The ventilator allows a patient to be ventilated without the use of a BVM, acting as a third caregiver, as
well as requiring less oxygen. The use of this device is encouraged when available.

INDICATIONS:
A. All patients who are intubated in the setting of Inter-Facility transfers.
B. Ventilators may be used on all patients who have an ETT in place.

CONTRAINDICATIONS:
A. Patients less than 5 kg.
B. Do not use on unattended patients.

PROCEDURE:
I.

J.
K.

L.

M.
N.
O.
P.
Q.

Obtain ventilator settings from physician orders OR set controls to the initial recommended settings for
adult which are:
a. Relief Pressure setting at 40 ccH2O
b. Air Mix at 50%-100%
c. Frequency set at 12 breaths/min.
d. Tidal Volume set at 5-8 mL/kg (estimate actual body weight)
e. PEEP set at 5 ccH2O
Connect to oxygen supply and switch ventilator to on position.
Adjust ventilation parameters to suit patient with appropriate tidal volume (5-8 mL/kg)
a. 12 breaths per minute for adults
b. 16 breaths per minute for children
c. 20 breaths per minute for infants
Briefly occlude the patient connection port of the patient valve with the thumb. Check the peak inflation
pressure reading on the manometer is appropriate for the patient and that the pneumatic audible alarm
sounds and the high inflation pressure indicator audible alarm sounds.
Connect patient valve to ET valve or apply face mask to the patient.
Check chest movement and inflation pressure manometer to ensure correct ventilation.
Make adjustments as necessary.
Monitor patient and ventilator settings.
Attach ETCO2 monitor and confirm with waveform.

NOTES & PRECAUTIONS:
A. The ventilator cannot be used in place of initial ET tube confirmation, including auscultation, visualization,
and capnometry. Attach the ventilator after confirmation.
B. It is important to pay attention to oxygen tank levels since there are not low oxygen alarms.
C. Always ventilate the patient at 100% oxygen for respiratory arrest, CPR and in contaminated atmospheres.
D. Low pressure alarms may indicate leakage or insufficient tidal volume.
E. High pressure alarm may indicate excessive tidal volume, incorrectly positioned airway or kinked ET tube.
F. Consider patient comfort or agitation and medicate appropriately.
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VIRUS INFECTION (EBOLA/MERS)
EMR/EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC
PURPOSE:
The purpose of this guideline is to enhance the EMS provider safety in the setting of suspected Ebola or MERS virus
patient evaluation.

CDC Case Definitions
Ebola Infection
EMS patient assessment criteria:
1. Fever (100.4°F or 38.0°C) and additional
symptoms such as headache, joint and
muscle aches, weakness, fatigue, diarrhea,
vomiting, abdominal pain, or unexplained
hemorrhage (bleeding or bruising).
AND EITHER
2. Travel to or from West Africa (Guinea,
Liberia, Sierra Leone, Senegal, Nigeria or
other countries where Ebola transmission
has been reported by WHO) within 21 days
(3 weeks) of symptoms onset.
OR
3. Close contact with a patient known to have
Ebola.

MERS Infection
(Middle East Respiratory Syndrome)
EMS patient assessment criteria:
A. Fever, cough, or shortness of breath.
AND EITHER
a. History of travel from countries in or near
the Arabian Peninsula within 14 days
before symptom onset, OR
b. Close contact with a symptomatic traveler
who developed fever and acute
respiratory illness (not necessarily
pneumonia) within 14 days after traveling
from countries in or near the Arabian
Peninsula, OR
c. A member of a cluster of patients with
severe acute respiratory illness (e.g. fever
and pneumonia requiring hospitalization)
of unknown etiology in which MERS-CoV
is being evaluated, in consultation with
state and local health departments.
OR
B. Fever AND symptoms of respiratory illness (not
necessarily pneumonia (e.g. cough, shortness of
breath), AND being in a healthcare facility (as a
patient, worker, or visitor) within 14 days before
symptoms onset in a country or territory in or near
the Arabian Peninsula in which recent healthcare
associated cases of MERS have been identified.

PROCEDURE:
For both Ebola and MERS, adhere to the following guidelines:
A. Request Hood River Fire & EMS Engine 2 response for equipment and supplies.
PPE (Personal Protective Equipment) Recommended
B. Gloves (double gloving)
C. Full body protective outer garment (Tyvek suit or higher) with integral hood and booties.
D. PAPR (if available) or full face mask with P100 or higher respiratory protection.
E. PPE should be donned and doffed according to published guidelines to prevent cross contamination.
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VIRUS INFECTION (EBOLA/MERS) Cont.
EMR/EMT/AEMT/INTERMEDIATE/RN/PARAMEDIC
Initial Assessment and Treatment
A. EMS providers should minimize the number of crew members in close contact with the patient until the
initial interview is completed.
B. Perform initial interview of all patients from at least six (6) feet away, to determine if additional PPE
precautions are necessary.
C. Patient PPE Transport
a. If patient is ambulatory, place patient into protective Tyvek full body suit and a surgical or N95
mask (on all patients with suspected Ebola/MERS symptoms) before performing a detailed
examination.
b. If patient requires resuscitation where body fluid exposure risk is high, Fire/EMS providers should
attempt to place the patient into the MCEMS “patient isolation bag” to decrease exposure risk
during transport whenever possible.
D. Avoid droplet-producing procedures whenever possible, including nasal or oral airways placement, use of
nebulizers, bag-valve mask (BVM) use, suctioning, King Airway® placement, or endotracheal intubation. If
BVM’s are needed, use with HEPA filters whenever possible.
Transport
A. For patients in whom Ebola/MERS is suspected, only provider’s essential for patient care should be in the
patient compartment of the ambulance.
B. Turn on ambulance exhaust fans in the patient compartment to the highest possible setting. If feasible,
open the outside air vents.
C. Alert receiving hospital personnel of the possibility of an infectious patient as soon as possible, and hold
suspected infectious patient in the ambulance until either the ED or hospital staff is ready to receive them.
Cleaning and Disinfection
A. EMS personnel cleaning equipment and patient care areas should wear full PPE including face and airway
protection prior to initiating cleaning.
B. Upon completion of the call, use an approved U.S. Environmental Protection Agency (EPA) registered
hospital disinfectant for any non-enveloped virus to thoroughly clean the equipment and all patient-care
areas (including stretchers, railings, medical equipment control panels, and adjacent flooring, walls, and
work surfaces).
C. After completing cleaning tasks, including cleaning and disinfection of reusable equipment, cleaning
personnel should carefully remove and dispose of PPE.
D. If possible remove the ambulance from any patient care service for a minimum of 24 hours post transport.
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MEDICATIONS

ADENOSINE (Adenocard®)

[Paramedic]

OLMC REQUIRED: None
CLASS: Antiarrhythmic
PHARMACOLOGY AND ACTIONS:
Adenosine is a naturally occurring nucleoside that has the ability to slow conduction through the AV node.
Since most cases of PSVT involve AV nodal re-entry, adenosine is capable of interrupting the AV nodal circuit
and stopping the tachycardia, restoring normal sinus rhythm. It is eliminated from the circulation rapidly
and has a half-life of the blood of less than ten seconds.
INDICATIONS:
 Narrow complex tachycardia (QRS < 0.12 seconds) refractory to vagal maneuvers. Rate ≥150/min
(adult) or ≥220/min (pediatric).
 Wide complex tachycardia ONLY if regular and monomorphic.
CONTRAINDICATIONS:
 Atrial fibrillation
 Second or third degree heart block
 Sick Sinus Syndrome
 Known hypersensitivity
SIDE EFFECTS:
May cause transient asystole, AV block, PVC’s, hypotension, facial flushing, shortness of breath, chest
pressure, nausea, headache, and lightheadedness.
PRECAUTIONS:
 Adenosine should be administered as a RAPID bolus, followed by an immediate bolus of NS from a
separate syringe. Use the injection port closest to the body, and preferably via a large bore IV in an
AC.
 The effects or adenosine are antagonized by methylxanthines such as Theophylline and caffeine.
Larger doses may be required.
 In the presence of carbamazepine (Tegretol), high degree heart block may occur.
 Adenosine is not effective in converting atrial fibrillation, atrial flutter or ventricular tachycardia.
SUPPLIED:
6 mg/2 mL vial or pre-filled syringe
12 mg/4 mL vial or pre-filled syringe

ADULT DOSING
INDICATION

DOSE

ROUTE

NOTES

PSVT

6 mg, follow with 12 mg
if needed x2

Rapid IV/IO

Use a large proximal IV site
with fluid bolus flush

3mg, if on
Carbamazepine

PEDIATRIC DOSING
INDICATION

DOSE

ROUTE

NOTES

PSVT

0.1 mg/kg, follow with
0.2 mg/kg x1 if needed.
Do not exceed adult
dosing

Rapid IV/IO

Use a large proximal IV site
with fluid bolus flush

COMMENTS:
 Use a large bore IV (18ga of greater).
 Lift arm as high as possible prior to pushing Adenosine.
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ALBUTEROL (Ventolin®)

[EMR/EMT/AEMT/Intermediate/RN/Paramedic]

OLMC REQUIRED: None
CLASS: Sympathomimetic (β2 Selective)
PHARMACOLOGY AND ACTIONS:
Albuterol is a potent, relatively selective Beta-2 adrenergic bronchodilator and is associated with relaxation
of bronchial smooth muscle and inhibition of release of mediators of immediate sensitivity from cells,
especially MAST cells. The onset of improvement in pulmonary function is within 2-15 minutes after the
initiation of treatment and the duration of action is from 4-6 hours. Albuterol has occasional Beta-1 overlap
with clinically significant cardiac effects.
INDICATIONS:
 Asthma
 COPD
 Emphysema
 Anaphylactic respiratory distress
 Flu symptoms with respiratory compromise
 Wheezing due to reversible bronchial spasm
CONTRAINDICATIONS:
None in the prehospital setting
SIDE EFFECTS:
May cause tachycardia, hypertension, arrhythmias, tremors, anxiety, and headache.
PRECAUTIONS:
 Use caution in the following unless symptoms are severe:
o Chest pain
o Pulse >140/min (adult) or >180/min (pediatric)
o Systolic BP >180
 The patient’s rhythm should be observed for arrhythmias. Stop treatment if frequent PVC’s develop
or any tachyarrhythmia’s other than sinus tachycardia appear.
SUPPLIED:
2.5 mg/3 mL “fish”

ADULT DOSING
INDICATION

DOSE

ROUTE

NOTES

Respiratory Distress

2.5 mg, repeat as
needed

Nebulized

Set O2 at 6-10 LPM

PEDIATRIC DOSING (Same as adult)
COMMENTS:
 Emergency Medical Responders (EMR) may assist with the use of patient’s OWN prescribed inhaler.
 For small children/infants use “blow by” of nebulized mist; a ped’s bear toy, or a familiar object may
be used to disguise the nebulizer.
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AMIODARONE (Cardarone®)

[Intermediate/RN/Paramedic]

OLMC REQUIRED: None
CLASS: Antiarrhythmic
PHARMACOLOGY AND ACTIONS:
Amiodarone depresses automaticity of the SA node. It slows conduction and increases refractoriness of the
AV node. Amiodarone increases atrial and ventricular refractory period and prolongs the QT interval. When
given IV it is rapidly distributed. No dosage adjustments are needed for patients with renal, liver or heart
failure, or advanced age.
INDICATIONS:
 Pulseless ventricular fibrillation/ventricular tachycardia
 Ventricular tachycardia with pulses
 Wide complex tachycardia
CONTRAINDICATIONS:
None in cardiac arrest
SIDE EFFECTS:
In perfusing patients, Amiodarone may cause hypotension, prolonged QT interval, proarrhythmic effects
(Torsades and ventricular fibrillation), severe bradycardia and atrioventricular block.
PRECAUTIONS:
 In high concentrations (over 3mg/mL) Amiodarone can cause phlebitis. Infusion concentrations
should not exceed 3mg/mL.
 Amiodarone will precipitate if administered in the same IV line as sodium bicarbonate or heparin.
SUPPLIED:
150mg/3mL vials or pre-filled syringes

ADULT DOSING
INDICATION

DOSE

ROUTE

V-Fib/Pulseless V-Tach

300 mg, repeat once at
150 mg

IV/IO

V-Tach with pulse

150 mg

IV/IO

NOTES

Mix with 100 mg of NS and
infuse over 10 minutes

PEDIATRIC DOSING
INDICATION

DOSE

ROUTE

NOTES

Refractory VFib/Pulseless V-Tach

5 mg/kg

IV/IO

May repeat x2 after 3-5
minutes

V-Tach with pulse

2.5 mg/kg over 10
minutes

IV/IO

May repeat x1 after 10
minutes

COMMENTS:
 For peds infusion mix correct dose with 2 mL/kg of LR or NS and infuse over 10 minutes.
 Infusion concentration should not exceed 3 mg/kg.
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ASPIRIN

[EMR/EMT/AEMT/Intermediate/RN/Paramedic]

OLMC REQUIRED: None
CLASS: Salicylate (platelet inhibitor, analgesic, antipyretic, nonsteroidal anti-inflammatory)
PHARMACOLOGY AND ACTIONS:
Aspirin inhibits prostaglandins and disrupts platelet function for the life of the platelet. It is also a mild
analgesic and anti-inflammatory agent.
INDICATIONS:
 Acute myocardial infarction
 Chest pain believed to be cardiac in origin
CONTRAINDICATIONS:
 Allergy to aspirin or aspirin induced asthma
 History of bleeding disorder (e.g. hemophilia)
 Current ulcer or GI bleeding
 Suspected aortic dissection
SIDE EFFECTS:
May cause urticaria (hives), angioedema, bronchospasm, anaphylactic shock, nausea, vomiting, heartburn,
GI bleed and prolonged bleeding.
PRECAUTIONS:
 Avoid in pediatrics
SUPPLIED:
81 mg chewable tablets (children’s aspirin)

ADULT DOSING
INDICATION

DOSE

ROUTE

NOTES

Cardiac chest pain
(AMI)

324 mg (4 tablets)

Oral

Can be given even if patient
has taken that day, MAX
324mg in a 24 hour period

PEDIATRIC DOSING (Not indicated for pediatric patients)
COMMENTS:
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ATROPINE SULFATE

[Intermediate/RN/Paramedic]

OLMC REQUIRED: For organophosphate poisoning contact OLMC as soon as possible
CLASS: Parasympatholytic, Anticholinergic, Antimuscarinic, Vagolytic
PHARMACOLOGY AND ACTIONS:
Atropine is a muscarinic-cholinergic blocking agent. As such, it has the following effects:
 Increases heart rate (by blocking vagal influences)
 Increases conduction through the AV node
 Reduces motility and tone of the GI tract
 Reduces action and tone of the urinary bladder (may cause urinary retention)
 Dilates pupils
INDICATIONS:
 Narrow QRS (<0.12 seconds) symptomatic bradycardia
 Severe organophosphate (insecticide) poisoning
 Pre-medication for RSI (pediatric)
CONTRAINDICATIONS:
 Wide QRS (≥0.12 seconds) bradycardia (adults only)
 Glaucoma
 Not used in neonatal resuscitation
SIDE EFFECTS:
May cause tachycardia, chest pain, blurred vision, headache, dry mouth, flushing and urinary retention.
PRECAUTIONS:
 Use caution in patients with chest pain
SUPPLIED:
1 mg/10 mL (0.1 mg/mL) pre-filled syringe
8 mg/20 mL (0.4 mg/mL) multi-dose vial

ADULT DOSING
INDICATION

DOSE

ROUTE

NOTES

Bradycardia

0.5 mg

IV/IO

Every 5 min. Max 3 mg
IV/IO

Organophosphates

3 mg

IV/IO/IM

Double dose every 3 min.
until symptoms alleviated

INDICATION

DOSE

ROUTE

NOTES

Bradycardia

0.02 mg/kg

IV/IO

Repeat x1 in 5 min. Do not
exceed adult dose

PEDIATRIC DOSING

MAX 0.5 mg
Organophosphates

0.05 mg/kg

IV/IO

Double dose every 3 min.
until symptoms alleviated

RSI

0.02 mg/kg

IV/IO

Do not exceed adult dose

COMMENTS:
 For poisonings, contact Poison Control (1-800-222-1222) or OLMC as soon as possible

Hood River County EMS Protocols – Medications

5

CALCIUM GLUCONATE

[RN/Paramedic]

OLMC REQUIRED: For calcium channel blocker OD and hydrofluoric acid poisoning
CLASS: Electrolyte and Antidote
PHARMACOLOGY AND ACTIONS:
Calcium is the most common cation in the human body. The majority of the body stores of calcium are
located in bone. It plays an important role in many physiologic functions and is essential for proper nerve
and muscle function.
INDICATIONS:
 Hyperkalemia
 Iatrogenic Magnesium intoxication (OB patients)
 Calcium channel blocker OD/poisoning (Poison Control/OLMC Required)
 Hydrofluoric acid poisonings (Poison Control/OLMC Required)
CONTRAINDICATIONS:
 Hypercalcemia and hypercalciuria (hyperthyroidism, Vitamin D overdose, bone metastases)
 Patients on Digoxin
SIDE EFFECTS:
Rapid injection of Calcium Gluconate may cause vasodilation, decreased blood pressure, bradycardia,
cardiac arrhythmias, syncope, and cardiac arrest.
PRECAUTIONS:
 Extravasation of Calcium salts will cause necrosis of tissue. The IV should be secured and free blood
return into the syringe should be checked 2-3 times during administration. If extravasation does
occur, immediately stop administration.
 Administer slowly (no faster than 2mL/min) and stop if patient complains of distress. Inject using a
small needle in a large vein.
 Calcium Gluconate will precipitate if mixed with Sodium Bicarbonate. Flush catheter completely
before administering one medication after another.
SUPPLIED:
10% solution 100 mg/10 mL vial

ADULT DOSING
INDICATION

DOSE

ROUTE

NOTES

Hyperkalemia/Calcium
Channel Blocker OD

10 mL

Slow IV/IO over 10 min.

