
Summary of Protocol Changes 
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Protocols 

1. Behavioral, returned with Ketamine being added and Geodon being removed 

2. Cardiac Arrhythmia  

3. Diabetic Glucose Abnormality 

4. Pain Control, Ketamine added 

5. Pediatric Breathing problems, added nebulized epinephrine for croup 

6. Sepsis, Shock, Trauma Added Epi Drip 

7. Stroke extended Stroke notification window to 24 hours. Added requested information 

Procedures 

8. Alert Activation, new procedure for information 

9. Mechanical Ventilation 

10. Medication Infusions, Added Ketamine and Mag Sulfate 

Formulary 

11. Epinephrine, added indications 

12. Dopamine removed 

13. Ketamine, Revised for pain control 
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Alert Activation                                      
 
When activating an Alert status at a receiving facility ensure that the following items are addressed and transport emergent as 
appropriate. 
 
 
MI/Cardiac Alert: 
 

1) Assess patient using OPQRST acronym 
2) Administer 324mg ASA unless contraindications exist 
3) Complete ALS Interventions 
4) Administer NTG if appropriate 
5) Obtain 12 lead EKG 
6) Transmit EKG 
7) Activate MI Alert to receiving facility via radio ensuring to include the following: 

a) Patient presentation 
b) Vital Signs 
c) 12 Lead EKG findings 
d) Medication administered 

 
  
Sepsis Alert: 

1. Obtain Risk Factors, History and SIRS Criteria for Sepsis 
2. Obtain temperature 
3. Initiate IV Access 
4. Administer a 250-500ml fluid bolus of an electrolyte balanced solution 
5. Activate Sepsis Alert to receiving facility via radio ensuring to include the following: 

a) Vitals including temperature 
b) Alert criteria findings (Risk Factors, History and SIRS Criteria) 
c) Amount of fluid administered 
d) Response to treatments 

6. For hypotension refractory to fluid bolus initiate an EPINEPHRINE drip (see formulary). 
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Stroke Alert: 

1. Conduct MEND Exam 
2. Maintain 10 minute scene time 
3. Gather lists of medications 
4. Obtain last time seen normal time <24 hours 
5. Obtain name and number of someone coming to the ED with the patient 
6. Ascertain code / DNR status and if any surgery in the past 30 days 
7. Complete ALS interventions enroute if possible 
8. Obtain blood Glucose level 
9. Obtain lab draw tubes if possible 
10. Activate Stroke Alert to receiving facility via radio ensuring to include 

a) Vital Signs 
b) Time last seen normal 
c) Use of any of the following blood thinning medications / anticoagulants and last dose taken time 

i) Pradaxa (Dabigatran) 
ii) Coumadin (Warfarin) 
iii) Eliquis (Apixaban) 
iv) Effient (Presugrel) 
v) Brliinta (Ticagrelor) 
vi) Xarelto (Rivaroxaban) 

d) Physical findings from MEND Exam 
 

 
Trauma Alert: 

1. Maintain 10 minute scene time 
2. Conduct primary and Secondary assessment Determine if pt is taking any anticoagulants 
3. Complete ALS interventions enroute to the destination 
4. Consider TXA administration if meets formulary requirements 
5. Activate Alert to receiving facility including the following: 

a) Triage color 
b) Trauma Alert Box or Section 
c) Vitals signs 
d) Mechanism of injury 
e) Physical findings 

 
 



BEHAVIORAL EMERGENCIES 

1. Follow initial patient care protocol 

2. If there is evidence of immediate danger, protect yourself and others by summoning law 

enforcement to help ensure safety 

BASIC CARE GUIDELINES 

a) Consider medical or traumatic causes of behavior problems 

b) Attempt to de-escalate by calming agitated patient.  

c) Assess for metabolic stress (sweating, hot skin, tachycardia, tremors) 

ADVANCED CARE GUIDELINES 

a) For severe anxiety or threat of safety to patient or crew, administer  
MIDAZOLAM 5mg intranasal, IV, IO, or IM, repeat as needed.  

b) For uncontrollable Excited Delirium which will present as flushed, diaphoretic and hot to 
the touch and require medication if the patient is a risk to themselves or others,  

i. Collaborate with law enforcement to rapidly physically restrain patient to 
make EMS approach safe. 

ii. Consider administering KETAMINE IM in the lateral thigh through 
clothing if needed. 