Use a proximal port
Add 10 mL of 10% solution
to 100 mL of NS and infuse
over 10 minutes

PEDIATRIC DOSING
INDICATION

DOSE

ROUTE

NOTES

Hyperkalemia/Calcium
Channel Blocker OD

2 mL

Slow IV/IO at
1.5 mL/min

Use a proximal port
May repeat once if >2 y/o

COMMENTS:
 For poisonings, contact Poison Control (1-800-222-1222) and OLMC as soon as possible
 Suspect hyperkalemia in patients with wide complex arrhythmia or tall peaked T-waves and Hx of
renal failure
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DEXAMETHASONE (Decadron®)

[RN/Paramedic]

OLMC REQUIRED: None
CLASS: Corticosteroid
PHARMACOLOGY AND ACTIONS:
Dexamethasone is a long acting, synthetic steroid that suppresses acute and chronic inflammation. In
addition, it potentiates vascular smooth muscle relaxation by beta-adrenergic agonists and may alter airway
hyperactivity.
INDICATIONS:
 Moderate to severe asthma/COPD
 Anaphylaxis
 Croup
 Allergic reaction
CONTRAINDICATIONS:
 Known hypersensitivity to corticosteroids
SIDE EFFECTS:
May cause hypertension, hyperglycemia, nausea, vomiting, headache, and dizziness.
PRECAUTIONS:
 Consider NOT using if patient recently prescribed oral corticosteroids. May call OLMC for consult.
SUPPLIED:
10 mg/1 mL vial

ADULT DOSING - ≥ 40kg
INDICATION

DOSE

ROUTE

Respiratory distress/
Anaphylaxis

10 mg

IV/IO/IM/PO

NOTES

PEDIATRIC DOSING - < 40kg
INDICATION

DOSE

ROUTE

NOTES

Respiratory distress/
Anaphylaxis

0.6 mg/kg

IV/IO/IM/PO

Max dose 10 mg

COMMENTS:
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DEXTROSE 50%

[AEMT/Intermediate/RN/Paramedic]

OLMC REQUIRED: None
CLASS: Carbohydrate
PHARMACOLOGY AND ACTIONS:
Glucose is the body’s basic fuel. It produces most of the body’s quick energy. Its use is regulated by insulin
which stimulates storage of excess glucose outside the bloodstream, and glucagon, which mobilizes stored
glucose into the bloodstream.
INDICATIONS:
 Hypoglycemia, CBG <60 mg/dl (adults)
 Hypoglycemia, CBG <40 mg/dl (pediatrics/infants)
CONTRAINDICATIONS:
 None if life-threatening
SIDE EFFECTS:
 Hypoglycemia may complicated or worsen a number of medical conditions (e.g. myocardial
infarction and stroke)
PRECAUTIONS:
 Extravasation of Dextrose 50% is likely to cause necrosis of tissue. IV should be secured and free
blood return into the syringe or tubing should be checked 2-3 times during administration. If
extravasation does occur, immediately stop administration.
SUPPLIED:
25 gm/50 mL (0.5 gm/mL) pre-filled syringe

ADULT DOSING
INDICATION

DOSE

ROUTE

Hypoglycemia

25 gm

Slow IV/IO

NOTES

PEDIATRIC DOSING – patients ≥ 1 month
INDICATION

DOSE

ROUTE

NOTES

Hypoglycemia

0.5 gm/kg (2 mL/kg)

Slow IV/IO

Do not exceed adult dose

D25%
Diluting D50 to D25 – mix 25 mL of D50 with 25 mL of NS to make D25%

PEDIATRIC DOSING – patients < 1 month
Hypoglycemia

0.25 gm/kg (2 mL/kg)

Slow IV/IO

Do not exceed adult dose

D12.5%
Diluting D50 to D12.5 – mix 12.5 mL of D50 with 37.5 mL of NS to make D12.5%
COMMENTS:
 Perform rapid glucose determination prior to administration; if findings are not available, the EMT
should use judgment based on signs and symptoms.
 Administration of D50 to CVA patients may increase neurological damage and is a relative
contraindication. Contact OLMC.
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DIPHENHYDRAMINE (Benadryl®)

[Intermediate/RN/Paramedic]

OLMC REQUIRED: None
CLASS: Antihistamine
PHARMACOLOGY AND ACTIONS:
Diphenhydramine is an antihistamine which blocks the action or histamines released from cells during an
allergic reaction. It has direct CNS effects, which may be stimulant, or more commonly depressant,
depending on individual variation. Diphenhydramine also has an anticholinergic and anti-Parkinsonian effect
which is used to treat acute dystonic reactions to antipsychotic drugs (e.g. Haldol®, Thorazine®,
Compazine®, Inapsine®). These reactions include oculogyric crisis, acute torticollis, and facial grimacing.
INDICATIONS:
 Allergic reaction
 Second-line for anaphylaxis
 Acute dystonic reactions to antipsychotic drugs
CONTRAINDICATIONS:
 Known allergy
 Glaucoma
SIDE EFFECTS:
May cause decreased LOC, seizures, tachycardia, hypotension, dry mouth, and urinary retention.
PRECAUTIONS:
 May have an additive effect with alcohol or other CNS depressants
 Although useful in acute dystonic reactions it is not an antidote for antipsychotic toxicity or
overdose
SUPPLIED:
50 mg/mL vial or Carpuject

ADULT DOSING
INDICATION

DOSE

ROUTE

NOTES

Allergic
Reaction/Extrapyramidal
Symptoms

25-50 mg

IV/IO or deep IM

INDICATION

DOSE

ROUTE

NOTES

Allergic
Reaction/Extrapyramidal
Symptoms

1 mg/kg

IV/IO or deep IM

Not to exceed adult dose

PEDIATRIC DOSING

COMMENTS:
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DOPAMINE (Intropin®)

[Paramedic]

OLMC REQUIRED: None
CLASS: Sympathomimetic, Vasopressor
PHARMACOLOGY AND ACTIONS:
Dopamine stimulates alpha (α), beta 1 (β1), and dopaminergic receptors. It also acts indirectly by causing
release of norepinephrine from storage sites in the sympathetic nerve endings. The effects of Dopamine are
dose related:
 Low doses β1 and dopaminergic reactions are stimulated
 High doses α effects are predominate
INDICATIONS:
 Cardiogenic shock
 May be useful in other forms of shock, except hypovolemic
CONTRAINDICATIONS:
Hypovolemic shock (volume replacement MUST be accomplished prior to using)
SIDE EFFECTS:
 May cause tachycardia, hypertension, arrhythmias, chest pain, nausea, and vomiting.
 Can precipitate hypertensive crisis in susceptible individuals (i.e. patients on MAO inhibitors such as
Parnate, Nardil, or Marplan).
PRECAUTIONS:
 May induce tachyarrhythmia’s, in which case infusion should be decreased or stopped.
 High doses may cause extreme peripheral vasoconstriction. Conversely, low doses may cause a
decreased blood pressure due to peripheral dilation.
 Should not be added to Sodium Bicarbonate or other alkaline solutions since Dopamine will be
inactivated in alkaline solutions.
SUPPLIED:
400 mg/10mL (40 mg/mL) vial
1600 mcg/250mL pre-mixed bag

ADULT DOSING
INDICATION

DOSE

ROUTE

NOTES

Shock (excluding
hypovolemia)

5-20 mcg/kg/min

IV/IO

Titrate to BP of 100 mmHg

INDICATION

DOSE

ROUTE

NOTES

Shock (excluding
hypovolemia)

2-20 mcg/kg/min

IV/IO

Titrate to BP of 80 mmHg

PEDIATRIC DOSING

COMMENTS:
Rapid calculation of 5 mcg/kg – patient’s weight in pounds, drop the last digit, minus 2 from the remainder.
Example: 126 lbs → drop 6 → minus 2 = 10 mL/hr
mcg/kg/min
Patients weight in kg
2.5
5
10
20
30
40
50
60
70
80
90
100
2 mcg
1.5
2
3
4
5
5
6
7
8
5 mcg
1
2
4
6
8
9
11
13
15
17
19
10 mcg
1
2
4
8
11
15
19
23
26
30
34
38
15 mcg
1.4
3
6
11
17
23
28
34
39
45
51
56
20 mcg
2
4
8
15
23
30
38
45
53
60
68
75
Microdrops per minute (or mL/Hr)
Mix 400 mg in 250 mL BSS (D5W, Normal Saline or Lactated Ringers) or use Pre-Mixed Bag
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DuoNeb (Albuterol/Atrovent)

[AEMT/Intermediate/RN/Paramedic]

OLMC REQUIRED: None
CLASS: Bronchodilator
PHARMACOLOGY AND ACTIONS:
DuoNeb opens up narrowed breathing passages in asthma, chronic bronchitis, and emphysema by causing
the smooth muscles to relax.
INDICATIONS:
 Asthma
 COPD
 Emphysema
 Anaphylactic respiratory distress
 Flu symptoms with respiratory compromise
 Wheezing due to reversible bronchial spasm
CONTRAINDICATIONS:
 Patients with chest pain
 Pulse >140/min (adults), >180/min (pediatric)
 Systolic BP >180
 Glaucoma
SIDE EFFECTS:
May cause nausea, vomiting, dry mouth, cramps, anxiety, dizziness, cough, worsening of bronchospasms,
tachycardia, hypertension, arrhythmias, tremors and headache.
PRECAUTIONS:
 Monitor patients heart rate, BP and breath sounds
SUPPLIED:
3 mL “fish” (2.5 mg Albuterol/0.5 mg Atrovent)

ADULT DOSING
INDICATION

DOSE

ROUTE

NOTES

Respiratory Distress

3 mL “fish”

Inhalation

Set O2 to 6-10 LPM

PEDIATRIC DOSING (same as adult)
COMMENTS:
 All subsequent neb treatments are to be Albuterol unless directed by OLMC.

Hood River County EMS Protocols – Medications

11

EPINEPHRINE (Adrenalin®)

[EMR/EMT/AEMT/Intermediate/RN/Paramedic]

OLMC REQUIRED: None
CLASS: Sympathomimetic
PHARMACOLOGY AND ACTIONS:
Epinephrine is a catecholamine with both alpha (α) and beta (β) effects. In general the following
cardiovascular responses can be expected: increased heart rate, increased myocardial contractile force,
increased systemic vascular resistance, increased arterial blood pressure, increased myocardial oxygen
demand consumption, increased automaticity. Epinephrine is also a potent bronchodilator.
INDICATIONS:
 Cardiac ACLS (v-fib, pulseless v-tach, asystole, PEA, bradycardia (pediatric))
 Anaphylaxis
 Asthma
 Stridor and lower airway wheezing not broken by DuoNeb/Albuterol treatment
CONTRAINDICATIONS:
Avoid use in the following unless symptoms are severe:
 Chest pain
 Pulse >140/min (adult), >180/min (pediatric)
 Systolic BP >180
SIDE EFFECTS:
May cause tachycardia, hypertension, arrhythmia, tremors, anxiety, headaches, and chest pain.
PRECAUTIONS:
 Epinephrine increases cardiac work load and can precipitate angina, MI, or major dysrhythmias in
individuals with ischemic heart disease.
SUPPLIED:
1:1,000 – 1mg/mL vial or 30mg/30mL multi-dose vial
1:10,000 – 1mg/10mL (0.1mg/mL) pre-filled syringe

ADULT DOSING
INDICATION
Cardiac ACLS
Anaphylaxis/Asthma

Stridor

DOSE
1 mg – 1:10,000
0.3-0.5 mg – 1:1,000
IM/SQ
0.3-0.5 mg – 1:10,000
IV
5 mg (5 mL) – 1:1,000

ROUTE
IV/IO
IV/IO/IM/SQ

NOTES
Repeat every 3-5 minutes
May repeat up to 1 mg
Call OLMC for further
dosing

Inhalation

Nebulizer

PEDIATRIC DOSING
INDICATION
Cardiac ACLS
Anaphylaxis/Asthma

Stridor

DOSE
0.01 mg/kg (0.1 mL/kg)
– 1:10,000
0.2 mg – 1:1,000 IM/SQ
(Pediatric)
0.1 mg – 1:1,000 IM/SQ
(Infant)
0.01 mg/kg – 1:10,000
IV
> 10kg: 5 mg (5 mL)
<10kg: 2.5 mg (2.5 mL)
1:1,000

ROUTE
IV/IO

NOTES
Repeat every 3-5 minutes

IV/IO/IM/SQ

Inhalation

Nebulizer

COMMENTS:
 Emergency Medical Responders (EMR) MUST use Epi Pens
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FENTANYL (Sublimaze®)

[Intermediate/RN/Paramedic]

OLMC REQUIRED: None
CLASS: Opioid Analgesic (Narcotic)
PHARMACOLOGY AND ACTIONS:
Fentanyl is a potent synthetic opioid analgesic that produces analgesia and sedation. It is about 80 times
more potent than Morphine on a weight basis. Onset of action when given is 2-3 minutes. Peak effect
occurs at 3-5 minutes and lasts 15-45 minutes.
INDICATIONS:
 Pain
 Ischemic chest pain/angina in patients allergic to Morphine
 Intubated patients who appear to be in pain
CONTRAINDICATIONS:
 Known allergy
 A systolic blood pressure of less than 100mm/Hg
 Patients taking MAO inhibitors currently or within the last 14 days
SIDE EFFECTS:
May cause respiratory depression or arrest, nausea, vomiting, bradycardia, hypotension, and raised ICP.
PRECAUTIONS:
 Use with caution in patients with hepatic or head injury.
 Fentanyl can cause respiratory depression that is reversible with Naloxone. Respiratory depression
can also be exacerbated by underlying lung disease and the use of other respiratory depressant
drugs (benzodiazepines, alcohol, cyclic antidepressants). Have Naloxone and respiratory support
available when administering Fentanyl.
 If administered rapidly and in very large doses, Fentanyl can cause muscle spasm and chest wall
rigidity. The only reliable treatment for this is neuromuscular blockade.
 The action of Fentanyl is prolonged and its elimination is slower in the elderly. Smaller maintenance
doses are advisable.
SUPPLIED:
100 mcg/2 mL (50 mcg/mL) vial or pre-filled syringe

ADULT DOSING
INDICATION

DOSE

ROUTE

NOTES

Pain

25-100 mcg

IV/IO/IM/IN

Repeat ½ initial dose as
needed, titrate to pain, BP
and respiratory rate

INDICATION

DOSE

ROUTE

NOTES

Pain

1-2 mcg/kg

IV/IO/IM/IN

Repeat ½ initial dose as
needed, titrate to pain, BP
and respiratory rate

PEDIATRIC DOSING

COMMENTS:
 Analgesic of choice in pediatrics.
 Maximum intranasal (IN) dose is 1mL per nostril.
 No prominent hemodynamic changes
 The goal of Fentanyl administration is patient comfort, not the total elimination of pain but the
reduction in the perception of pain by the patient.
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FUROSEMIDE (Lasix®)

[Intermediate/RN/Paramedic]

OLMC REQUIRED: None
CLASS: Loop Diuretic
PHARMACOLOGY AND ACTIONS:
Furosemide is a potent diuretic with a rapid onset of action and short duration of effect. It acts primarily by
inhibiting sodium reabsorption in the kidney. Increase in potassium excretion occurs along with the sodium
excretion. As an IV bolus, causes immediate (3-4 minute) increase in venous capacitance. This decreases
venous pre-load and probably accounts for its immediate effect in pulmonary edema. Peak effect is one-half
to one hour after IV administration with a duration of about two hours.
INDICATIONS:
 Pulmonary edema
CONTRAINDICATIONS:
 Pregnancy
 Systolic BP <100
 Known severe hypokalemia
SIDE EFFECTS:
May cause hypotension and low potassium (hypokalemia).
PRECAUTIONS:
 May lead to profound diuresis with resultant shock and electrolyte depletion. Monitor patient
closely after administration.
 Patients who are on digitalis and are having arrhythmias consistent with digitalis toxicity (atrial
tachycardia with conduction block, nonparoxysmal junction tachycardia, sinus arrest, etc.) may
need lower doses of Furosemide.
SUPPLIED:
100 mg/10 mL (10 mg/mL) pre-filled syringe or vial
40 mg/4 mL (10 mg/mL) vial

ADULT DOSING
INDICATION

DOSE

ROUTE

NOTES

Pulmonary Edema

40 mg

IV/IO

Infuse at 15-20mg/min.
Double dose (80 mg) for
patients taking PO Lasix

INDICATION

DOSE

ROUTE

NOTES

Pulmonary Edema

1 mg/kg (0.1 mg/kg)

IV/IO

Infuse at 15-20 mg/min. Do
not exceed adult dose

PEDIATRIC DOSING

COMMENTS:
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GLUCAGON

[AEMT/Intermediate/RN/Paramedic]

OLMC REQUIRED: Beta blocker overdose
CLASS: Hormone/Antihypoglycemic Agent
PHARMACOLOGY AND ACTIONS:
Glucagon is a hormone that causes glucose mobilization in the body. It works opposite to insulin, which
causes glucose storage. It is released at times of insult or injury when glucose is needed and mobilizes
glucose from body glycogen stores. Return to consciousness should be within 20 minutes of an IM dose if
patient is hypoglycemic.
INDICATIONS:
 Hypoglycemia with CBG <60mg/dl and unable to administer IV D50
 Beta blocker overdose (Poison Control/OLMC Required)
CONTRAINDICATIONS:
 Allergy to protein compounds
SIDE EFFECTS:
May cause nausea and vomiting.
PRECAUTIONS:
 Patients with no liver glycogen stores (malnutrition, alcoholism) may not be able to mobilize any
glucose in response to Glucagon.
 Administration to CVA patients may increase neurological damage and is a relative contraindication,
contact OLMC.
SUPPLIED:
1 mg vial of powder/1 mL vial of diluent