1. 200 mg IM Injection 50-69kg (110-150lbs) 

2. 300 mg IM Injection 70-89kg (151-199lbs) 

3. 400 mg 90kg (200lbs) or greater  

4. May repeat 100mg IM every 5 minutes if needed up to a total of 

500mg 

iii. When safe, Establish IV access and apply a cardiac monitor. 

iv. Administer one amp of SODIUM BICARBONATE IV/IO 
v. Apply ice packs to groin and axilla to cool patient body temperature. 

 

Obtain a RASS Score before and every 5 minutes and document it in the patient care report 

after each administration of Ketamine. 

RASS Scale (Richmond Agitation Sedation Scale) 

+4 Combative -1 Drowsy 

+3 Very Agitated -2 Light Sedation 

+2 Agitated -3 Moderate Sedation 

+1 Restless -4 Deep Sedation 

 0 Alert and Calm -5 Unresponsive / Unarousable 

 

 

 

 

 



After Ketamine administration: 

 Administer OXYGEN by nasal cannula and maintain an SPO2 of > 94% 

 Continuously monitor ETCO2 as soon as safe and possible 

 Prepare for airway maintenance as needed 

 Acquire and record vital signs including heart rate, respiratory rate and pulse 

every 5 minutes  

 If laryngospasm present after ketamine administration assist ventilations with a 

Bag Valve Mask 

 Manage airway as appropriate per airway procedure 

 Obtain a blood glucose level and treat as appropriate 



 

 

CARDIAC ARRHYTHMIAS 
 

1. Follow initial patient care protocol 

If No Pulse 

BASIC CARE GUIDELINES 

a) Perform high quality CPR immediately, apply AED and follow device prompts 

b) Compression-only CPR is appropriate if unable to support airway while applying and 

using AED 

c) May place appropriate airway if unable to adequately ventilate patient noninvasively, if 

does not interrupt compressions, or after return of spontaneous circulation 

d) May apply mechanical compression device (if available) after ensuring high quality 

compressions and application of AED. Emphasis on minimizing interruption of 

compressions. 

e) Evaluate the need for NALOXONE (Narcan) 2-4 mg Intranasal. If no response may repeat 
in 3 minutes 

ADVANCED CARE GUIDELINES 

f) Perform high quality CPR immediately, apply monitor and check rhythm   as soon as 

possible 

g) Administer 2-4 mg NALOXONE (Narcan) 2mg IV, IO or Nasal 

VENTRICULAR FIBRILLATION OR VENTRICULAR TACHYCARDIA 

h) Defibrillate at manufacturer’s specification (Procedure), immediately resume CPR for 

two minutes 

i) Evaluate and treat for underlying causes  

j) Administer EPINEPHRINE 1:10,000 concentration 1 mg IV or IO every 3-5 minutes 

Consider AMIODARONE for refractory pulseless V-Tach or V-Fib 300 mg IV or IO, repeat 

at 150 mg in 5 minutes for QT narrower than 460ms in duration 

TORSADES DE POINTES 

k) Consider MAGNESIUM SULFATE for Torsades de Pointes 1-2 g IV or IO, delivered over 5-

20 minutes 

ASYSTOLE/PEA 

l) Organize therapies such as rhythm and pulse checks, IV/IO access, medication 

administration and airway management around two minute cycles of CPR 

m) Evaluate for treatable causes (H’s and T’s) 

n) Administer EPINEPHRINE 1:10,000 concentration 1 mg IV/IO as soon as asystole or PEA 

is identified. Repeat every 3-5 minutes 



 

 

CARDIAC ARRHYTHMIAS CONTINUED 
 

Cardiac Arrhythmias With Pulse 

BASIC CARE GUIDELINES 

a) Follow- Chest Pain protocol 

b) Assess and treat underlying causes 

ADVANCED CARE GUIDELINES 

BRADYCARDIA 

c) If symptomatic, administer ATROPINE 1 mg IV or IO every 3-5 minutes as needed to 

maximum dose of 3.0 mg 

d) Initiate transcutaneous pacing (Procedure) if blood pressure less than 90 systolic, 

atropine unsuccessful or atropine administration not immediately available. 

OR 

e) Consider administering EPINEPHRINE infusion 2-10 mcg/min IV/IO 

 

TACHYCARDIA (Symptomatic-Rates greater than 150) 

f) If patient unstable: 

Perform synchronized cardioversion (consider sedation) 

 

g) If patient stable with wide QRS:  

If regular and monomorphic, consider administration of ADENOSINE 6 mg IV, may be 

repeated at 12 mg after two minutes 

OR 

Consider administration of AMIODARONE 150 mg over 10 minutes IV or IO for QT 

narrower than 460ms in duration 

Refractory wide complex tachycardia requires synchronized cardioversion 

h) If patient is stable with narrow QRS 

Perform vagal maneuvers 

OR 

Consider administration of ADENOSINE 6 mg IV, may be repeated at 12 mg after two 

minutes 

Refractory wide complex tachycardia requires synchronized cardioversion 

 



DIABETIC GLUCOSE ABNORMALITY HYPO/HYPERGLYCEMIA 
 

1. Follow initial patient care protocol 

BASIC CARE GUIDELINES 

a) Obtain blood glucose  

b) If conscious & able to swallow, administer GLUCOSE 15 gm between cheek and gum 

 

ADVANCED CARE GUIDELINES 

a) Establish IV access with flowing IV. 
b) Monitor EKG and treat dysrhythmias following the appropriate protocol(s). 
c) Obtain a 12 lead EKG  
d) Determine last meal and medication schedule 

 
Hypoglycemia (less than 60 mg/dL.)   

a) Administer DEXTROSE (12.5 - 25gm of 50% solution) slow IV/IO push or D10 100ml and 
repeat as needed.  

b) If unable to obtain IV access give GLUCAGON 1 mg IM. 
c) Evaluate the need for airway management 

 

Hyperglycemia Greater than (325mg/dL) 

a) If signs of dehydration are present Administer 20 ml/kg, up to 500ml, ELECTROLYTE 

BALANCED SOLUTION. Repeat as needed to maintain a systolic pressure of 90 mmHg. 

b) Reassess blood glucose Repeat step d) if needed 



Epinephrine 1:1,000 

Trade Name(s) Adrenaline. “Epi” 

Class Sympathomimetic, Natural catecholamine 

Mechanism of 
Action 

1. Bronchodilation 
2. Increases heart rate, contractility, AV conduction, and myocardial irritability. 
3. Increases blood pressure in anaphylaxis through peripheral vasoconstriction 

Indications 1. Bronchial asthma or Anaphylaxis 
2. Exacerbation of some forms of COPD 
3. Bradycardia (Epi Drip).(Pediatric and Adult) 
4. Hypotension refractory to fluid bolus 

Contraindications 1. Patients with underlying cardiac disease 
2. Hypertension or tachydysrhythmias 
3. Pregnancy 

Precautions 1. Should be protected from light 
2. Constantly monitor vital signs and EKG. 

Side Effects 1. Palpitations 
2. Anxiousness 
3. Headache 
4. Ventricular irritability, PVC's 

Interactions None 

Dosage 1. 0.3 mg IM; may repeat in 15-20 min if no relief. 
2.  drip 1mg 1:1,000 added to 1000ml Electrolyte Balanced Solution attached to a microdrip tubing set administered IV piggyback at a rate of 
60drops (1ml) per minute into a fast running IV of and Electrolyte Balanced Solution. Drip rate may be increased 30 drops per minute every five 
minutes with reassessment up to 120 drops. May titrate to maintain a systolic BP of 90mmHg 

Pediatric Dose 1. Anaphylaxis- 0.01 mg/kg IM not to exceed 0.3 mg  
2. Croup- 3mg / 3ml nebulized one time 

Preparation 
 

1. Vials: 1 mg/ml 
 2. Epi Drip- 1mg Epinephrine 1:1,000 added to 1,000ml Electrolyte Balanced Solution attached  

Special Notes 1. Never used in presence of pulmonary edema 
2. Store in dark; discard if drug discolored or precipitate occurs 
3. Has both alpha and beta properties  
4. Administer slowly 
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Ketamine Behavioral 

Trade Name(s) Ketamine 

Class Anesthetic CIII 

Mechanism of 

Action 

NMDA (N-methyl-D-aspartic acid) receptor antagonist. 

Dissociative anesthetic 

30 second onset time. Duration of 45 minutes with a 10-15 minute half life 

Indications Extreme agitation and combativeness caused by excited delirium where the paramedic determines that the patient is a 

danger to themselves or others 

Contraindications Hypertensive patients or those whom would have an adverse reaction to hypertension.  

Not for use in the acutely intoxicated patient or the chronic alcoholic.  

Acute globe (eye) injury. 

Documented or suspected Schizophrenia,  

CNS Abnormalities. 

Thyroid disorders.  