ADULT DOSING
INDICATION

DOSE

ROUTE

Hypoglycemia

1 mg

IM

Beta Blocker OD

1 mg

IV/IO

INDICATION

DOSE

ROUTE

Hypoglycemia

>20kg: 1 mg

IM

NOTES

OLMC Required

PEDIATRIC DOSING
NOTES

<20kg: 0.5 mg
Beta Blocker OD

Contact OLMC for dosing

COMMENTS:
IV Dextrose is the treatment of choice for hypoglycemia in the patient who cannot tolerate oral glucose. The
use of Glucagon is restricted to patients who are seizing, comatose, combative, or with collapsed veins and
in whom an IV cannot be started.
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GLUCOSE (Oral)

[EMR/EMT/AEMT/Intermediate/RN/Paramedic]

OLMC REQUIRED: None
CLASS: Carbohydrate
PHARMACOLOGY AND ACTIONS:
Glucose is the body’s basic fuel and it produces most of the body’s quick energy. Its use is regulated by
insulin that stimulates storage of excess glucose from the bloodstream and glucagon that mobilizes stored
glucose into the bloodstream.
INDICATIONS:
 CBG <60 mg/dl (adult)
 CBG <40 mg/dl (pediatric and neonate)
CONTRAINDICATIONS:
 Unresponsive patients
 Patients cannot adequately protect their own airway
SIDE EFFECTS:
PRECAUTIONS:
 Beware of the risk of airway compromise and aspiration in patients with altered mental status
 Effects will be delayed in the elderly and people with poor circulation
 Administration of D50%/Glucose to CVA patients may increase neurological damage and is a relative
contraindication, contact OLMC.
SUPPLIED:
24 gm or 31 gm tube

ADULT DOSING
INDICATION

DOSE

ROUTE

Hypoglycemia

24 gm

Oral

NOTES

PEDIATRIC DOSING (same as adult)
COMMENTS:
 Research suggests that hyperglycemia may complicate, or worsen, a number of medical conditions
(i.e. myocardial infarction, stroke). Oral glucose should be given to a conscious patient whenever
hypoglycemia is documented by blood sugar meter. If these objective findings are not available, the
EMT should use judgment based on signs and history.
 Sugared juice, D50%, honey, molasses, Kayro syrup, etc. may be substituted for commercial glucose
preparations.
 Patient’s condition may require more than one dose of oral glucose.
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HEPARIN

[Paramedic]

OLMC REQUIRED: None
CLASS: Anticoagulant
PHARMACOLOGY AND ACTIONS:
Heparin inactivates factor XA, therefore inhibiting thrombus and clot formation by blocking the conversion
of prothrombin to thrombin and fibrinogen, the final steps in the clotting process. Heparin also inhibits the
activation of factor XIII, thrombin-induced activation of factors V and VIII.
INDICATIONS:
 Acute STEMI
CONTRAINDICATIONS:
 Known allergy
 Active bleeding (i.e. GI bleeding)
 Known bleeding disorder
 Pregnancy
 Acute head trauma
 Major surgery within last 2 weeks
SIDE EFFECTS:
May cause hemorrhage, bruising, chills, fever, urticaria (hives) and asthma
PRECAUTIONS:
 Do not mix with Diazepam or Morphine. If either of these medications are administered along with
Heparin, flush with at least 20mL of saline or use an alternate site.
 In hypertensive patients, Heparin may be administered if/when the BP is controlled with
Nitroglycerin, Morphine, etc.
SUPPLIED:
5000 units/1 mL multi-dose vial or pre-filled syringe

ADULT DOSING
INDICATION

DOSE

ROUTE

NOTES

STEMI

70 units/kg

IV/IO

Bolus over 60 seconds

PEDIATRIC DOSING (Not indicated for pediatric patients)
COMMENTS:

IV Heparin Bolus Dosing Guide
Weight (Pounds)

Weight (Kg)

120
130
140
150
160
170
180
190
200
210
220
230
240

55
59
64
68
73
77
82
86
91
95
100
105
109
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Bolus Dose
(70 mg/kg)
3818
4136
4455
4773
5091
5409
5727
6045
6364
6682
7000
7318
7636

mL To Give
0.8
0.8
0.9
1.0
1.0
1.1
1.1
1.2
1.3
1.3
1.4
1.5
1.5

17

IPRATROPIUM BROMIDE (Atrovent®)

[AEMT/Intermediate/RN/Paramedic]

OLMC REQUIRED: None
CLASS: Anticholinergic
PHARMACOLOGY AND ACTIONS:
Ipratropium is an atropine derivative used for inhalation therapy. For severe asthma, Ipratropium taken in
addition to a short acting beta agonist (such as Albuterol) can provide greater bronchodilation and clinical
benefit than the beta agonist alone. It has no anti-inflammatory effects and does not decrease bronchial
hyper-responsiveness.
INDICATIONS:
 Asthma
 COPD
 Emphysema
 Anaphylactic respiratory distress
 Flu symptoms with respiratory compromise
CONTRAINDICATIONS:
 Glaucoma
SIDE EFFECTS:
May cause nausea, vomiting, dry mouth, cramps, anxiety, dizziness, headache, cough, and worsening of
bronchospasms.
PRECAUTIONS:
 Ipratropium in the meter dose inhaler and auto-inhaler formulations should not be administered to
individuals allergic to soy lecithin or related food products (e.g. soy beans, peanuts). The nebulized
formulation may be administered to these patients.
SUPPLIED:
0.5 mg/3 mL “fish”

ADULT DOSING
INDICATION

DOSE

ROUTE

NOTES

Respiratory Distress

0.5 mg

Nebulized

Combine with doses of
Albuterol

PEDIATRIC DOSING (Same as adult)
COMMENTS:
 Mix with Albuterol for form “DuoNeb”
 Administer once, all subsequent neb treatments are to be Albuterol
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IV SOLUTION (NS or LR)

[AEMT/Intermediate/RN/Paramedic]

OLMC REQUIRED: None
CLASS: Isotonic Volume Expander/Electrolyte
PHARMACOLOGY AND ACTIONS:
Normal Saline 0.9% and Lactated Ringers provide water and electrolytes for replacement of acute
extracellular fluid losses and they do not disturb the normal electrolyte balance since the electrolyte
composition and tonicity approach that of normal plasma.
INDICATIONS:
 Replacement of fluid volume losses such as in trauma, burns, dehydration and shock
CONTRAINDICATIONS:
SIDE EFFECTS:
May cause pulmonary edema and fluid overload
PRECAUTIONS:
 IV solutions should be used with caution in patients with renal impairment (hyperkalemia), cardiac
and respiratory disorders (fluid overload/pulmonary edema) or extremes of age.
 Reassess frequently for signs of pulmonary edema and/or fluid overload, particularly in patients
with CHF.
SUPPLIED:
100 mL, 250 mL, 500 mL and 1,000 mL bags, may be Lactated Ringers or Normal Saline 0.9%

ADULT DOSING
INDICATION

DOSE

ROUTE

NOTES

Hypovolemia

500 mL bolus

IV/IO

Repeat as needed

250 mL bolus for CHF
patients

PEDIATRIC DOSING
INDICATION

DOSE

ROUTE

NOTES

Hypovolemia

20 mL/kg bolus (child)

IV/IO

Repeat as needed

10 mL/kg bolus (infant)
COMMENTS:
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LABETALOL (Trandate®)

[Paramedic]

OLMC REQUIRED: Call OLMC to administer
CLASS: Sympathetic blocker (alpha and beta adrenergic blocker)
PHARMACOLOGY AND ACTIONS:
Labetalol combines both selective, competitive alpha1-adrenergic blocking and nonselective, competitive
beta-adrenergic blocking activity in a single substance. These actions decrease blood pressure without reflex
tachycardia and without a significant reduction in heart rate.
INDICATIONS:
 Hypertensive crisis – BP >200/115
 Pre-eclampsia – BP >140/90
CONTRAINDICATIONS:
 Bronchial asthma
 Congestive heart failure
 2nd or 3rd degree heart block
 Bradycardia
 Cardiogenic shock
SIDE EFFECTS:
May cause headache, dizziness, ventricular dysrhythmias, bradycardia, hypotension and difficulty breathing.
PRECAUTIONS:
 Use caution with patients that have a medical history of: liver problems, heart problems (e.g.
mild/moderate congestive heart failure), lung disease (chronic bronchitis, emphysema),
pheochromocytoma, and diabetes.
 Blood pressure, pulse, and ECG must be continuously monitored.
 Observe for signs of congestive heart failure, bradycardia, and bronchospasm.
SUPPLIED:
20 mg/4 mL (5 mg/mL) pre-filled syringe

ADULT DOSING
INDICATION

DOSE

ROUTE

NOTES

Hypertensive Crisis

10-20 mg

Slow IV/IO

Over 1-2 minutes,
additional dose of 10-20mg
can be given in 10 min.
intervals. Max dose 150 mg

Pre-Eclampsia

20 mg

Slow IV/IO

Over 1-2 minutes, call
OLMC for additional
dosage

PEDIATRIC DOSING (Not indicated for pediatric patients)
COMMENTS:
 Should only be administered with the patient in a supine position.
 Produces a predictable fall in BP within 5-10 minutes.
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LIDOCAINE (Xylocaine®)

[Intermediate/RN/Paramedic]

OLMC REQUIRED: None
CLASS: Antiarrhythmic/Anesthetic
PHARMACOLOGY AND ACTIONS:
Lidocaine depresses the automaticity of Purkinje fibers, raising stimulation threshold in the ventricular
muscle fibers which makes the ventricles less likely to fibrillate. It has little anti-arrhythmic effect on the
atrial muscle in normal doses. Lidocaine may suppress cough and gag reflexes and reduces increased ICP
during intubation. Lidocaine also prevents the generation and conduction of nerve impulses for local
anesthetic. The effect of a single bolus on the heart disappears in 10-20 minutes due to redistribution of the
body. Metabolic half-life is about 2 hours.
INDICATIONS:
 Pre-medication for RSI
 Numbing solution of bone marrow after conscious IO insertion
CONTRAINDICATIONS:
 Allergy to Lidocaine and local anesthetics
 Slow V-tach (heart rate <100/min, QRS >0.12 sec.)
 Bradycardia (heart rate <60/min (adult), <80/min (pediatric))
 Torsades de Pointes
SIDE EFFECTS:
May cause decreased LOC, hypotension, numbness and seizures.
PRECAUTIONS:
SUPPLIED:
100 mg/5 mL (20 mg/mL) pre-filled syringe

ADULT DOSING
INDICATION

DOSE

ROUTE

NOTES

RSI

1.5 mg/kg

IV/IO

Max 150 mg

IO Insertion

0.5 mg/kg

IO

Max 50 mg

INDICATION

DOSE

ROUTE

NOTES

RSI

1 mg/kg

IV/IO

Max 150 mg

IO Insertion

0.5 mg/kg

IO

Max 50 mg

PEDIATRIC DOSING

COMMENTS:
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MAGNESIUM SULFATE

[Paramedic]

OLMC REQUIRED: None
CLASS: Antiarrhythmic/Anticonvulsant
PHARMACOLOGY AND ACTIONS:
Magnesium is a cation that is present in human cells and intercellular fluids. It acts as an antiarrhythmic
agent and may convert ventricular fibrillation and ventricular tachycardia. Magnesium also causes smooth
muscle relaxation (vasodilation, bronchodilation).
INDICATIONS:
 Eclampsia
 Torsades de Pointes
 Asthma with increasing ETCO2, shark fin tracing and nebulizer treatments not working
CONTRAINDICATIONS:
 Complete heart blocks
 If reflexes disappear in the eclamptic patient, do not repeat dose
SIDE EFFECTS:
May cause flushing, sweating, hypotension, bradycardia, complete heart block, depressed reflexes,
respiratory paralysis and confusion.
PRECAUTIONS:
SUPPLIED:
5 gm/10 mL (0.5 gm/mL) of 50% solution multi-dose vial

ADULT DOSING
INDICATION

DOSE

ROUTE

NOTES

Torsades

2 gm (10%-20mL)

IV/IO

Infuse over 1 minute

Eclampsia

4 gm (10%-40mL)

IV/IO

Infuse over 4 minutes

Asthma

2 gm

Slow IV/IO

Infuse over 20 minutes

PEDIATRIC DOSING
INDICATION

DOSE

ROUTE

NOTES

Torsades

50 mg/kg

IV/IO

Infuse over 1 minute
Max 2 gm

Asthma

50 mg/kg

Slow IV/IO

Infuse over 20-60 minutes
Max 2 gm

COMMENTS:
Diluting for IV Administration – Dilute each gram (2mL) of Magnesium Sulfate in 8mL of Normal Saline to
make a 10% solution:
 Example 1 – 1 gm (2 cc) → mix in 8 cc’s of NS
 Example 2 – 2 gm (4 cc) → mix in 16 cc’s of NS
Diluting for Pediatric Asthma
 1 gm (2 cc) → mix in 18 cc’s of NS
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MIDAZOLAM (Versed®)

[Paramedic]

OLMC REQUIRED: None
CLASS: Benzodiazepine/Anticonvulsant/Sedative/Hypnotic
PHARMACOLOGY AND ACTIONS:
Midazolam is a benzodiazepine with potent sedative, anti-anxiety and anticonvulsant properties. It also
causes significant antegrade amnesia when administered IV.
INDICATIONS:
 Seizures
 Sedation for cardioversion, transcutaneous pacing and RSI
 Anxiety and agitation (e.g. alcohol intoxication/withdraw, cocaine/Methamphetamine OD)
 Severe pain (used in conjunction with narcotic pain medication)
CONTRAINDICATIONS:
 Hypotension (MAP <65)
 Shock
SIDE EFFECTS:
May cause respiratory depression, hypotension, drowsiness, amnesia, and apnea.
PRECAUTIONS:
 Midazolam causes respiratory depression and/or hypotension especially if administered rapidly.
Monitor patient closely.
 Respiratory depression is more likely in patients who have taken other CNS depressant drugs such
as opioids, alcohol and barbiturates or when given rapidly.
 Midazolam is metabolized in the liver and excreted by the kidney. Doses should be adjusted
accordingly in patients with underlying hepatic or renal diseases and low flow states such as
congestive heart failure.
SUPPLIED:
10 mg/2 mL (5 mg/mL) vial
5 mg/5 mL (1 mg/mL) vial

ADULT DOSING
INDICATION
Seizures/Cardioversion/
TCP/Restraint

DOSE

ROUTE

NOTES

2-10 mg

IV/IO/IM/IN

Max IN is 1 mL per nostril

RSI

5-10 mg

IV/IO/IM/IN

Pain Management

1-2 mg

IV/IO/IM/IN

INDICATION

DOSE

ROUTE

Seizures

0.1 mg/kg

IV/IO/IM/IN

NOTES
>6 y/o Max 10 mg
<6 y/o Max 6 mg

Cardioversion/TCP

0.05 mg/kg

IV/IO/IM/IN

>6 y/o Max 5 mg
<6 y/o Max 3 mg

Restraint

0.1 mg/kg
0.3 mg/kg

IV/IO/IM
IN

Max IN is 1mL per nostril

RSI

0.03 mg/kg

IV/IO/IM/IN

Max 10 mg

Pain Management

Contact OLMC for dosing

Given in conjunction with
Morphine or Fentanyl

PEDIATRIC DOSING

COMMENTS:
 Advanced airway management equipment must be readily available.
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MORPHINE SULFATE

[Intermediate/RN/Paramedic]

OLMC REQUIRED: None
CLASS: Opioid Analgesic (Narcotic)
PHARMACOLOGY AND ACTIONS:
Morphine is a narcotic analgesic that induces drowsiness, mental clouding, and mood changes. It also
increases venous capacitance, decreases venous blood return (preload), and reduces systemic vascular
resistance at the arteriolar level (afterload). This may lead to decreases in myocardial oxygen demand.
Onset of action when given IV is 2-3 minutes and peak effect occurs at 7-10 minutes. Duration is 3-5 hours.
INDICATIONS:
 Pain
 Ischemic chest pain/angina
 Intubated patients who appear to be in pain
CONTRAINDICATIONS:
 Known allergy to Morphine or sulfates (Sulfa drugs are not sulfates)
 Multi-system trauma, especially head injury
 Decreased LOC for any cause
 Systolic Blood pressure <110 mmHg (adults) <80 mmHg (pediatric)
SIDE EFFECTS:
May cause respiratory depression, hypotension, vomiting, and decreased LOC.
PRECAUTIONS:
 Morphine can cause respiratory depression that is reversible with Naloxone. Respiratory depression
can also be exacerbated by underlying lung disease and the use of other respiratory depressant
drugs (benzodiazepines, alcohol, and cyclic antidepressants). Have Naloxone and respiratory
support available when administering Morphine.
 Use caution in patients with trauma or pain of the head or abdomen.
SUPPLIED:
10 mg/mL pre-filled syringe or vial

ADULT DOSING
INDICATION

DOSE

ROUTE

NOTES

Pain

2-5 mg

IV/IO

May repeat every 5 min.

5-10 mg

IM/SQ

Max IN is 1 mL per nostril

Chest Pain

1-2 mg

IV/IO/IM

May repeat every 5 min.

INDICATION

DOSE

ROUTE

Pain

0.1 mg/kg

IV/IO/IM/SQ

PEDIATRIC DOSING
NOTES
May repeat every 5 min. Do
not exceed adult dose

COMMENTS:
 There is no max cumulative dose, titrate to pain control, blood pressure and respiratory status.
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NALOXONE (Narcan®)

[EMR/EMT/AEMT/Intermediate/RN/Paramedic]

OLMC REQUIRED: None
CLASS: Opioid Antagonist
PHARMACOLOGY AND ACTIONS:
Naloxone is an opioid antagonist which competitively binds to opioid receptor sites but which exhibits
almost no pharmacologic activity of its own. Duration of effect is 1-4 hours.
INDICATIONS:
 Reversal of opioid effects, particularly respiratory depression, due to opioid drugs either ingested or
injected or administered in the course of treatment. Opioid drugs include Fentanyl, Morphine,
Demerol, Dilaudid, Codeine, Heroin, Oxycodone, and Hydrocodone.
 Diagnostically in coma of unknown etiology to rule out or reverse opioid depression
CONTRAINDICATIONS:
 None
SIDE EFFECTS:
 Awakened or awakening patients may become combative, may cause nausea and vomiting.
PRECAUTIONS:
 In patients physically dependent on opioids (drug addiction, cancer, and chronic pain) violent
withdrawal symptoms may occur. Be prepared to restrain the patient. Titrate Naloxone to
respiratory depression status, 0.1-0.2mg increments.
 Some opioid intoxications may require up to 8mg of Naloxone to reverse symptoms (e.g.
Methadone, designer drugs).
SUPPLIED:
2 mg/2 mL (1 mg/mL) pre-filled syringe

ADULT DOSING
INDICATION

DOSE

ROUTE

NOTES

EMR/EMT Only

0.4 mg

IN/Auto-Injector

Repeat as needed. Max
2 mg.

Opioid OD

0.4-2 mg

IV/IO/IM/SQ/IN

Repeat 2-3 min. as needed.
Max 8 mg

PEDIATRIC DOSING - <20kg
INDICATION

DOSE

ROUTE

NOTES

Opioid OD

0.1 mg/kg

IV/IO/IM/SQ

Repeat 2-3 min. as needed.
Max 2 mg

COMMENTS:
 The duration of some opioids is longer than Naloxone, repeat doses may be necessary. Monitor the
patient closely. Patients who have received Naloxone must be transported to the hospital because
coma may reoccur when Naloxone wears off.
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NITROGLYCERIN (Nitrostat®)

[EMT/AEMT/Intermediate/RN/Paramedic]

OLMC REQUIRED: None
CLASS: Coronary Vasodilator
PHARMACOLOGY AND ACTIONS:
Nitroglycerin is an organic nitrate and is a vasodilating agent. Its cardiovascular effects include: reduced
venous tone (causing pooling of blood in the peripheral veins and decreased return of blood to the heart),
decreased peripheral resistance, and dilation of coronary arteries. It also is a general smooth muscle
relaxant.
INDICATIONS:
 Ischemic chest pain/angina
 Pulmonary edema
CONTRAINDICATIONS:
 HR <50 or HR >100 with confirmed STEMI (if no 12-Lead and HR <50 or HR >100, MUST contact
OLMC prior to administration)
 Systolic BP <120 mmHg
 Patients with confirmed Inferior MI systolic BP <140 mmHg
 Nitroglycerin intolerance
 Patients who have taken any erectile dysfunction medications (e.g. Viagra® (sildenafil citrate),
Levitra® (vardenafil HCL), Cialis® (tadalafil)) within 48 hours.
SIDE EFFECTS:
May cause hypotension, tachycardia, syncope, headache, flushing, or dizziness. Bradycardia may occur in
AMI.
PRECAUTIONS:
 IV should be established prior to administration in patients who have not taken Nitroglycerin
previously or who have a potential for hemodynamic instability.
 Generalized vasodilation may cause profound hypotension and reflex tachycardia.
 Use with caution in patients with borderline blood pressure or with inferior/right side MI.
 Use cautiously in bradycardia patients.
 Wear gloves when applying/removing nitroglycerin paste.
SUPPLIED:
0.4 mg metered dose spray
0.4 mg tablets
Paste

ADULT DOSING
INDICATION

DOSE

ROUTE

NOTES

Chest Pain/Pulmonary
Edema

0.4 mg

SL

Repeat in 5 minutes if BP
>120, Max 3 doses

Consider Nitroglycerin Paste – up to 1” of paste titrated to BP for long transports.

PEDIATRIC DOSING (Not indicated for pediatric patients)
COMMENTS:
 Emergency Medical Technicians (EMT) may assist a patient with the administration of the patient’s
own prescribed nitroglycerin.
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ONDANSETRON (Zofran®)

[Intermediate/RN/Paramedic]

OLMC REQUIRED: None
CLASS: Antiemetic
PHARMACOLOGY AND ACTIONS:
Ondansetron is a potent, highly selective serotonin (5-HT3) receptor agonist. Its precise mode of action in
the control of nausea is not known. Pharmacologic agents and other triggers may cause release of 5-HT3
receptors. Ondansetron blocks the initiation of this reflex. Ondansetron is commonly used in the treatment
of nausea in patients who are receiving chemotherapy or as a postoperative nausea treatment. Peak plasma
concentrations of the drug occur 10 minutes after IV administration, and 40 minutes after IM injection. Both
routes have the same elimination half-life of 4 hours.
INDICATIONS:
 Prevention and control of uncomplicated nausea and vomiting
CONTRAINDICATIONS:
 Known hypersensitivity to Zofran or similar medications
SIDE EFFECTS:
May cause headache, arrhythmias (rare), fatigue, hypoxia, or dizziness.
PRECAUTIONS:
 Monitor ECG for signs of QT prolongation after administration in patients with electrolyte
imbalances, CHF, or bradyarrhythmias.
 Ondansetron may precipitate if mixed with alkaline solutions.
SUPPLIED:
4 mg/2 mL (2 mg/mL) vial
4 mg oral dissolving tablet (ODT)

ADULT DOSING
INDICATION

DOSE

ROUTE

NOTES

Nausea/Vomiting

4-8 mg

IV/IO/IM/PO

May repeat to max of
12 mg

PEDIATRIC DOSING - >40kg
INDICATION

DOSE

ROUTE

NOTES

Nausea/Vomiting

4 mg

IV/IO/IM/PO

May repeat to max of
12 mg

PEDIATRIC DOSING - <40kg
INDICATION

DOSE

ROUTE

Nausea/Vomiting
2 mg
IV/IO/IM/PO
COMMENTS:
 Does not typically cause sedation.
 IV/IO administration is to be slow over 2+ minutes.
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OXYGEN

[EMR/EMT/AEMT/Intermediate/RN/Paramedic]

OLMC REQUIRED: None
CLASS: Medical gas
PHARMACOLOGY AND ACTIONS:
Oxygen added to the inspired air raises the amount of oxygen in the blood and the amount delivered to the
tissues. Breathing in most patients is regulated by small changes in acid/base balance and CO2 levels and it
takes a large drop in oxygen concentration to stimulate respiration.
INDICATIONS:
 Suspected hypoxemia or respiratory distress from any cause
 Acute chest pain without shortness of breath and SpO2 <94%
 Shock from any cause
 Major trauma
 Carbon monoxide poisoning
CONTRAINDICATIONS:
 None
SIDE EFFECTS:
 Non humidified oxygen is drying and irritating to mucous membranes
PRECAUTIONS:
 In a small percentage of patients with chronic lung disease, administration of oxygen will decrease
respiratory drive. Do not withhold oxygen because of this possibility. Be prepared to assist
ventilations if needed. EMT should use judgment based on signs, symptoms, and history.
 If the patient is not adequately breathing, the appropriate treatment is ventilation with oxygen –
not just supplemental oxygen.
 Oxygen toxicity is not a risk in acute administration.
SUPPLIED:
Various

DOSING
ADJUNCT

FLOW

INSPIRED O2

Nasal Cannula

2-6 liters per minute

24-40%

Non-Rebreather Mask

10-15 liters per minute

90%

BVM

Room Air

21%

15-25 liters per minute

40%

With Reservoir

90+%

COMMENTS:
 Oxygen promotes rapid combustion and greatly increases the risk of fire, particularly during
defibrillation attempts. Do NOT allow concentrated O2 to “flow” across the patient’s chest during
defibrillation or cardioversion.
 Some studies indicate that over-oxygenation may not be as beneficial as once thought. An SpO2
≥94% may be considered adequate in patients who are not in distress.
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ROCURONIUM (Zemuron®)

[Paramedic]

OLMC REQUIRED: None
CLASS: Nondepolarizing Neuromuscular Blocker
PHARMACOLOGY AND ACTIONS:
Rocuronium is a non-depolarizing neuromuscular blocking agent causing skeletal muscle relaxation.
Neuromuscular blockade occurs within 1-2 minutes. Time to recovery is 30-60 minutes.
INDICATIONS:
 Rapid Sequence Intubation
 For sustained neuromuscular blockade in the intubated patient
CONTRAINDICATIONS:
 None
SIDE EFFECTS:
Causes respiratory arrest.
PRECAUTIONS:
 Rocuronium has no effect on consciousness and must be used with a sedative or induction agent.
 Patients with renal or hepatic failure may experience prolonged paralysis.
 Due to the prolonged duration of action, the endotracheal tube or pharyngeal tube must be
continually monitored to ensure correct placement with ETCO2 and pulse oximetry.
SUPPLIED:
100 mg/10 mL (10 mg/mL) vial

ADULT DOSING - <60 y/o
INDICATION

DOSE

ROUTE

RSI

1 mg/kg

IV/IO

Maintenance of postintubation paralysis

0.5 mg/kg

IV/IO

NOTES

PEDIATRIC DOSING (Same as adult)
COMMENTS:
 Time to 25% recovery is 25-30 minutes.
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SODIUM BICARBONATE

[Paramedic]

OLMC REQUIRED: Tricyclic anti-depressant OD and crush injury
CLASS: Alkalizing Agent
PHARMACOLOGY AND ACTIONS:
Sodium Bicarbonate is an alkalotic solution which neutralizes acids found in the blood. Acids are increased
in the blood when body tissues become hypoxic due to cardiac or respiratory arrest. Acidosis depresses
cardiac contractility and cardiac response to catecholamine’s, and makes the heart more likely to fibrillate
and less likely to defibrillate. In the non-perfusing patient Sodium Bicarbonate has been shown to increase
the intracellular acidosis and worsen acid/base balance, thus it is not recommended in the routine cardiac
arrest sequence.
INDICATIONS:
 Cardiac arrest in dialysis patients (hyperkalemia)
 Tricyclic antidepressant OD (Poison Control/OLMC Required)
 Crush injury (OLMC Required)
CONTRAINDICATIONS:
 Hypokalemia
SIDE EFFECTS:
May cause metabolic alkalosis, increased sodium, or decreased potassium.
PRECAUTIONS:
 Do not mix Sodium Bicarbonate with Calcium preparations. Slowly flush one drug from the catheter
before administering the other.
SUPPLIED:
50 mEq/50 mL (1 mEq/mL) pre-filled syringe

ADULT DOSING
INDICATION

DOSE

ROUTE

NOTES

Cardiac Arrest

1 mEq/kg

IV/IO

TCA’s OD

1 mEq/kg

IV/IO

OLMC Required

Crush Injury

1 mEq/kg

IV/IO

OLMC Required

PEDIATRIC DOSING (Same as adult)
COMMENTS:
 Sodium Bicarbonate should be an early treatment consideration in dialysis patients in cardiac arrest.
 Common tricyclic antidepressants (TCA’s) include Elavil® (amitriptyline), Norpramin® (desipramine),
Pamelor®(nortriptyline), Sinequan® (doxepin) and Tofranil® (imipramine).
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THIAMINE HYDROCHLORIDE

[Paramedic]

OLMC REQUIRED: None
CLASS: Vitamin
PHARMACOLOGY AND ACTIONS:
Thiamine is vitamin B1, a cofactor needed for the utilization of glucose. Chronic alcohol abuse interferes
with intake, absorption, and utilization of thiamine. Thiamine deficiency can lead to Wernicke’s
encephalopathy (opthalmoplegia, ataxia, and confusion) or Korsakoff’s syndrome (amnesia, confabulation,
and impaired memory).
INDICATIONS:
 Patients receiving D50% that are suspected of being malnourished
 Treatment of suspected Wernicke’s or Korsakoff’s syndrome
 Malnourishment
CONTRAINDICATIONS:
 Known hypersensitivity
SIDE EFFECTS:
May cause allergic reaction and rapid IV administration can cause hypotension.
PRECAUTIONS:
 Should be given prior to the administration of D50% because administration of glucose may
precipitate acute symptoms of thiamine deficiency in marginally nourished subjects.
SUPPLIED:
200 mg/2 mL (100 mg/mL) vial

ADULT DOSING
INDICATION

DOSE

ROUTE

Malnourishment

100 mg

IV/IO/IM

NOTES

PEDIATRIC DOSING (Not indicated for pediatric patients)
COMMENTS:
 Wernicke’s and Korsakoff’s syndrome are most often associated with alcoholism, but may be
caused by any source of malnutrition (e.g. cancer/chemotherapy, bariatric surgery, and frequent
vomiting)
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OPERATIONS

GENERAL PATIENT CARE GUIDELINES
TREATMENT:
A. Assess scene safety and use appropriate PPE
1. Gloves
2. Masks
3. Masks with Faceshields
4. Safety Glasses
5. HEPA Masks
6. Gowns
B. Begin initial patient assessment and determine chief complaint.
C. Secure airway and start Oxygen as needed per General Airway Management protocol.
D. Monitor vital signs frequently (HR, BP, RR, SpO2, ETCO2).
E. Monitor ECG, and obtain CBG readings as appropriate.
F. Establish IV/IO access as required.
G. Obtain pain severity scale if applicable.
H. Follow appropriate Patient Care Treatment Protocol if patient’s chief complaint or assessment findings
change.

NOTES & PRECAUTIONS:
If patient is unable to provide medical history, check for medical bracelets and necklaces which can provide critical
medical information and treatment.

KEY CONSIDERATIONS:
 Medical history

 Medical bracelets

 Medications and allergies

PANDEMIC:
In the event of a pandemic event utilize proper PPE and contact the following Agencies for direction as needed:
 Hood River County Health Department: (541)387-1115 8am-5pm, Mon.-Fri. Otherwise Dispatch
 Center for Disease Control (CDC): 1-770-488-7100 (24/7 Emergency Line)
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ADVANCED DIRECTIVES/POLST/DNR ORDERS
PURPOSE:
This EMS system believes in respect for patient autonomy. The patient with decision-making capacity has the right
to accept or refuse medical intervention. This includes the right to specify, in advance, patient preferences when
the person is no longer able to communicate wishes.

PROCEDURE:
The EMS system shall honor POLST forms, Advanced Directives and other Do Not Resuscitate orders (DNR) under
the following circumstances:
A. Do Not Attempt Resuscitation: In the pulseless and apneic patient who does not meet the criteria of the
DEALTH IN THE FIELD protocol, but is suspected to be a candidate for withholding resuscitation, BLS
protocols will be followed until one of the following occurs:
a. The EMT sees a written DNR order, which should be honored and resuscitation stopped.
b. The patient’s physician is contacted and directs EMTs to discontinue resuscitation.
c. The EMT sees a valid Advanced Directive or Directive to Physician which directs them not to
continue resuscitation.
d. The patient’s attorney-in-fact (PAHC or DPAHC) directs the EMTs not to resuscitate the patient.
e. OLMC directs the EMTs not to continue resuscitation.
f. If a person who is terminally ill appears to have ingested medication under the provisions of the
Oregon Death with Dignity Act. (See Section D below)
B. Advance Directives: DNAR (DNR) orders only apply if the patient is in cardiopulmonary arrest. If the
patients PAHC, DPAHC, or other Advance Directive is available to convey the patient’s wishes, and the
EMTs have seen a copy of the document, the EMTs must honor the treatment preferences as expressed.
C. Physician Orders for Life-Sustaining Treatment (POLST): If a POLST form is available and it clearly
expresses the patient’s wishes and is signed by a physician, nurse practitioner or physician’s assistant,
EMTs shall honor the patient’s treatment care preferences as documented in the EMS section of the
POLST. [Cite: OAR 847-035-030 (7)] If an electronic registry is available and the POLST form is not
immediately available, EMTs may also follow orders documented in the electronic POLST registry.
D. Death with Dignity Act: If a person who is terminally ill and appears to have ingested medication under the
provisions of the Oregon Death with Dignity Act, the EMT should:
a. Provide comfort care as indicated.
b. Determine who called 9-1-1 and why (i.e. to control symptoms or because the person no longer
wishes to end their life with medications).
c. Establish the presence of DNAR orders and/or documentation that this was an action under the
provisions of the Death with Dignity Act.
d. Contact OLMC.
e. Withhold resuscitation if:
a. DNAR orders are present, and
b. There is evidence that this is within the provisions of the Death with Dignity Act,
and
c. OLMC agrees.
E. If there are questions regarding the validity, or enforceability, of the health care instructions, begin BLS
treatment and contact OLMC.
F. It is always appropriate to provide comfort measures as indicated.

Oregon POLST Registry Emergency Number: 1-888-476-5787
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ADVANCED DIRECTIVES/POLST/DNR ORDERS Cont.
DEFINITIONS:
A. Do Not Attempt Resuscitation Order (DNAR): An order written by a physician stating that in the event of
cardiopulmonary arrest, cardiopulmonary resuscitation will not be administered. DNAR orders apply only if
the patient is pulseless and apneic.
B. Health Care Instruction: A document executed by a person to indicate the person’s own instructions
regarding their health care decisions.
C. Advance Directive: A document that contains a health care instruction or a power of attorney for health
care.
D. Living Will: A document that may confirm an Advance Directive or Directive to Physician informing him/her
that if the patient has a terminal illness and death is imminent, the patient would not wish to be placed on
artificial life support that will only prolong the process of dying. In general, the traditional Living Will
document alone is not helpful in the out-of-hospital setting because of its multiple restrictions and lack of
clarity on when it should take effect.
E. Attorney in Fact: An adult appointed to make health care decisions for a person.
F. Power of Attorney for Health Care (PAHC): Power of attorney document that authorizes an attorney-infact to make health care decisions for a person when the person is incapable.
G. Physician Orders for Life-Sustaining Treatment (POLST): The POLST is a voluntary form that was
developed to document and communicate patient treatment preferences across treatment settings. It
includes a section for documentation of DNAR orders and a section communicating patient preferences for
EMS care. While these forms are most often used to limit care, they may also indicate that the patient
wants everything medically appropriate done. Read the form carefully! When signed by a physician (MD
or DO), nurse practitioner, or physician’s assistant, the POLST is a medical order and the EMTs are directed
to honor it in their Scope of Practice.