Pregnancy 

Precautions Maintain vigilance in monitoring of airway patency. Slow push over 60 seconds.  

Monitor for laryngospasm post administration. 

Side Effects Hypertension                                      Fasiculations                       Respiratory Depression 

Tachycardia                                        Increased Salivation           Apnea 

Arrhythmia                                          Laryngospasm 

Interactions Barbiturates or narcotics use may extend recovery time 

Dosage 200mg 50-69kg (110-150lbs), 300mg 70-89kg(151-199lbs), 400mg 90+kg (200lbs). IM in adult patients.                     

May be repeated 100mg every 5 minutes if needed up to a total dose administration of 500mg 

Pediatric Dose Nijsgfil  Not to be used in pediatric patients under 10 years of age. 

Preparation 500mg / 5 ml vial 

Special Notes Not for use in patients under 50kg (110lbs). To be administered in the lateral thigh. 
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Ketamine Pain 

Trade Name(s) Ketamine 

Class Anesthetic CIII 

Mechanism of 

Action 

NMDA (N-methyl-D-aspartic acid) receptor antagonist. 

Dissociative anesthetic 

30 second onset time. Duration of 45 minutes with a 10-15 minute half life 

Indications Pain not relieved by 2 doses of Fentanyl or Morphine 

Contraindications Hypertensive patients or those whom would have an adverse reaction to hypertension.  

Not for use in the acutely intoxicated patient or the chronic alcoholic.  

Acute globe injury. 

Documented or suspected Schizophrenia,  

CNS Abnormalities. 

Thyroid disorders or Pregnancy 

Precautions Maintain vigilance in monitoring of airway patency.  

Side Effects Hypertension                                       Fasiculations  

Tachycardia                                        Increased Salivation 

Arrhythmia                                          Laryngospasm 

Respiratory depression                       Apnea.  

Interactions Barbiturates or narcotics use may extend recovery time 

Dosage 150mg (1.5ml) in 250ml Normal Saline bag infused through a microdrip set (60gtt) infused at 60 gtts per minute. 

May be increased to 90 gtts per minute after five minutes if pain persists. 

Interfacility transports with a KETAMINE drip must be maintained on an IV pump 

Pediatric Dose Nijsgfil  Not for use in patients under 50kg (110lbs). Unless directed by Medical Control 

Preparation 500mg / 5 ml vial 

Special Notes Not for use in patients under 50kg (110lbs). 
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Mechanical Ventilation (Adult Only) 
Purpose:   To provide guidelines and troubleshooting for the management of patients with mechanical ventilators 
 
Indications:   Any patient who requires mechanical ventilation during transport. 
 

For Field Initiation 
 

1. Assemble and attach the ventilator circuit including all filters and pressure lines as appropriate. 
2. Turn on the ventilator and perform a circuit test to ensure integrity and check for leaks. 
3. Select Assist Control Volume mode of ventilation 
4. Set Tidal volume based on the ideal body weight chart at 6ml/kg of ideal body weight and adjust based on ETCO2 to maintain 

35-45mmHg with adequate waveform. 
5. Set respiratory rate to 12 and adjust based on ETCO2 to maintain 35-45mmHg with adequate waveform. 
6. Set FIO2 to 60% and adjust as needed in 10% increments to maintain SPO2 above 90%. 
7. Set PEEP at 5 cmH2O 
8. Set alarms as appropriate for settings. 
9. Start machine to delivery therapy 
10. Attach ventilator to patient. 
11. Document settings with each patient movement or change in condition with a minimum of two sets. 

In the event of equipment failure or patient inability to oxygenate with mechanical ventilation, discontinue use of ventilator and 
initiate Positive pressure ventilation with a BVM and contact medical control at the receiving facility. 
 

For continuation during Intrafacility Transport 
Prior to Transport: 

1. Written orders must accompany patient and should be  
reviewed and understood prior to transport. 

2. Orders must be specific as to the following: 

 Ventilator mode 

 Ventilator settings 
i. PEEP 

ii. FiO2 



 

Scott County Procedures 2022 

iii. Tidal Volume 
iv. I : E ratio 
v. Inspiratory pressure level 

vi. Rate 

 If the patient is under sedation, document agents used, the doses given and orders for further sedation. 

 Document the last set of vital signs prior to transport. 
 

3. Patient Assessment: 

 Size and position of ETT (cm mark at teeth or nares) or Trach size 

 Character and equality of breath sounds 

 Equality / Inequality of chest excursions 

 Presence of any subcutaneous emphysema 

 Note any signs of increased work of breathing: accessory muscle use, retractions, etc. 