NOTES & PRECAUTIONS:
A. If resuscitation is withheld or terminated prior to arrival at the hospital, details of resuscitation efforts by
EMS personnel, any actions taken by bystanders or family before and/or after EMS arrival, and any
physician consultation shall be documented in detail on the patient care report (PCR). Copies of all
applicable documents should be attached to the PCR.
B. If a patient is not going to be resuscitated, contact dispatch to have HRSO or HRPD respond and also have
them contact the on-call medical examiner.
C. If presented with a POLST form, the EMT will follow the wishes expressed as closely as possible. If there
appears to be a question of the exact wishes of the patient or physician, for example an apparent conflict
between A and B of the POLST form; the EMT will contact OLMC for instructions.
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CRIME SCENE RESPONSE
PURPOSE:
Law enforcement agencies stress that their first priority on any crime scene is the preservation of life with
reconstruction of the crime scene second. EMS personnel can be of assistance by adhering to the following
guidelines regarding crime scene response.

PROCEDURE:
A. Response and Arrival
a. Be conscious of physical and weather conditions around the site. Tire tracks of suspect vehicles

are often located in or adjacent to a driveway.
Limit the number of personnel allowed onto the scene. Consult with police on the scene to direct
placement of vehicles and route of personnel onto the scene.
B. Access and Treatment
a. Select a single route to the victim. Maintaining a single route decreases the chance of altering or
destroying evidence or tracking blood over the suspect’s footprints.
b. Note the location of furniture, weapons, and other articles, and avoid disturbing them. If they
need to be moved, someone should note the location the article was moved from, by whom it was
moved, and where it was placed.
c. Remove from the scene all EMS generated debris that is contaminated with blood or body fluid
and dispose of through established channels.
d. Be conscious of any statements made by the victim or other persons at the crime scene. Write
down what these statements were and report to the investigating officer.
e. Note the specific garments worn by the patient at the time of treatment. It is also important not
to tear the clothing off or cut through any holes, whether made by a knife, bullet, or other object.
f. The victim should be placed on a clean sheet when ready for transport. At the hospital, please try
to obtain the sheet once the victim is moved off of it, fold it carefully in on itself, and give it to the
investigating officers. This is especially important in close contact crimes such as rape, serious
assault, and death cases.
C. Documentation
a. A detailed report is important in case you are later called to testify in court. An incident report
should be completed and should cover your observations, conversations with family or witnesses,
location of response vehicles and equipment, furniture, weapons, clothing that has been removed,
items that were handled, and your route to the victim.
b. Do not offer your opinions or evaluations about the crime scene.
b.

REMINDER:
Any location can be, or become, a crime scene. When responding, and upon arrival, if something does not appear
to be right, notify police. If you suspect a crime scene and police are not present, secure area and document what
you see.
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DEATH IN THE FIELD
PURPOSE:
The purpose of the Death in the Field Protocol is to define under what conditions medical care can be withheld or
stopped once it has been started.

PROCEDURE:
Resuscitation efforts may be withheld if:
A. The patient qualifies as a “DNR.” (See Advance Directives Protocol)
B. The patient is pulseless and apneic in a mass casualty incident or multiple patient scenes where the
resources of the system are required for the stabilization of living patients.
C. The patient is decapitated.
D. The patient has rigor mortis in a warm environment.
E. The patient is in the stages of decomposition.
F. The patient has skin discoloration in dependent body parts (dependent lividity).
TRAUMATIC ARREST:
A. A victim of trauma (blunt or penetrating) who has no vital signs in the field may be declared dead on
scene. If opening the airway does not restore vital signs/signs of life, the patient should NOT be
transported unless there are extenuating circumstances.
B. A cardiac monitor may be beneficial in determining death in the field when you suspect a medical
condition or hypovolemia: A narrow complex rhythm (QRS less than 0.12) may suggest profound
hypovolemia, and may respond to fluid resuscitation.
C. At a trauma scene, the EMTs should consider the circumstances surrounding the incident, including the
possibility that a medical event (cardiac arrhythmia, seizure, and hypoglycemia) preceded the accident.
When a medical event is suspected, treat as a medical cardiac event. VF should raise your index of
suspicion for a medical event.
D. In instances prior to transport where the patient deteriorates to the point that no vital signs (i.e.
pulse/respiration) are present, a cardiac monitor should be applied to determine if the patient has a viable
cardiac rhythm. A viable rhythm especially in patients with penetrating trauma may reflect hypovolemia or
obstructive shock (tamponade, tension pneumothorax) and aggressive care should be continued.
MEDICAL CARDIAC ARREST:
A. In patients with persistent/refractory Ventricular Fibrillation consider transport, except when Advanced
Directives, DNR orders, or other withholding resuscitative efforts apply. If in doubt, contact OLMC.
B. Patients with Pulseless Electrical Activity (PEA) who have not responded to ACLS care for PEA may be
determined to be dead in the field (if ETCO2 less than 10) after consultation with OLMC.
C. When a patient’s cardiac rhythm deteriorates to asystole or an agonal rhythm despite appropriate cardiac
resuscitative measures (including establishing an effective airway, administering ACLS medications,
adequate CPR and checking the rhythm in at least three leads) the EMT in charge may determine that the
patient is dead in the field.
D. If the patients ECG shows asystole or agonal rhythm upon initial monitoring, and after checking the rhythm
in at least three leads, begin BLS procedures, and contact OLMC with available patient history, current
condition, and request to discontinue resuscitation. Contact dispatch to have HRSO or HRPD respond.
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DEATH IN THE FIELD Cont.
NOTES & PRECAUTIONS:
A. ORS allows a layperson or EMT to determine “Death in the Field.”
B. The EMT is encouraged to consult OLMC if any doubt exists about the resuscitation potential of the
patient.
C. A person who was pulseless or apneic and has received CPR and has been resuscitated is not precluded
from later being a candidate from solid organ donation.
D. ETCO2 may be a useful adjunct in the decision to terminate resuscitation with PEA. An ETCO2 of 10 or less
in patients in PEA after 20 minutes of ACLS resuscitation does not correlate with survival.
E. Survival from trauma arrest is low, but not completely zero.
F. If person has been identified as an organ donor, contact the Medical Examiner as soon as is reasonably
possible.
G. ORS 146.090 Deaths requiring investigation.
a. The Medical Examiner shall investigate and certify the cause and manner of all human deaths:
i. Apparently homicidal, suicidal or occurring under suspicious or unknown circumstances;
ii. Resulting from the unlawful use of controlled substances or the use of abuse of chemicals
or toxic agents;
iii. Occurring while incarcerated in any jail, correction facility or in police custody;
iv. Apparently accidental or following an injury;
v. By disease, injury or toxic agents during or arising from employment;
vi. While not under the care of a physician during the period immediately previous to death;
vii. Related to disease which might constitute a threat to the public health; or
viii. In which a human body apparently has been disposed of in an offensive manner.
H. ORS 146.103 Removal of body, effects or weapons prohibited without consent
a. In a death requiring an investigation, no person shall move a human body or body suspected of
being human, or remove any of the effects of the deceased or instruments or weapons related to
the death without permission of a Medical Examiner, Deputy Medical Examiner, or the District
Attorney.
b. No person shall move or remove any of the items specified in subsection (I) of this section if the
Medical Examiner or District Attorney objects.
c. A Medical Examiner, District Attorney or Deputy Medical Examiner shall take custody of or
exercise control over the body, the effects of the deceased and any weapons, instruments,
vehicles, buildings or premises which the Medical Examiner, District Attorney or Deputy Medical
Examiner has reason to believe were involved in the death, in order to preserve evidence relating
to the cause and manner of death.
d. In a death requiring investigation, no person shall undress, embalm, cleanse the surface of the
body, or otherwise alter the appearance or the state of the body without the permission of the
Medical Examiner or the District Attorney.
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DOCUMENTATION
PROCEDURE:
A. A patient care report shall be generated for each identified patient and shall be completed on an approved
Agency EMS patient care form.
B. Documentation shall include, at least:
a. The patients presenting problem.
b. Vital signs with times.
c. History and physical findings as directed in individual protocols.
d. Treatment(s) provided and time(s).
e. If monitored, ECG strips and interpretation.
f. Any change in the condition of patient.
g. OLMC contact:
i. Include physician name.
ii. Time of contact.
iii. Orders received from physician.
C. A copy of the Prehospital Care Report must be left at the receiving hospital whenever a patient is
transported per ORS 333-250-0044.
D. If a patient refuses treatment and/or transport, refer to Refusal and Informed consent procedure.
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GRIEVING PEOPLE
PURPOSE:
These guidelines are intended to provide EMT’s with direction during the difficult emotional times immediately
before and following death. They suggest words to say, steps to take, and directions for dying patients and grieving
family and friends. They are not intended to rigidly codify or regulate how one should respond during this intensely
personal experience, but rather, the following recommendations and resources are offered as a guide.

RESUSCITATION PHASE:
A. As time allows, give accurate and truthful updates about the patient’s prognosis. If available, assign one
person to interact with and support family members.
B. Consider gently removing children from the resuscitation area.
C. Depending upon the emotional state of family members, consider allowing them to watch and/or
participate in a limited and appropriate way.
D. If family or friends were doing CPR prior to your arrival, commend their efforts.
E. If family or friends are disruptive consider removing them or try assigning simple tasks, such as helping
bring in the stretcher, holding doors open, telling other family about the event or calling the doctor or
minister.
F. Be respectful. Make requests. Don’t give orders.

ONCE DEATH IS DETERMINED:
A.
B.
C.
D.
E.

Treat the recently dead with respect.
Avoid using past tense terms when speaking to survivors of the recently dead.
Allow family and friends to express their emotions. Listen to them if they want to talk but don’t push them.
Give factual information.
Genuine warmth and compassion will be more helpful than almost anything else for survivors. Don’t feel it
necessary to say the “right” thing. Listening often provides grieving people with the most comfort.

FOCUSING ON THE SURVIVORS:
A. See to it that survivors have a support system present before you leave. Consider calling a Fire Department
Chaplain through Dispatch, if available in your jurisdiction. Call friends, family, or neighbors to be with
them. Respect the survivor’s wishes to be alone.
B. Explain the next steps to them after you have pronounced death. This will include the police coming to
make reports, possibly the medical examiner, and the possible need for an autopsy in certain instance.
C. Contact the Medical Examiner’s office before moving or altering the body (as soon as possible).
D. Allow family and friends to say their good-byes if possible.
E. Help survivors make decisions such as which people should be called. If they ask you to make calls, try to
comply, mention the need to find a funeral home, if one has not already been chosen. Clergy may also be
helpful with this decision.

DEATH OF A CHILD:
A. Do not accuse the parents of abuse or neglect, but take careful note of the patient surroundings and the
general physical condition of the child.
B. Do not be overly silent, which may imply guilt to the parents.
C. Ask the parents only necessary questions and do not judge or evaluate them. Do not tell them what they
“should have” been doing before your arrival.
D. Remind parents to arrange for child care of other children.
E. Listen carefully to their statements and answer only with accurate information.
F. If there is a police investigation, tell the parents that this is only routine.
G. Successful management of child deaths requires supportive, compassionate, and tactful measures.
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GRIEVING PEOPLE Cont.
DYING PATIENTS:
A. Look for Advance Directives and/or POLST forms and attempt to honor patient preferences for or against
treatment. Always provide comfort measures.
B. Be aware of your own fears regarding death.
C. Be ready to admit when a dying person reminds you of a loved one. If a particular person is too disturbing,
have your partner or other members of the responding team take over.
D. Treat dying persons with warmth and understanding. Do not avoid them. Allow them to discuss their
situation, but do not push them to talk.
E. Many dying people are not upset by discussions of death as long as you do not take away all of their hope.
F. Touching a dying person is important. Use words like “death.” Do not use meaningless synonyms.
G. Ask the person how you might help. Patients can frequently guide you to make them feel more
comfortable.
H. Give factual information.
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HOSPICE PATIENT RESPONSE
GUIDELINE:
A. Initiate patient assessment and provide appropriate comfort care measures.
B. Validate whether the patient is on Hospice- If YES, contact the Hospice RN via phone; contact OLMC if
conflict arises.
C. Obtain POLST documentation and familiarize yourself with the prescribed orders.
D. Once in contact with Hospice RN, report the patient’s condition and your general impression of the
situation.
E. If available, consider involving the patient’s family in the treatment discussion plan, remaining sensitive to
the emotional toll of the terminal diagnosis.
F. In coordination with the Hospice RN, determine if management of dyspnea, pain, nausea and injuries can
be treated with Hospice resources and avoiding transport.
G. Provide transport to hospital under the following conditions:
a. Hospice requests and authorizes transport (confirm this).
b. Patient/Family (with the capacity to do so) demands transport even after being informed that the
transport and hospital treatment may not be covered by Hospice/insurance and a financial
obligation will result.
H. DO NOT automatically transport in the following cases:
a. Care facility staff (not actual Hospice RN) says they won’t/can’t care for patient.
b. Care facility staff or family states they “don’t know what to do” with patient.
c. Hospice RN advises that they can’t or won’t come into see the patient- If this happens, contact
OLMC.
I. When in doubt, or if you require additional consultation, contact OLMC.

DEFINITIONS:
A. Hospice – interdisciplinary program of supportive care to people and families in the final phase of a
terminal illness with a focus on comfort and quality of life, rather than cure or life prolongation; emphasis
on keeping the patient “home”.
B. Terminal Illness – single diagnosis defined by attending MD and Hospice Medical Director as the primary
reason for terminal prognosis; may include metastatic cancer, as well as end-stage cardiac, pulmonary
liver, or kidney disease. In addition, terminal diagnosis may be:
a. Dementia – end-stage dementia (bedbound, non-verbal) and moderate dementia with other
medical problems that will no longer be treated aggressively (if other problems treated, changes
prognosis).
b. Failure to Thrive – progressive functional, nutritional compromise, and/or Body Mass Index (BMI)
less than 22.
c. Debility – defined by Medicare as a combination of multiple organ system problems; all medical
problems and any medical treatment is considered part of Debility diagnosis.
d. Any other Diagnosis – with documentation supporting a 6 month or fewer prognosis.
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INTERFACILITY PATIENT TRANSFERS
PURPOSE:
The purpose of this protocol is to establish a uniform procedure for interfacility patient transfers. Patient transfers
are a physician to physician referral. It is the responsibility of the transferring facility to perform a screening
examination, determine if transfer to another facility is in the patient’s best interest and initiate appropriate
stabilization measures prior to transfer.

GENERAL GUIDING PRINCIPALS:
A. The transferring physician is responsible for securing the acceptance of the patient by an appropriate
physician at the receiving facility.
B. Care initiated by the transferring facility may need to be continued during transport. The transferring
physician should clearly outline the treatment and/or monitoring needs of the patient and relay this
information to the EMS crew attending.
C. Additional health care personnel (i.e. RN or RT) may accompany the patient at the discretion of the
sending physician and/or facility. These person(s) shall be considered part of the prehospital care team.
Patient care shall be considered a collaborative effort between the EMT and RN/RT. When possible, follow
written physician orders or protocols; otherwise contact OLMC for patient care concerns.
D. EMS personnel, even in the presence of additional health care personnel (i.e. RN, RT) must complete
assessments, monitoring, and documentation in accordance with these clinical guidelines and procedures.
E. All medications outside of Agency Protocols shall be provided by the transferring facility. It will be the
responsibility of the transferring facility to provide clear direction as to the disposition, tracking, or return
of any medication.
F. If the transferring physician elects to transfer the patient in the care of EMTs, the physician must provide
written orders as noted above. These orders must be consistent with staff scope, training, and abilities.
EMS staff may decline the transfer if he/she feels uncomfortable that patient care is outside their scope of
practice and training, or alternatively, to request hospital staff member accompany them on the transfer.
G. Infusing medications may require the use of a programmable pump to be supplied by the transferring
facility. EMS personnel must have received training in the use of both the medication(s) and the pump.
H. Should questions or problems arise during transfer, the crew may contact the transferring facility. If this is
not possible or in the event of an emergency, the appropriate guideline should be followed and the
receiving facility contacted for direction.
I. When receiving an aeromedical transfer patient at the airport, the EMT may request the transfer
personnel accompany the patient all the way to the hospital. If the transferring personnel refuse, the EMT
should contact their supervisor and the on duty ED physician at the receiving facility for further direction.
J. When weather conditions or other factors prohibit safe transport of the patient to the receiving facility,
the transfer will be postponed until safe transport can be arranged.