 Vital Signs, including pulse oximetry and ETCO2 values. 

 Explain procedures and reassure patient or family.  Provide for an alternate method of communication such as written 
notes if possible. 

 Make sure you have a BVM with oxygen reservoir and tubing at the bedside when transferring patient to portable 
ventilator. 

 
Patient Transport: 

1. ETCO2 monitoring, Pulse Oximetry, and cardiac rhythm will be continuously monitored during any ventilated patient 
transports. 

2. Once portable ventilator settings are correct according to written physician orders, place patient on transport ventilator.  
Monitor vital signs and patient condition for a few minutes prior to leaving the facility to ensure patient will tolerate the new 
ventilator and settings and adjust as appropriate.  In the event the patient condition deteriorates, consult medical staff at 
originating facility for assistance. 

3. Transfer patient to cot while taking care to place the patient in the same position in which they were found or in which they 
are most comfortable. 

4. Written physician orders must provide parameters for maintaining and adjusting portable ventilator settings. 
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5. If the transport ventilator should malfunction during transport and the situation cannot be corrected, the provider should 
disconnect the use of the ventilator and immediately initiate manual ventilation via BVM.  Notify Medical Control of the 
situation as soon as possible. Once problem is resolved continue ventilation. 

6. Frequently reassess ETT placement and breath sounds.  Reassess after each patient movement or change in position. 
7. If any changes occur in cardiac, pulmonary, or neurologic status, refer to the appropriate protocol and contact Medical 

Control. 
8. If patient is under paralysis ensure that transferring physician writes specific orders for further muscle relaxation and 

sedation medication.   
 
In the event of equipment failure or patient inability to oxygenate with mechanical CPAP, discontinue use of ventilator and initiate 
Positive pressure ventilation with a BVM and contact medical control from the sending facility for an intrafacility transport. 
 
Ideal Body weight chart for tidal volume based on body frame size @6ml/kg 

Height Men in kg Men Tidal Volume Women in kg Women Tidal Volume 

5’0” 50 kg 300 ml 45 kg 270 ml 

5’1” 52 kg 312 ml 47 kg 282 ml 

5’2” 55 kg 330 ml 49 kg 294 ml 

5’3” 57 kg 342 ml 52 kg 312 ml 

5’4” 60 kg 360 ml 55 kg 330 ml 

5’5” 62 kg 372 ml 56 kg 336 ml 

5’6” 64 kg 384 ml 59 kg 354 ml 

5’7” 66 kg 396 ml 61 kg 366 ml 

5’8” 69 kg 414 ml 64 kg 384 ml 

5’9” 71 kg 426 ml 66 kg 396 ml 

5’10” 73 kg 438 ml 68 kg 408 ml 

5’11” 75 kg 450 ml 70 kg 420 ml 

6’0” 78 kg 468 ml 73 kg 438 ml 

6’1” 80 kg 480 ml 75 kg 450 ml 

6’2” 83 kg 498 ml 77 kg 462 ml 

6’3” 85 kg 510 ml 80 kg 480 ml 

6’4” 87 kg 522 ml 82 kg 492 ml 
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MEDICATION INFUSIONS 
PURPOSE:  To properly administer drug therapy in the out of hospital setting 
PRECAUTIONS: 

1. Ensure patency of IV line 
2. Assure proper drug concentrations 
3. Use only microdrip tubing (60 drop/mL) to assure accurate delivery of medication 
4. Piggyback all medication infusions into main IV line 
5. Meticulous attention to the drip rate is required; check vital signs every 5 minutes 

 
 

KETAMINE 

      1.    Add 150mg of Ketamine to a 250ml bag of Normal Saline attached to a micro drip IV set 

       2.    Adult drip rate at 60 micro drops per minute. May be increased to 90 drops per minute after 5 minutes if pain persists.  

3.  ETCO2 and SPO2 must be monitored at all times 

  

EPINEPHRINE  
       1.   Add 1 mg Epinephrine 1:1,000 to a 1,000 mL bag of Normal Saline attached to a micro drip IV set 

2. Medication label must be applied to the 1,000 mL NS bag immediately after Epinephrine is added to IV solution. 
3. Adult drip rate at 60 micro drops per minute. 