PROCEDURE:
A. Requests for transfer should be coordinated via each agency’s established contact person.
B. Upon receiving a request for an interfacility transport, crews will be assigned per level of service required
for transport.
C. Crews may contact the sending facility to obtain specific patient information and transport needs.
D. Crews should respond to the sending facility in a timely manner.
E. Crews should ensure they have received a thorough transfer of care report to include but not be limited
to:
a. Patient primary diagnosis and pertinent medical history.
b. Medications and allergies.
c. Clinical reason for transfer.
d. Monitoring and care needs of the patient during transport.
e. Any specific medication or care orders to include ordering physician.
f. Name of sending and receiving physician.
g. Verification of bed assignment at receiving facility.
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INTERFACILITY PATIENT TRANSFERS Cont.
LEVELS OF EMS INTERFACILITY TRANSFERS:
A. Basic Life Support (BLS) Interfacility Transfer
a. Minimum Staffing: 2 EMT-Basic providers
b. The following procedures and medications may be initiated or continued during transport:
i. Basic airway management (i.e. OPA’s, NPA’s, King Airway® device).
ii. Cardiopulmonary Resuscitation (CPR) including the use of an AED.
iii. Basic shock management and control of bleeding.
iv. Basic fracture management.
v. Medications: Oral Glucose, Albuterol, Oxygen, Epinephrine 1:1,000 (anaphylaxis only),
and Aspirin.
c. BLS providers may also transport patients will the following:
i. Foley catheters (must be able to drain freely)
ii. Saline locks.
iii. Wound drains.
d. BLS providers many only transfer patients that are stable with no signs of deterioration or need
for airway management or medications.
B. Intermediate Life Support (ILS) Interfacility Transfer
a. Minimum Staffing: 1 EMT-Intermediate and 1 EMT-Basic
b. The following procedures and medications may be initiated or continued during transport:
i. All BLS services.
ii. Cardiac monitoring only includes 3-lead ECG and manual defibrillation.
iii. IV cannulation/fluid therapy.
iv. Medications: Amiodarone, Atropine, Dextrose 50%, Diphenhydramine, DuoNeb,
Epinephrine 1:1,000 & 1:10,000, Fentanyl, Furosemide, Glucagon, Lidocaine, Morphine,
Naloxone, Nitroglycerine, Vasopressin, and Zofran.
c. ILS providers may also transport patients will the following:
i. Patients with nasogastric or gastrostomy tube.
d. ILS providers may only transfer patients that are stable with no risk of deterioration.
C. Advanced Life Support (ALS) Interfacility Transfer
a. Minimum Staffing: 1 Paramedic and 1 EMT-Basic
b. The following procedures and medication may be initiated or continued during transport:
i. All BLS and ILS services.
ii. Cardiac monitoring (including cardiac pacing, manual defibrillation, and cardioversion).
iii. Advanced airway management.
iv. Medications: Adenosine, Amiodarone, Atropine, Calcium Gluconate, Captopril,
Clopidogrel, Dexamethasone, Dopamine, Heparin, Labetalol, Magnesium Sulfate,
Midazolam, Promethazine, Rocuronium, Sodium Bicarbonate, Thiamine.
c. ALS providers may also transport patients with the following:
i. Blood and blood products (already initiated).
ii. Antibiotics.
iii. Other medications initiated at sending facility.
iv. Chest tubes with Heimlich valve only.
D. Advanced Life Support (ALS) + Additional Interfacility Transfer
a. One additional appropriately licensed (EMT/AEMT/EMT-I, Paramedic, RN or RT) healthcare
provider in the patient compartment is required for the following:
i. Unstable intubated patients.
ii. Vasopressors.
iii. Thrombolytics.
iv. Propofol (drip only, with an established airway).
v. Vecuronium (drip only, with an established airway).
vi. Unstable STEMI patients.
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INTERFACILITY PATIENT TRANSFERS Cont.
Transfer Algorithm
Level

Basic Life Support
(BLS)

Intermediate Life
Support (ILS)

Advanced Life Support
(ALS)

Staffing

1 EMT-B Driver/
1 EMT-B in back

1 EMT-B Driver/
1 EMT-I in back

1 EMT-B Driver/
1 Paramedic in back

Patient
Status

Stable Patients ONLY

Stable Patients ONLY

Stable/Unstable Patients

Airway

Basic Airway:

Basic Airway:

Advanced Airway:

Advanced Airway:

 May administer O2
 May perform
tracheal suctioning
 NO intubation

 May administer O2
 May perform tracheal
suctioning
 NO intubation

 May administer O2
 May perform tracheal
suctioning
 CPAP/BiPAP
 Stable vent Patients

 May administer O2
 May perform tracheal
suctioning
 CPAP/BiPAP
 Ventilator Patients

Cardiac Monitoring:
 NO cardiac

Cardiac Monitoring:
 Stable rhythms only!
 NO Chest Pain
 May Manually

Cardiac Monitoring:
 Stable/unstable

Cardiac Monitoring:
 Stable/unstable

Cardiac

monitoring

 May defibrillate
with AED

 NO Cardioversion
 No Pacing

Defibrillate

 NO Cardioversion
 NO Pacing

rhythms

 Read and interpret
12-lead ECG

 Chest pain patients
 May Manually

Advanced Life Support
(ALS) + Additional
Driver/Paramedic in
back with one
EMT/AEMT/
EMT-I/Paramedic
*Based on lead
paramedic discretion
*Consider Life Flight
Critical Patients

rhythms

 Read and interpret
12-lead ECG

 Unstable STEMI
patients

Defibrillate

 Cardiovert
 External Pacing
 Stable STEMI patients
OB
Patients

OB Transfer (stable):
 Patient not in
labor/delivery not
imminent.

OB Transfer (stable):
 Patient not in
labor/delivery not
imminent.

OB Transfer (stable):
 Acute low risk
 In Labor
 Delivery not imminent

OB Transfer
(stable/unstable):
 Acute high risk
 In Labor
 Delivery may be
imminent

MEDS

MEDS:
 NO Meds

MEDS:
 May bolus meds
ONLY within Agency
Protocols/Standing
Orders
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MEDS:
 May drip or bolus

MEDS:
 May drip or bolus

meds within Agency
Protocols and approved
meds outside Protocols.
 Patients with PCA
pumps.

meds within Agency
Protocols and
approved meds
outside Protocols.
 Patients with PCA
pumps.
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MEDICAL CONTROL OF SCENE
PURPOSE:
The purpose of this protocol is to describe who is in charge of patient care on the scene of medical emergencies
and how to resolve disputes with other medical professionals in attendance. This protocol does not apply to MCI
events where ICS is established.

PROCEDURE:
A. EMTs/Paramedics/Prehospital Providers On-Scene: The first arriving, highest certified EMT will be the
Person-In-Charge (PIC) and will assume responsibility for directing overall patient care. The team approach
to patient care assessment and treatment should be utilized by the PIC.
B. When a higher level EMT arrives, in an EMS role, that individual shall assume the role of PIC, after receiving
verbal report from the initial PIC.
C. The responsibilities of the PIC directing overall patient care include:
a. Assuring that treatment, operations, and communications follow protocols.
b. Coordinating patient care activities. This PIC must watch over the entire patient care scene
activities and be sure that the patient care activities are being accomplished in a rapid, efficient,
and appropriate manner.
c. Directing other EMTs to establish airway management, start IVs, etc.
d. Establishing the appropriate time to be spent at the scene for doing patient care.
e. Determining when transportation of the patient is to occur.
f. Performing medical coordination with all agencies and personnel.
D. The PIC directing overall patient care will be held responsible and accountable for patient care activities
performed at the scene and be identified on all patient care reports.
E. If a patient requires transport and the first arriving PIC is from a non-transporting agency, provision of
patient care will be turned over to the transporting agency or flight personnel when:
a. The patient is placed on the transport unit’s gurney, OR
b. At a time agreed upon by both EMTs, continued patient care will then become the responsibility
of the transporting unit. There will be a verbal agreement anytime transfer of care from one EMT
to another takes place.
c. If transporting agency is lower level of care than PIC, the PIC must accompany the patient to the
hospital.
F. EMTs take medical direction from:
a. Physician Supervisors.
b. Regional Protocols.
c. On-Line Medical Control (OLMC) as directed in protocols.

PHYSICIAN ON-SCENE POLICY:
A. Any physician (MD or DO) at the scene of an emergency may be qualified to provide assistance to EMTs
and shall be treated with professional courtesy.
B. A licensed physician requesting control of patient care at the scene shall be:
a. Thanked for the offer by the PIC.
b. Advised that the EMTs work under regional protocols and On-Line Medical Control.
c. Advised that we are not permitted to relinquish medical control to a physician on the scene
without agreement from On-Line Medical Control.
C. If the physician requesting control is not the patient’s “physician of record,” EMTs shall be authorized to
proceed under the direction of the physician ONLY if all three of the following provisions are met:
a. OLMC is contacted and authorizes transfer of patient care.
b. The physician agrees to accompany the patient to the hospital in the ambulance.
c. The physician agrees to complete and sign the appropriate patient care report.
D. If communication with OLMC cannot be established, care may be provided only according to approved BLS
or ALS protocols. No direction from an on scene physician may be accepted.
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MEDICAL CONTROL OF SCENE Cont.
DISPUTES ON-SCENE BETWEEN EMTs OR OTHER MEDICAL PROFESSIONALS:
A. Disagreements about care should be handled in a professional manner and shall not detract from patient
care.
B. To the extent possible, the BLS and ALS protocols shall be followed and provide the basis for resolving
disputes.
C. If an unresolved dispute continues between EMTs or other medical professionals concerning the care of
the patient, OLMC shall be contacted.
D. If a dispute arises which results in transfer of patient care from one PIC to another, the approximate time
of the transfer shall be included on the patient care report.
E. DISPUTES SHALL NOT APPEAR ON PATIENT CARE REPORTS.
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ON-LINE MEDICAL CONTROL
PURPOSE:
This protocol describes the steps an EMT should follow in contacting On-Line Medical Control (OLMC), and
describes the contents of the various reports.

PRODECURE:
A. Calls to OLMC: EMTs shall contact OLMC or the Receiving Hospital by radio or telephone in the following
situations:
a. As required by the protocols.
b. As required for trauma services.
c. When OLMC is needed.
B. All scenes involving OLMC contact:
a. One person at the scene must be designated as the contact person in charge of communications.
The EMT designated as “in charge” of communications shall contact OLMC or the Receiving
Hospital.
b. Once OLMC contact has been made EMTs may continue to use OLMC enroute if needed, the
transporting EMT may initiate contact with OLMC if not already done so.
c. If BLS responders have initiated OLMC communications, ALS responders shall continue to use that
medical direction source.
C. When requesting OLMC, the following information must be relayed:
a. Unit number and identity.
b. Location of the call, street address if appropriate.
c. Purpose of call (identify the protocol being followed).
d. Age and sex of patient.
e. Patient’s chief complaint.
f. Brief history, prior medical history, medications, and allergies.
g. Vital signs.
h. Pertinent physical findings.
i. Treatment at scene.
j. Destination ETA.
D. When contacting the Receiving Facility for trauma system patients, the following information must be
relayed:
a. Unit number and identity.
b. Number of patients.
c. Age and sex of the patient.
d. Trauma System entry criteria (be as specific as possible).
e. Patient’s vital signs specify if not taken or not present.
f. Approximate ETA of patient(s) to local hospital or Trauma Center; include loading time if
appropriate.
g. Mode of transport.

Hood River County EMS Protocols – Operations

16

REFUSAL AND INFORMED CONSENT
PURPOSE:
A. To establish the process of obtaining informed consent.
B. To define which persons may be left at the scene because they are not considered in need of EMS.
C. To describe the process of obtaining and documenting patient refusal.

PRODECURE: Refer to Refusal Flow Sheet
DOCUMENTATION:
All instances of an identified patient, with or without impaired decision making capacity, must be fully documented
on a Patient Care Form with an attached signed refusal form. The following is considered minimum documentation
criteria:
A. General appearance and level of consciousness (mental status).
B. History, vital signs, and physical exam.
C. Presence of any intoxicants.
D. Assessment of the person’s decision making capacity.
E. Risks explained to patient.
F. Communication with family, friends, police, and/or OLMC.

GUIDELINES & DEFINITIONS:
A. Decision Making Capacity – the ability to make an informed decision about the need for medical care
based on:
a. Accurate information given to the patient regarding potential risks associated with refusing
treatment and/or transport.
b. The person’s perceived ability to understand and verbalize these risks.
c. The person’s ability to make a decision that is consistent with his/her beliefs and life goals.
B. Impaired Decision Making Capacity – the inability to understand the nature of the illness or injuries, or the
risks and consequences of refusing care.
C. Emergency Rule – EMTs may treat and/or transport under the doctrine of implied consent a person who
requires immediate care to save a life or prevent further injury. Minors may be treated and transported
without parental consent if a good faith effort has been made to contact the parents or guardians
regarding care and transport to a hospital, and the patient, in the opinion of the EMT, needs transport to a
hospital. When in doubt, contact OLMC.
D. Required OLMC Contact – EMTs are strongly advised to contact OLMC for the following refusal situations:
a. Suspected impaired decision making capacity.
b. Suspected serious medical condition such as:
i. Respiratory distress.
ii. Sustained abnormal vital signs.
iii. Compromised airway.
iv. Uncontrolled bleeding.
v. Suspected cervical spine injury.
vi. Infants under 3 months of age.
vii. Chest pain.
viii. Cardiac dysrhythmias.
ix. Poisons and overdoses.
x. First time seizures.
xi. Suspected intoxication or impairment.
c. Suspected abuse situations involving a minor or the elderly.
d. Any unconscious or altered mental status (individual or parent/guardian for a minor).
e. Conflict on scene regarding refusal of care.
f. Minor without a parent or guardian who is refusing care.
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REFUSAL AND INFORMED CONSENT Cont.
REFUSAL FLOW SHEET:

ASSESS PATIENTS MEDICAL NEED

NO IDENTIFIED PATIENT

IDENTIFIED PATIENT

 No significant mechanism.
 No visible signs of traumatic
injury.
 No known acute medical
condition.
 No identifiable behavior
problems.
 NOT less than 18 years old.
 DID NOT request medical
assistance.

ASSESS ABILITY TO MAKE DECISIONS
Consider:
 Head injury.
 Drug or alcohol intoxication.
 Medical conditions (e.g. hypoglycemia).
 Toxic exposure.
 Psychiatric problems.
 Language barriers.

-ACTION No Patient Care Report
required.
 Follow Documentation Protocol.

MINIMUM DOCUMENTATION
For ALL Identified Patients

 General appearance & level of
consciousness.
 History, vital signs, & physical
exam.
 Presence of any intoxicants.
 Assessment of patient’s decisionmaking capacity.
 Any risks that were explained to
the patient.
 Communications with family,
police, and/or OLMC.

ABLE TO MAKE DECISIONS

UNABLE TO MAKE DECISIONS

Ambulance transport advised,
but refused.

Impaired Capacity

-ACTION-

-ACTION-

Refusal Form Required
 Explain risks of refusal.
 If serious medical need exists,
contact OLMC.
 Enlist family, friends, police,
etc. to counsel patient.
 Complete Refusal form and
obtain patient signature.
 Follow Documentation
protocol.

DO NOT have patient sign
Refusal Form
 Treat & transport if medical
emergency exists. Use
Restraining of Patient
protocol if needed.
 Make all reasonable efforts to
assure patient gets medical
care.
 Consult OLMC.

OLMC CONTACT STRONGLY ADVISED
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Impaired decision-making capacity.
Suspected serious medical condition
Suspected abuse – child or elderly.
First-time seizures (all).
Scene conflict regarding medical care.
Minor without guardian refusing care.
Suspected intoxication or impairment.
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REHABILITATION
PURPOSE:
To establish guidelines for the evaluation and treatment of personnel assigned to the Rehabilitation Unit (Rehab)
on fire/EMS incidents.

PROCEDURE:
A. Personnel in rehab will undergo an initial medical evaluation that will consist of a physical assessment
including mental status and vital signs (blood pressure, pulse, temperature, pulse oximetry, and CO
monitoring, if available). All medical evaluations will be recorded on the Incident Rehabilitation Log.
B. Medical treatment or a resting period will be determined according to the following triage criteria based
on entry findings:
a. Findings mandating that the individual be transferred to an ambulance:
i. Any chest pain, shortness of breath or serious injury.
ii. Altered mental status (confusion, dizziness, weakness, loss of consciousness).
iii. Nausea, vomiting, tingling sensation in extremities.
iv. Skin pallor, hot in temperature and either moist or dry and flushed.
v. Any complaint of unusual symptoms.
vi. Irregular pulse.
vii. Heart Rate >120 and Temperature >100.6°F and symptomatic.
viii. Blood Pressure >160 or <100 systolic, or >100 diastolic and symptomatic.
b. If initial exam findings include any of the following the individual will require reassessment within
10 minutes:
i. Temperature >100.6°F, regardless of other vital signs.
ii. Heart Rate >120.
iii. Systolic BP <100 or >160.
iv. Diastolic BP >100.
c. If reassessment exam findings include any of the following, the individual will require an additional
reassessment in 10 minutes:
i. Temperature >100.6°F, regardless of other vitals.
ii. Heart Rate >120.
iii. Systolic BP <100 or >160.
iv. Diastolic BP >100.
d. If, after an additional 10 minutes (20 minutes total in Rehab), reassessment exam finding include
any of the following, the individual will be sent to the ambulance for further evaluation and/or
treatment:
i. Temperature >100.6°F, regardless of other vitals.
ii. Heart Rate >120.
iii. Systolic BP <100 or >160.
iv. Diastolic BP >100.
e. Exam findings allowing an individual to enter Staging for reassignment include:
i. Temperature <100.6°F.
ii. Heart Rate 60 – 100.
iii. Systolic BP 100 – 140.
iv. Diastolic BP 60 – 90.
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REHABILITATION
REHAB ENTRY FLOW CHART:
ENTRY TO REHAB

INITIAL EXAM FINDINGS
 Any chest pain, shortness of breath or serious injury.
 Altered mental status (confusion, dizziness, weakness,
loss of consciousness).
 Nausea, vomiting, tingling sensation in extremities.
 Skin pallor, hot in temperature and either moist or dry
and flushed.
 Any complaint of unusual symptoms.
 Irregular pulse.
 Heart Rate >120 and Temperature >100.6°F and
symptomatic.
 Blood Pressure >160 or <100 systolic, or >100 diastolic
and symptomatic.

DIRECT TO AMBULANCE
FOR TREATMENT

YES

YES

NO

INITIAL EXAM FINDINGS
(CONT.)
(Any 1 Factor)
 Temperature >100.6°F,
 Heart Rate >120.
 Systolic BP <100 or >160.
 Diastolic BP >100.

TREAT SYMPTOMS
Reassess After 10 Minutes
(Any 1 Factor)
 Temperature >100.6°F,
 Heart Rate >120.
 Systolic BP <100 or >160.
 Diastolic BP >100.

YES

NO

YES

NO

TREAT SYMPTOMS
Reassess After 10 Minutes
(20 Minutes Total)
(Any 1 Factor)
 Temperature >100.6°F,
 Heart Rate >120.
 Systolic BP <100 or >160.
 Diastolic BP >100.

NO

NORMAL REHAB
● Nutritional support.

● Rehydration.

● Reassess vitals every 10 minutes.

Minimum of 20 Minutes Total in Rehab + Acceptable Vitals

VITALS NEEDED
TO RETURN TO
STAGING






Temperature <100.6°F.
Heart Rate 60 – 100.
Systolic BP 100 – 140.
Diastolic BP 60 – 90.
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REPORTING OF SUSPECTED CHILD ABUSE
PURPOSE:
To establish guidelines for the reporting of suspected child abuse.