 

MAGNESIUM SULFATE 
1. 4 gram in 100ml pre mixed infusion bag 

2. For Pregnancy Induced Hypertension 4 grams in 100ml piggyback drip over 20 minutes 

3. For Active Seizure During Pregnancy 4 grams in 100ml piggyback drip over 10 minutes 

 
 



 

 

PAIN CONTROL  
 

1. Follow initial patient care protocol 

BASIC CARE GUIDELINES 

a) First, attempt to manage all painful conditions: 
 Splint extremity injuries 
 Place the patient in a position of comfort 

ADVANCED CARE GUIDELINES 

a) Establish a large bore IV if indicated as patient condition warrants.  
b) Monitor ECG and O2 saturations 
c) For patients that have a significant pain, do not have a decreased level of consciousness, 

which are hemodynamically stable, with oxygen saturations above 94%.  Administer an 
analgesic titrated to make the patient comfortable. Example: 

 FENTANYL 25 mcg IV or Intranasal (via MAD Device) every 5 minutes as needed 
to a maximum of 100 mcg Consider administration of ONDANSATRON (ZOFRAN) 
4mg IV after Morphine or Fentanyl to reduce nausea from medication. 

d) If respiratory depression is present after the administration of narcotics, give 
NALOXONE (Narcan) 2mg IV or Intranasal (via MAD Device).  

e) The patient must have vital signs taken prior to and shortly after each dose and be 
monitored closely, if at any time there is a decreased level of consciousness, decrease 
in oxygen saturation below 92% , or the patient becomes hypotensive, administration 
of narcotic medication must stop. 

f) If pain persists after administration of two (2) doses of FENTANYL,  
KETAMINE may be administered by adding 150mg (1.5ml) into 250ml of NORMAL 
SALINE and administered through microdrip tubing at 60 drops per minute via a rapid 
flowing piggyback. May be increased to 90 drops per minute if needed after 5 minutes 
and reassessment. 

g) The patient must have vital signs taken prior to and every 5 minutes after KETAMINE 
administration and be monitored closely, if at any time there is a decreased level of 
consciousness, decrease in oxygen saturation below 92% , or the patient becomes 
hypotensive, infusion of Ketamine must stop. 

 Administer OXYGEN by nasal cannula and maintain an SPO2 of > 94% 

 Continuously monitor ETCO2 as soon as safe and possible 

 Prepare for airway maintenance as needed 

 If hyper-salivation is present after administration of ketamine, administer .5mg of 

ATROPINE 

h) Interfacility transports with a KETAMINE drip must be maintained on an IV pump 
i) KETAMINE may not be administered IV bolus even if ordered by Medical Control 

 



PEDIATRIC BREATHING PROBLEMS 
 

1. Follow initial patient care protocol 

BASIC CARE GUIDELINES 

a) Keep patient at rest and in a position of comfort. 
b) Use Airway Protocol to evaluate the airway and adequacy of ventilation 

c) If patient has a physician prescribed, hand-held metered dose inhaler, assist with 

administration 

d) Reassess patient and repeat second dose if necessary per medical direction 

ADVANCED CARE GUIDELINES 

e) If patient condition indicates establish IV access. 
f) Apply appropriate patches and monitor EKG.  

1. Asthma 
a) IPRATROPIUM 0.5 mg/ALBUTEROL 2.5 mg (DUONEB) by nebulizer X 1 for respiratory 

distress  
OR 

b) ALBUTEROL 2.5 mg in 3.0mL by nebulizer for respiratory distress  

c) Evaluate the need for EPINEPHRINE 1:1,000 IM concentration according to 

length/weight based tape.  Dosage may be repeated once after 5 minutes. 

2. Croup 

a) Apply appropriate patches and monitor EKG.  
b) Maintain calm environment 
c) Nebulize EPINEPHRINE 1:1,000 3mg / 3ml via handheld nebulizer with mask or blow by 

as tolerated 

 

 

 



PEDIATRIC BEHAVIORAL EMERGENCIES 
 

1. Follow initial patient care protocol 

2. If there is evidence of immediate danger, protect yourself and others by summoning law 

enforcement to help ensure safety 

BASIC CARE GUIDELINES 

a) Consider medical or traumatic causes of behavior problems 

b) Keep environment calm 

ADVANCED CARE GUIDELINES 

a) For severe anxiety or threat of safety to patient or crew, administer  
i. MIDAZOLAM (Versed) 0.2 mg/kg (up to 5mg) IV, IO, IM, or Intranasal repeat as 

needed.  
b) When safe, Establish IV access and apply a cardiac monitor. 