DEFINITIONS:
A. Abuse: The non-accidental assault or physical injury to a child. This may include mental abuse, sexual
abuse, neglect, etc.
B. Child: An unmarried person under the age of 18.
C. Public or Private Officials: Physicians, including residents and interns, firefighters or EMTs among others.

PROCEDURE:
It is the policy of the State of Oregon to require mandatory reporting of suspected child abuse.
A. DUTY TO REPORT CHILD ABUSE (ORS 419B.010)
a. Public or private officials have a duty to report child abuse. Such an official who has reasonable
cause to believe that a child has either been abused or witnessed abuse of another child or adult,
or who comes into contact with someone who has abused a child, shall report the contact to a law
enforcement agency, i.e., any city or municipal police department, any county sheriff’s office, or
the Oregon State Police, or DHS (Department of Human Services, formally SCF). Passing the report
only to a nurse or physician does not meet the requirements of the Statute or the Protocol.
B. CONTENT OF REPORT (ORS 419B.015)
a. EMTs must file a report within 12 hours of incident. If there is imminent danger to health of life,
notify police, the Fire Chief and use your agency notification procedure. The report must contain,
if known, the following information:
i. The names and addresses of the child and parents/person responsible for the child’s care.
ii. The child’s age.
iii. The nature and extent of abuse (including any evidence or previous abuse).
iv. The explanation given for the abuse.
v. Any information the official believes may be helpful in establishing the cause of abuse or
the perpetrators identity.
C. IMMUNITY OF PERSONS MAKING REPORT (ORS 419.025)
a. Persons who acting in good faith and upon reasonable grounds, report child abuse are immune
from civil and criminal liability.
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REPORTING OF SUSPECTED ELDER ABUSE
PURPOSE:
To establish guidelines for the reporting of suspected elder abuse of a resident in a long term care facility or at
home.

DEFINITIONS:
A. Abuse: The non-accidental physical injury to an elderly person or patient of a long term care facility. Abuse
also includes:
a. Outside long-term care facilities:
i. Neglect means withholding of services necessary to maintain health and wellbeing.
Treatment solely by spiritual means is not neglect; however, the person must be
voluntarily under the care of an accredited practitioner or in accordance with the
practices of a recognized church or religion. Abandonment, including desertion or willful
forsaking of an elderly person or withdrawal or neglect of duties and obligations owed an
elderly person by a caregiver.
ii. Willful infliction of physical pain or injury.
b. Inside long-term care facilities:
i. Illegal or improper use of the patient’s financial resources for personal profit or gain.
ii. Sexual contacts by force, threat, duress, or coercion by an employee, agent, or other
resident.
iii. Use of derogatory names, phrases, harassment, intimidation, punishment, or involuntary
seclusion.
B. Elderly person: Any person 65 years of age or over.
C. Long-term care facility: Any licensed skilled nursing facility or intermediate care facility.

PROCEDURE:
There are two separate elder abuse reporting requirements; a general reporting requirement which applies to
patients outside long-term care facilities and a special reporting requirement, which applies to patients of longterm care facilities.
A. DUTY TO REPORT ELDER ABUSE AND PATIENT ABUSE IN A LONG TERM CARE FACILITY
a. An EMT, who has reasonable cause to believe that an elderly person has been abused, or who
comes into contact with someone who has abused an elderly person, shall file a report within 12
hours. If there is imminent danger to health or life, notify police, or DHS. DHS: (503)304-3400 or 1800-232-3020. Passing the report only to a nurse or physician does not meet the requirements
of the Statute or the protocol.
B. CONTENT OF REPORT
a. The elder abuse report must contain, if known, the following information:
i. The names and addresses of both the elderly person and anyone responsible for his/her
care.
ii. The nature and extent of abuse including any evidence of previous abuse.
iii. The explanation given for the abuse.
iv. Any information the official believes may be helpful in establishing the cause of abuse.
C. IMMUNITY OF PERSONS MAKING REPORTS
a. Persons participating in good faith in making a report of elder abuse and who have reasonable
grounds for making it are immune from civil and criminal liability including participation in any
judicial proceeding resulting from their report. Persons making such a report of abuse of a patient
in a long-term care facility in addition have immunity from any criminal liability that might
otherwise be incurred or imposed with respect to making such a report.
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TRAUMA SYSTEM
PURPOSE:
The Oregon Trauma System is designed to provide patients of multi-system trauma with the care they need at the
earliest time possible. Activating the trauma system early hinges on EMS personnel determining which patients
meet entry criteria and early hospital notification. Every provider should be comfortable utilizing this procedure.

MEDICAL DIRECTION:
A. Off-line medical direction for trauma patients is controlled by the Treatment Protocols.
B. OLMC is provided. OLMC may override off-line medical direction.

COMMUNICATIONS:
Communications with Receiving Facility (RF):
A. The following information will be provided:
a. Unit number and the location of the incident.
b. Number of patients.
c. Age and sex of the patient(s).
d. Trauma system entry criteria and vital signs.
e. Glasgow Coma Scale.
f. ETA to receiving facility.
B. Communications from Receiving Facility or OLMC to the EMTs in the field will be as follows:
a. RF will inform the EMTs if more information is needed by the trauma team.
b. RF will inform the EMTs if the chosen destination is unable to receive the patient and will assist in
designating an alternate destination.
c. In the event that there are multiple Trauma System entries, RF will assist the EMTs at the scene in
determining the destinations of all patients.

DESTINATIONS:
All critical Trauma System entry patients should be taken to the nearest Level I Trauma Center.
A. Hospital Levels: LEVEL I – Oregon Health & Science University and Legacy Emanuel Medical Center. LEVEL
III – Providence Hood River Memorial Hospital and Mid-Columbia Medical Center. LEVEL IV – Skyline
Hospital.
B. Diversion to Local Hospital: If the EMT is unable to establish an airway, the patient should be transported
to the nearest acute care facility.

MODE OF TRANSPORTATION:
An air ambulance should be used when it would reduce total pre-hospital time by 10 minutes or greater. This is
usually achieved whenever the ground transport time will exceed 20 minutes.

PATIENT EVALUATION PROTOCOL:
Treatment Priority Should Be Approached In This Order:
A. Airway maintenance (including control of the cervical spine).
B. Breathing.
C. Control of circulation and hemorrhage.
D. Treatment of shock.
E. Neurological examinations.
F. Complete secondary survey.
G. Splinting of fractures.

SCENE TIME:
After gaining access to the patient, scene time should not exceed 10 minutes for any patient who is entering the
Trauma System. Plan to start IV/IO and initiate other care once en-route to the hospital if necessary.
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TRAUMA SYSTEM Cont.
PATIENT ENTRY:
The EMT is required to report the reason for patient entry to the Receiving Facility. Patients are to be entered into
the Trauma System if they meet the following criteria:
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APPENDIX

APPROVED MEDICAL ABBREVIATIONS
The following is a list of approved medical abbreviations. In general, the use of abbreviations should be limited to
this list.
A&O x3
A&O x4
A-FIB
AAA
ABC
ABD
A/C
ACLS
AED
AKA
ALS
AMA
AMI
AMS
AMT
APAP
APE
APPROX
ASA
ASAP
ASSOC
ATAB
AVPU

- alert and oriented to person, place and time
- alert and oriented to person, place, time and event
- atrial fibrillation
- abdominal aortic aneurysm
- airway, breathing, circulation
- abdomen (abdominal)
- antecubital
- advanced cardiac life support
- automatic external defibrillator
- above the knee amputation
- advanced life support
- against medical advice
- acute myocardial infarction
- altered mental status
- amount
- acetaminophen (Tylenol)
- acute pulmonary edema
- approximately
- aspirin
- as soon as possible
- associated
- area trauma advisory board
- alert, verbal, painful, unresponsive

BGL
BILAT
BKA
BLS
BM
BP
BPM
BS
BSS
BVM

- blood glucose level
- bilateral
- below the knee amputation
- basic life support
- bowel movement
- blood pressure
- beats per minute
- breath sounds
- balanced salt solution (normal saline, lactated ringers)
- bag valve mask

C-SECTION
C-SPINE
C/O
CA
CABG
CAD
CC
CEPH
CHF
CNS
COPD
CO
CO2
CP
CPAP
CPR

- caesarean section
- cervical spine
- complaint of (complains of)
- cancer
- coronary artery bypass graft
- coronary artery disease
- chief complaint
- cephalic
- congestive heart failure
- central nervous system
- chronic obstructive pulmonary disease
- carbon monoxide
- carbon dioxide
- chest pain
- continuous positive air pressure
- cardiopulmonary resuscitation
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APPROVED MEDICAL ABBREVIATIONS Cont.
CSF
CT
CVA
CX

- cerebrospinal fluid
- cat scan
- cerebrovascular accident (stroke)
- chest

D/C
D5W
DKA
dl
DM
DNR
DOA
DT
Dx

- discontinue
- dextrose 5% in water
- diabetic ketoacidosis
- deciliter
- diabetes mellitus
- do not resuscitate
- dead on arrival
- delirium tremens
- diagnosis

ECG/EKG
ED
EEG
EMS
EMT
ET
ETCO2
ETOH
ETT
EXT

- electrocardiogram
- emergency department
- electroencephalogram
- emergency medical services
- emergency medical technician
- endotracheal
- end tidal carbon dioxide detector
- ethanol (alcohol)
- endotracheal tube
- external (extension)

F
FB
Fx

- fahrenheit/female
- foreign body
- fracture

g, gm
GCS
GI
GSW
gtts
GU
GYN

- gram(s)
- Glasgow coma score
- gastrointestinal
- gunshot wound
- drops
- gastrourinary
- gynecology (gynecological)

H/A
HCTZ
HEENT
HIV
HR
HTN
Hx

- headache
- hydrochlorothiazide
- head, eyes, ears, nose, throat
- human immunodeficiency virus
- heart rate/hour
- hypertension
- history

ICP
ICS
ICU
IM
IN
IO
IV
IVP

- intracranial pressure
- incident command system
- intensive care unit
- intramuscular
- intranasal
- intraosseous
- intravenous
- IV push
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APPROVED MEDICAL ABBREVIATIONS Cont.
JVD

- jugular vein distention

kg
KCL
KVO

- kilogram
- potassium chloride
- keep vein open

L
L-SPINE
L/S-SPINE
L&D
L/S
LAT
lb.
LBB
LLQ
LMP
LOC
LR
LUQ

- liter
- lumbar spine
- lumbarsacral spine
- labor and delivery
- lung sounds
- lateral
- pound
- long backboard
- left lower quadrant
- last menstrual period
- level of consciousness/loss of consciousness
- lactated ringers
- left upper quadrant

M
MAD
MAE
MAS
MAST
mcg
MCI
ME
MED
mEq
mg
MI
min
mL
MS
MSO4
MVC

- male
- mucosal atomization device
- moves all extremities
- movement and sensation
- military anti-shock trousers
- microgram(s)
- multi-casualty incident
- medical examiner
- medicine
- milliequivalent
- milligram(s)
- myocardial infarction (heart attack)
- minimum/minute
- milliliter
- mental status
- morphine sulfate
- motor vehicle crash

N/V
N/V/D
NAD
NC
NEB
NG
NKDA
NPA
NPO
NRB
NS
NSAIDS
NSR
NTG

- nausea/vomiting
- nausea/vomiting/diarrhea
- no apparent distress
- nasal cannula
- nebulizer
- nasogastric
- no known drug allergies
- nasopharyngeal airway
- nothing by mouth
- non-rebreather
- normal saline
- non-steroidal anti-inflammatory medications
- normal sinus rhythm
- nitroglycerin
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APPROVED MEDICAL ABBREVIATIONS Cont.
O2
OB/GYN
OD
OLMC
OPA

- oxygen
- obstetrics/gynecology
- overdose
- online medical control
- oropharyngeal airway

PALP
PAC
PCR
PE
PEAD
PEARL
PMHx
Pn
PO
POLST
PRB
PRN
PSVT
PT
PVC
PWD

- palpation
- premature atrial contraction
- patient care report
- pulmonary embolus
- pharyngeal esophageal airway device
- pupils equal and reactive to light
- past medical history
- pain
- orally
- physician orders for life-sustaining treatment
- partial rebreather
- as needed
- paroxysmal supraventricular tachycardia
- patient
- premature ventricular contraction
- pink, warm, dry

RLQ
RUQ
RSI
Rx
RXN

- right lower quadrant
- right upper quadrant
- rapid sequence intubation
- medicine
- reaction

S/P
S/S
SAO2
SL
SOB
SQ
ST
SVT
SW
Sx
SZ

- status post
- sign and symptoms
- oxygen saturation
- sublingual
- shortness of breath
- subcutaneous
- sinus tachycardia
- supraventricular tachycardia
- sterile water
- symptom
- seizure

T-SPINE
T
TB
TCA
TCP
TIA
TKO
Tx

- thoracic spine
- temperature
- tuberculosis
- tricyclic antidepressant
- transcutaneous pacing
- transient ischemic attack
- to keep open (same as KVO)
- treatment

U
UOA
URI
UTI

- unit
- upon our arrival
- upper respiratory infection
- urinary tract infection
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APPROVED MEDICAL ABBREVIATIONS Cont.
VF
VS
VT

- ventricular fibrillation
- vital signs
- ventricular tachycardia

W/
W/O
WAP
WNL

- with
- without
- wandering atrial pacemaker
- within normal limits

Y/O (YOA)

- years old (years of age)

+
?
~
>
<
=
↑
↓
M
F
1°
2°
L
R

- positive
- negative
- questionable
- approximately
- greater than
- less than
- equal
- upper (increased)
- lower (decreased)
- male
- female
- primary
- secondary
- left
- right
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DIFFICULT AIRWAY EVALUATION
Evaluating for the Difficult Airway
Between 1-3% of patients who require endotracheal intubation have airways that make intubation difficult.
Recognizing those patients who may have difficult airway allows the paramedic to proceed with caution and to
keep as many options open as possible. It also allows the paramedic to prepare additional equipment (i.e. King
Airway®, cricothyrotomy kit) that may not ordinarily be part of a standard airway kit. The pneumonic LEMON is
useful in evaluating patients for signs that may be consistent with a difficult airway and should raise the
paramedic’s index of suspicion.

Look Externally
External indicators of either difficult intubation or difficult ventilation include: presence of a beard or
moustache, abnormal facial shape, extreme cachexia, edentulous mouth, facial trauma, obesity, large front
teeth or “buck teeth,” high arching palate, receding mandible, or short bull neck.

Evaluate 3-3-2 Rule
3 fingers between the patient’s teeth (patients mouth should be open adequately to permit three fingers
to be placed between the upper and lower teeth)
3 fingers between the tip of the jaw and the beginning of the neck (under the chin)
2 fingers between the thyroid notch and the floor of the mandible (top of the neck)

Mallampati
This scoring is based on the work of Mallampati et al published in the Canadian Anesthesia Society Journal
in 1985. The system takes into account the anatomy of the mouth and the view of various anatomical
structures when the patient opens his mouth as wide as possible. This test is performed with the patient in
a sitting position, the head held in a neutral position, the mouth wide open, and the tongue protruding to
the maximum. Inappropriate scoring may occur if the patient is in the supine position (instead of sitting), if
the patient phonates, or if the patient arches his or her tongue.

Class I (easy) – visualization of the soft palate, fauces, uvula,
anterior and posterior pillars.
Class II – visualization of the soft palate, fauces, and uvula.
Class III – visualization of the soft palate and the base of the
uvula.
Class IV (difficult) – soft palate is not visible at all.

Obstruction?
Besides the obvious difficulty if the airway is obstructed with a foreign body, the paramedic should also
consider other obstructers such as tumor, abscess, epiglottitis, or expanding hematoma.

Neck Mobility
Ask the patient to place their chin on their chest and to tilt their head backward as far as possible.
Obviously, this will not be possible in the immobilized trauma patient
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MAGNESIUM SULFATE DOSING GUIDE
Eclampsia:
Dose: 4 gm IV/IO over 4 minutes
Administration: 8 mL of Magnesium in 100mL NS
270 gtts/min with 10 drop set (4-5 gtts/second)

Torsades de Pointes: Repeat dose in 5 min prn
Dose (Adult): 2 gm IV/IO over 1 minute
Administration: 4 mL of Magnesium with 16 mL of NS for 10% solution (20 mL syringe)
Dose (Peds): 50 mg/kg IV/IO over 1 minute (max 2 gm)
Administration: Mix weight based mL of Magnesium with mL of NS
mL of NS to add for 10%
Weight/kg
Mg of Mag
mL of Mag
Solution
5
250
0.5
2
7
350
0.7
2.8
10
500
1
4
13
650
1.3
5.2
15
750
1.5
6
20
1000
2
8
25
1250
2.5
10
30
1500
3
12
35
1750
3.5
14
40

2000

4

16

Asthma:
Dose (Adult): 2 gm IV/IO over 20 min
Administration: 4mL of Magnesium in 100 mL NS
50 gtts/min with 10 drop set
Dose (Peds): 50 mg/kg IV/IO over 20-60 minutes (max of 2 gm)
Administration: Mix weight based mL of Magnesium in 100ml NS
Weight/kg
5

Mg of Mag
250

mL of Mag
0.5

7
10
13
15
20
25
30
35

350
500
650
750
1000
1250
1500
1750

0.7
1
1.3
1.5
2
2.5
3
3.5

40

2000

4
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ADULT RSI DRUG ADMINISTRATION
Weight in KG

40

50

60

70

80

90

100

110

120

130

Weight in LB.