  



PEDIATRIC SEIZURE 
 

1. Follow initial patient care protocol 

Active Seizure 

BASIC CARE GUIDELINES 

a) Protect airway 

b) Protect patient from injury, by clearing area of all possible hazards. 
c) Monitor duration and type of seizure 
d) Check blood glucose level, if available, and treat hypoglycemia if present 

 

ADVANCED CARE GUIDELINES 

e) Monitor EKG and treat dysrhythmias if indicated following the appropriate protocol. 

f) Initiate IV access 

g) Administer MIDAZOLAM (Versed) 0.2mg/kg up to 5mg IV, IM, IO or Intranasal via MAD 
device according to the pediatric dosing reference. 
 
 

Post Seizure 

BASIC CARE GUIDELINES 

a) Protect / Open Airway and place Pt in recovery position. 
b) Check blood sugar level, if available, and treat hypoglycemia if present 

 

ADVANCED CARE GUIDELINES 

a) Establish IV access. Monitor EKG and treat dysrhythmias following the appropriate 
protocol(s). 

b) Administer DEXTROSE 0.5g/kg of 25% dextrose IV/IO push if blood sugar less than 60 
mg/dL, especially if no prior history of seizure disorder. 
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SEPSIS 

 

a. Follow Initial Protocols for All Patients 
b. Emergency Medical Care: 

1.  If medical or trauma emergency, refer to appropriate protocol. 
2.  Allow position of comfort. 
3.  Take proper body substance isolation. 
4.  Give nothing by mouth. 
5. Obtain a temperature on the patient. 
6. Monitor and report End Tidal Capnography  

 

Sepsis Box #1-Risk Factors for Sepsis 

*Nursing Home Resident 

*Recent influenza/viral illness 

*Immunosuppression 

*Splenectomy 

*Recent surgery/invasive procedure 

*Recent hospitalization 

*Productive cough 

*Diarrhea 

*Fever, chills, rigors 

*Alteration in mental status 

If patient presents with a Risk Factor for Sepsis, proceed to Box #2 additional “History Questions” 

Sepsis Box #2-History, physical exam or suspicion of the following 

1.   Pneumonia 

2.   UTI/Urinary bladder catheter 

3.   Acute abdominal infection 

4.   Meningitis 

5.   Skin/soft tissue/wound infection 

6.   Bone/joint infection 

7.   Peripheral IV/PICC line infection 

8.   Endocarditis 

9.   Implantable device infection 

If “yes” to any of the above “History Questions” proceed to Box #3, SIRS criteria 
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SEPSIS (CONTINUED) 

 

Sepsis Box #3- Systemic Inflammatory Response Syndrome (SIRS) Criteria 

1.   Temperature > 100.9 or < 96.8F? 

2.   End tidal CO2 of < 32 mm Hg? 

3.   HR > 90/min? 

4.   RR > 20/min? 

5.   Acutely altered mental status? 

6.   Glucose > 120 mg/dL? 

 

Special Considerations 

 Advise the receiving facility of a “Sepsis Alert” if the answer is “YES” to at 

least one question in each of the first two Sepsis boxes, and at least two 

questions in the third box. 

BASIC CARE GUIDELINES 

a) Transport in position of comfort. Place patient on oxygen if 
patients condition warrants 
 

ADVANCED CARE GUIDELINES 

b) Establish IV access and administer a rapid 250-500 mL 
Electrolyte Balanced Solution 

c) Consider administering EPINEPHRINE drip 1mg 1:1,000 added to 1000ml 
Electrolyte Balanced Solution attached to a microdrip tubing set 
administered IV piggyback at a rate of 60drops (1ml) per minute into a 
fast running IV of and Electrolyte Balanced Solution. Drip rate may be 
increased 30 drops per minute every five minutes with reassessment up 
to 120 drops. May titrate to maintain a systolic BP of 90mmHg 

d) Initiate IO access if unable to establish IV access  
e) Monitor cardiac rhythm and end tidal capnography. 
f) Maintain normal body temperature 
 

 



SHOCK (MEDICAL) 

 

Cardiogenic 

BASIC CARE GUIDELINES 

a) Place in position of comfort 
b) If capability exists, obtain a 12-lead EKG and transmit it to the receiving facility 

and/or medical control for interpretation prior to patient’s arrival 

ADVANCED CARE GUIDELINES 

c) Establish IV/IO access 
d) Obtain 12-lead EKG 
e) Consider administering EPINEPHRINE drip 1mg 1:1,000 added to 1000ml 