88

110

132

154

176

198

220

242

264

286

60 mg

75 mg

90 mg

105 mg

120 mg

135 mg

150 mg

165 mg

180 mg

195 mg

3 mL

3.75 mL

4.5 mL

5.25 mL

6 mL

6.25 mL

7.5 mL

8.25 mL

9 mL

9.75 mL

PRE-MEDICATIONS
Lidocaine - 1.5mg/kg
Concentration: 100mg/5mL (20mg/mL)
Atropine

Adults with Bradycardia: 0.5 mg (5 mL) IV/IO

Concentration: 1mg/10mL (0.1mg/mL)

INDUCTION/SEDATION
Midazolam

5 - 10 mg IV/IO

Concentration: 10mg/10mL (1mg/mL)

PARALYSIS
Rocuronium - 1mg/kg
Concentration: 100mg/10mL (10mg/mL)

40

50

60

70

80

90

100

110

120

130

4 mL

5 mL

6 mL

7 mL

8 mL

9 mL

10 mL

11 mL

12 mL

13 mL

MAINTENANCE
Rocuronium - 0.5mg/kg
Concentration: 100mg/10mL (10mg/mL)

20 mg

25 mg

30 mg

35 mg

40 mg

45 mg

50 mg

55 mg

60 mg

65 mg

2 mL

2.5 mL

3 mL

3.5 mL

4 mL

4.5 mL

5 mL

5.5 mL

6 mL

6.5 mL

Midazolam
Concentration: 10mg/10mL (1mg/mL)
Morphine

2 - 5 mg IV/IO
2 - 5 mg IV/IO

Concentration: 10mg/mL
Fentanyl
Concentration: 100mcg/2mL (50mcg/mL)
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PEDIATRIC RSI DRUG ADMINISTRATION
GRAY

Color Zone
Approximate Weight: kgs
lbs.
Approximate Age

PINK

RED

PURPLE

YELLOW

WHITE

BLUE

ORANGE

GREEN

3

4

5

6-7

8-9

10 - 11

12 - 14

15 - 18

19-23

24 - 29

30 - 36

6.6

8.8

11

13.2-15.4

17.6-19.8

22-24.2

26.4-30.8

33-39.6

41.8-48.4

52.8-61.6

66-79.2

Newborn

Newborn

2 mos.

4 mos.

8 mos.

1 yr.

2 yr.

4 yr.

5-6 yrs.

7-8 yrs.

9-10 yrs.

PRE- MEDICATIONS
Lidocaine – 1mg/kg
Concentration: 100mg/5mL (20mg/mL)
Atropine – 0.02mg/kg
Concentration: 1mg/10mL (0.1mg/mL)

3 mg

4 mg

5 mg

6.5 mg

8.5 mg

10.5 mg

13 mg

16 mg

21 mg

26 mg

33 mg

0.15mL

0.2 mL

0.25 mL

0.3 mL

0.4 mL

0.5 mL

0.65 mL

0.8 mL

1.05 mL

1.3 mL

1.65 mL

0.06 mg

0.08 mg

0.1 mg

0.13 mg

0.17 mg

0.21 mg

0.26 mg

0.32 mg

0.42 mg

0.5 mg

0.5 mg

0.6 mL

0.8 mL

1 mL

1.3 mL

1.7 mL

2.1 mL

2.6 mL

3.2 mL

4.3 mL

5 mL

5 mL

INDUCTION/SEDATION
Midazolam – 0.3mg/kg
Concentration: 10mg/10mL (1mg/mL)

0.9 mg

1.2 mg

1.5 mg

1.95 mg

2.55 mg

3.15 mg

3.9 mg

4.8 mg

6.3 mg

7.8 mg

9.9 mg

0.9 mL

1.2 mL

1.5 mL

1.95 mL

2.55 mL

3.15 mL

3.9 mL

4.8 mL

6.3 mL

7.8 mL

9.9 mL

PARALYSIS
Rocuronium – 1mg/kg
Concentration: 100mg/10mL (10mg/mL)

3 mg

4 mg

5 mg

6.5 mg

8.5 mg

10.5 mg

13 mg

16 mg

21 mg

26 mg

33 mg

0.3 mL

0.4

0.5 mL

0.65 mL

0.85 mL

1.05 mL

1.3 mL

1.6 mL

2.1 mL

2.6 mL

3.3 mL

MAINTENANCE
Rocuronium – 0.5mg/kg
Concentration: 100mg/10mL (10mg/mL)
Midazolam – 0.3mg/kg
Concentration: 10mg/10mL (1mg/mL)
Morphine - 0.1mg/kg
Concentration: 10mg/1mL
Fentanyl – 1-2mcg/kg
Concentration: 100mcg/2mL (50mcg/mL)

1.5 mg

2 mg

2.5 mg

3.25 mg

4.25 mg

5.25 mg

6.5 mg

8 mg

10.5 mg

13 mg

16.5 mg

0.15 mL

0.2 mL

0.25 mL

0.3 mL

0.4 mL

0.5 mL

0.65 mL

0.8 mL

1.05 mL

1.3 mL

1.65 mL

0.9 mg

1.2 mg

1.5 mg

1.95 mg

2.55 mg

3.15 mg

3.9 mg

4.8 mg

6.3 mg

7.8 mg

9.9 mg

0.9 mL

1.2 mL

1.5 mL

1.95 mL

2.55 mL

3.15 mL

3.9 mL

4.8 mL

6.3 mL

7.8 mL

9.9 mL

0.3 mg

0.4 mg

0.5 mg

0.65 mg

0.85 mg

1.05 mg

1.3 mg

1.6 mg

2.1 mg

2.6 mg

3.3 mg

0.03 mL

0.04 mL

0.05 mL

0.065 mL

0.085 mL

0.105 mL

0.13 mL

0.16 mL

0.21 mL

0.26 mL

0.33 mL

6 mcg

8 mcg

10 mcg

13 mcg

17 mcg

21 mcg

26 mcg

32 mcg

42 mcg

52 mcg

66 mcg

0.12 mL

0.16 mL

0.2 mL

0.26 mL

0.34 mL

0.42 mL

0.52 mL

0.64 mL

0.84 mL

1.04 mL

1.32 mL
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PEDIATRIC VITALS & EQUIPMENT GUIDE
GRAY

Color Zone
Approximate Weight: kgs
lbs.
Approximate Age

PINK

RED

PURPLE

YELLOW

WHITE

BLUE

ORANGE

GREEN

3

4

5

6-7

8-9

10 - 11

12 - 14

15 - 18

19 - 23

24 - 29

30 - 36

6.6

8.8

11

13.2-15.4

17.6-19.8

22-24.2

26.4-30.8

33-39.6

41.8-48.4

52.8-61.6

66-79.2

Newborn

Newborn

2 mos.

4 mos.

8 mos.

1 yr.

2 yr.

4 yr.

5-6 yrs.

7-8 yrs.

9-10 yrs.

Vital Signs
Heart Rate

100-160

100-160

100-160

100-160

100-160

90-150

90-150

80-140

70-120

70-120

70-120

Respiratory Rate

30-60

30-60

30-60

30-60

30-60

24-40

24-40

22-34

18-30

18-30

18-30

Minimum Systolic BP

40

40

50

60

60

70

70

80

80

80

90

Equipment
ET Tube (uncuffed/*cuff >1 y/o)

3.0/ *

3.0/*

3.5/*

3.5/*

3.5/*

4.0/3.5

4.5/4.0

5.0/4.5

5.5/5.0

6.0/5.5

6.5/6.0

ET Tube Insertion Depth (cm)

9-9.5

9.5-10

10-10.5

10.5-11

10.5-11

11-12

13.5

14.15

16.5

17-18

18.5-19.5

Laryngoscope Blade (size)

1 Straight

1 Straight

1 Straight

1 Straight

1 Straight

1 Straight

2 Straight

2 Straight

2 Straight
or
Curved

2 Straight
or Curved

3 Straight
or
Curved

Suction Catheter (Fr.)

6

6

6

8

8

10

10

10

10

10

10+12

NG Tube (Fr.

5

5

5

5-8

8

8-10

10

10

12

14

14

IV Catheter (ga)

22-24

22-24

22-24

22-24

22-24

20-24

18-22

18-22

18-20

18-20

16-20

IO (ga)

EZ-IO PD

EZ-IO PD

EZ-IO PD

EZ-IO PD

EZ-IO PD

EZ-IO PD

EZ-IO PD

EZ-IO PD

EZ-IO PD

EZ-IO PD

EZ-IO PD

DEFIBRILLATION
Defibrillation - First Shock (2 J/kg)

6J

8J

10 J

13 J

17 J

20 J

26 J

33 J

40 J

53 J

66 J

Defibrillation - Second (4 J/kg)

12 J

16 J

20 J

26 J

34 J

40 J

52 J

66 J

80 J

106 J

132 J

Cardioversion - First Shock (1 J/kg)

3J

4J

5J

7J

9J

10 J

13 J

17 J

20 J

27 J

33 J

Cardioversion - Second (2 J/kg)

6J

8J

10 J

13 J

17 J

20 J

26 J

33 J

40 J

53 J

66 J
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PEDIATRIC COLOR CODED DRUG LIST
PINK

RED

PURPLE

YELLOW

WHITE

BLUE

ORANGE

GREEN

3

GRAY
4

5

6-7

8-9

10 - 11

12 - 14

15 - 18

19-23

24 - 29

30 - 36

6.6

8.8

11

13.2-15.4

17.6-19.8

22-24.2

26.4-30.8

33-39.6

41.8-48.4

52.8-61.6

66-79.2

Newborn

Newborn

2 mos.

4 mos.

8 mos.

1 yr.

2 yr.

4 yr.

5-6 yrs.

7-8 yrs.

9-10 yrs.

Color Zone
Approximate Weight: kgs
lbs.
Approximate Age

CARDIAC MEDICATIONS
Amiodarone (VF/Pulseless VT) - 5mg/kg

15 mg

20 mg

25 mg

32 mg

42 mg

52 mg

65 mg

80 mg

105 mg

130 mg

165 mg

Concentration: 150mg/3mL (50mg/mL)

0.3 mL

0.4 mL

0.5 mL

0.6 mL

0.8 mL

1 mL

1.3 mL

1.6 mL

2.1 mL

2.6 mL

3.3 mL

Amiodarone (2nd Dose/VT w/pulses) - 2.5mg/kg

7.5 mg

10 mg

12.5 mg

16 mg

21 mg

26 mg

32.5 mg

40 mg

52.5 mg

65 mg

82.5 mg

Concentration: 150mg/3mL (50mg/mL)

0.15 mL

0.2 mL

0.25 mL

0.3 mL

0.4 mL

0.5 mL

0.6 mL

0.8 mL

1 mL

1.3 mL

1.6 mL

Atropine - 0.02mg/kg

0.06 mg

0.08 mg

0.1 mg

0.13 mg

0.17 mg

0.21 mg

0.26 mg

0.33 mg

0.42 mg

0.5 mg

0.5 mg

Concentration: 1mg/10mL (0.1mg/mL)

0.6 mL

0.8 mL

1 mL

1.3 mL

1.7 mL

2.1 mL

2.6 mL

3.3 mL

4.2 mL

5 mL

5 mL

Epinephrine 1:10,000 - 0.01mg/kg

0.03 mg

0.04 mg

0.05 mg

0.065 mg

0.085 mg

0.1 mg

0.13 mg

0.17 mg

0.21 mg

0.27 mg

0.33 mg

Concentration: 1mg/10mL (0.1mg/mL)

0.3 mL

0.4 mL

0.5 mL

0.65 mL

0.85 mL

1 mL

1.3 mL

1.7 mL

2.1 mL

2.7 mL

3.3 mL

Lidocaine - 1mg/kg

3 mg

4 mg

5 mg

6.5 mg

8.5 mg

10 mg

13 mg

17 mg

20 mg

27 mg

33 mg

Concentration: 100mg/5mL (20mg/mL)

0.1 mL

.0.2 mL

0.2 mL

0.2 mL

0.4 mL

0.5 mL

0.6 mL

0.8 mL

1 mL

1.3 mL

1.6 mL

Magnesium Sulfate – 50mg/kg

150 mg

200 mg

250 mg

325 mg

425 mg

525 mg

650 mg

820 mg

1050 mg

1325 mg

1650 mg

Concentration: 5 gm/10mL (0.5gm/mL)

0.3 mL

0.4 mL

0.5 mL

0.6 mL

0.8 mL

1 mL

1.3 mL

1.6 mL

2.6 mL

2.65 mL

3.3 mL

MEDICATIONS
Adenosine (1st Dose) - 0.1 mg/kg

0.3 mg

0.4 mg

0.5 mg

0.65 mg

0.85 mg

1 mg

1.3 mg

1.7 mg

2.1 mg

2.7 mg

3.3 mg

Concentration: 6 mg/2mL (3mg/mL)

0.1 mL

0.1 mL

0.1 mL

0.2 mL

0.2 mL

0.3 mL

0.4 mL

0.5 mL

0.7 mL

0.9 mL

1.1 mL

Adenosine (2nd/3rd Dose) - 0.2mg/kg

0.6 mg

0.8 mg

1 mg

1.3 mg

1.7 mg

2.1 mg

2.6 mg

3.3 mg

4.2 mg

5.4 mg

6.6 mg

Concentration: 12 mg/4mL (3mg/mL)

0.2 mL

0.2 mL

0.3 mL

0.4 mL

0.5 mL

0.7 mL

0.8 mL

1.1 mL

1.4 mL

1.8 mL

2.2 mL

Calcium Gluconate - 2 mL

20 mg

20 mg

20 mg

20 mg

20 mg

20 mg

20 mg

20 mg

20 mg

20 mg

20 mg

Concentration: 100mg/10mL (10mg/mL)

2 mL

2 mL

2 mL

2 mL

2 mL

2 mL

2 mL

2 mL

2 mL

2 mL

2 mL

1.8 mg

2.4 mg

3 mg

3.9 mg

5.1 mg

6.3 mg

7.8 mg

9.6 mg

10 mg

10 mg

10 mg

Concentration: 10mg/1mL

0.2 mL

0.2 mL

0.3 mL

0.4 mL

0.5 mL

0.6 mL

0.7 mL

0.9 mL

1 mL

1 mL

1 mL

Dextrose 12.5% - 0.25 gm/kg (2mL/kg)

1.5 gm

2 gm

Concentration: 6.25 gm/50mL (0.125 gm/mL)

12 mL

16 mL

Dextrose 25% - 0.5 gm/kg (2mL/kg)

2.5 gm

3.25 gm

4.25 gm

5.25 gm

6.5 gm

8.25 gm

10.5 gm

13 gm

16.5

Concentration: 12.5 gm/50mL (0.25 gm/mL)

10 mL

13 mL

17 mL

21 mL

26 mL

32 mL

42 mL

52 mL

66 mL

Dexamethasone - 0.6mg/kg
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PEDIATRIC COLOR CODED DRUG LIST Cont.
Diphenhydramine - 1mg/kg

3 mg

4 mg

5 mg

6.5 mg

8.5 mg

10.5 mg

13 mg

16 mg

21 mg

26 mg

33 mg

Concentration: 50 mg/1mL

0.06 mL

0.08 mL

0.1 mL

0.13 mL

0.17 mL

0.2 mL

0.26 mL

0.32 mL

0.42 mL

0.52 mL

0.66 mL

6 mcg

8 mcg

10 mcg

13 mcg

17 mcg

21 mcg

26 mcg

32 mcg

42 mcg

52 mcg

66 mcg

0.12 mL

0.16 mL

0.2 mL

0.26 mL

0.34 mL

0.42 mL

0.52 mL

0.64 mL

0.84 mL

1.04 mL

1.32 mL

Fentanyl - 1-2mcg/kg
Concentration: 100 mcg/2mL (50mcg/mL)
Furosemide - 1mg/kg

3 mg

4 mg

5 mg

6.5 mg

8.5 mg

10.5 mg

13 mg

16 mg

21 mg

26 mg

33 mg

Concentration: 40mg/4mL (10mg/mL)

0.3 mL

0.4 mL

0.5 mL

0.65 mL

0.85 mL

1.05 mL

1.3 mL

1.6 mL

2.1 mL

2.6 mL

3.3 mL

Midazolam (seizure/restraint) - 0.1mg/kg

0.3 mg

0.4 mg

0.5 mg

0.65 mg

0.85 mg

1.05 mg

1.3 mg

1.6 mg

2.1 mg

2.6 mg

3.3 mg

Concentration: 10mg/10mL (1mg/mL)

0.3 mL

0.4 mL

0.5 mL

0.65 mL

0.85 mL

1.05 mL

1.3 mL

1.6 mL

2.1 mL

2.6 mL

3.3 mL

Morphine - 0.1mg/kg

0.3 mg

0.4 mg

0.5 mg

0.65 mg

0.85 mg

1.05 mg

1.3 mg

1.6 mg

2.1 mg

2.6 mg

3.3 mg

Concentration: 10mg/1mL

0.03 mL

0.04 mL

0.05 mL

0.065 mL

0.085 mL

0.105 mL

0.13 mL

0.16 mL

0.21 mL

0.26 mL

0.33 mL

Naloxone - 0.1mg/kg

0.3 mg

0.4 mg

0.5 mg

0.65 mg

0.85 mg

1.05 mg

1.3 mg

1.6 mg

2 mg

2 mg

2 mg

Concentration: 2mg/2mL (1mg/mL)

0.3 mL

0.4 mL

0.5 mL

0.65 mL

0.85 mL

1.05 mL

1.3 mL

1.6 mL

2 mL

2 mL

2 mL

Sodium Bicarbonate - 1mEq/kg

3 mg

4 mg

5mg

6.5 mg

8.5 mg

10.5 mg

13 mg

16 mg

21 mg

26 mg

33 mg

Concentration: 50mEg/50mL (1mEq/mL)

3 mL

4 mL

5 mL

6.5 mL

8.5 mL

10.5 mL

13 mL

16 mL

21 mL

26 mL

33 mL

210 mL

260 mL

320 mL

420 mL

520 mL

660 mL

FLUID BOLUS
Normal Saline – 10mL/kg (infant)

30 mL

40 mL

50 mL

65 mL

Normal Saline – 20mL/kg (child)

85 mL

*The pediatric resuscitation tape (Broselow™) shall be used to determine, document and report the approximate weight in kilograms and the corresponding color zone.
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