Electrolyte Balanced Solution attached to a microdrip tubing set administered IV 
piggyback at a rate of 60drops (1ml) per minute into a fast running IV of and 
Electrolyte Balanced Solution. Drip rate may be increased 30 drops per minute 
every five minutes with reassessment up to 120 drops. May titrate to maintain a 
systolic BP of 90mmHg 

 

Obstructive Shock: Pulmonary Embolus 

BASIC CARE GUIDELINES 

a) Place in a position of comfort 

b) Avoid further heat loss 

ADVANCED CARE GUIDELINES 

c) Administer 20 ml/kg, up to 500ml, Electrolyte Balanced Solution. Repeat as 
needed to maintain a     systolic pressure of 90 mmHg 

d) If available, obtain 12-lead EKG 
e) Evaluate the need for pain and nausea control 
f) If patient is alert and oriented and expresses no allergy to aspirin, consider 

having patient chew non-enteric ASPIRIN 160 – 325 mg 
g) Consider administering EPINEPHRINE drip 1mg 1:1,000 added to 1000ml 

Electrolyte Balanced Solution attached to a microdrip tubing set 
administered IV piggyback at a rate of 60drops (1ml) per minute into a fast 
running IV of and Electrolyte Balanced Solution. Drip rate may be increased 
30 drops per minute every five minutes with reassessment up to 120 drops. 
May titrate to maintain a systolic BP of 90mmHg 

 

 
 



 
 
 
 
 
 
 
 

SHOCK (MEDICAL) CONTINUED 

 

Distributive Shock: Septic (See Sepsis Protocol) 

BASIC CARE GUIDELINES 

a) Maintain oxygen saturation between 94% - 99% 
b) Place patient in supine position 
c) If temperature is over 102°F/38.9°C, cool patient (i.e. cool sponges) 

ADVANCED CARE GUIDELINES 

d) Administer 20 ml/kg, up to 500ml, Electrolyte Balanced Solution. Repeat as 
needed to maintain a systolic pressure of 90 mmHg 

e) Consider administering EPINEPHRINE drip 1mg 1:1,000 added to 1000ml 
Electrolyte Balanced Solution attached to a microdrip tubing set administered 
IV piggyback at a rate of 60drops (1ml) per minute into a fast running IV of 
and Electrolyte Balanced Solution. Drip rate may be increased 30 drops per 
minute every five minutes with reassessment up to 120 drops. May titrate to 
maintain a systolic BP of 90mmHg 

f) Consider administering DIPHENHYDRAMINE 25 – 50 mg IV/IM 



STROKE  
 

1. Follow initial patient care protocol 

BASIC CARE GUIDELINES 

a) Attempt to obtain a history for time of onset, including the exact time the 
patient was last seen as “normal”.  

b) Obtain DNR status, Family contact information, recent surgeries (30 days). 
c) Determine use of any of the following blood thinning medications / anticoagulants 

and last dose taken time 
i. Pradaxa (Dabigatran) 

ii. Coumadin (Warfarin) 
iii. Eliquis (Apixaban) 
iv. Effient (Presugrel) 
v. Brliinta (Ticagrelor) 

vi. Xarelto (Rivaroxaban) 
d) Perform a MEND Pre-hospital Stroke Scale and BEFAST assessment - 

checking facial droop, arm drift, speech, coordination, dizziness or vertigo 
and time of onset (see below). Notify receiving facility as soon as possible if 
stroke is suspected 

e) Check blood glucose 
f) Activate a field “STROKE ALERT” for patients with the onset of the above 

symptoms and last seen as normal, or time of onset within 24 hours.  
Transport these patients emergently to the ED. 

g) Refer to Appendix (Strategies for Reperfusion Therapy: Acute Stroke) 
h) Protect affected limbs from injury during transport, and take care to 

maintain body heat. 
i) Transport patient supine 
j) Scene time should not exceed 10 minutes unless extenuating circumstances 

exist.  
i) Place patient in position of comfort, loosen tight clothing and provide 

reassurance.   
j) If patient is complaining of shortness of breath, has signs of respiratory 

distress and pulse oximetry of less than 94% then titrate oxygen to maintain 
a saturation of  
94-99% 

 
ADVANCED CARE GUIDELINES 

k) If patient's condition indicates, establish IV access. 
If blood sugar less than 60 give D50 12.5 - 25 grams IV/IO or GLUCAGON 1mg 
IM if no IV access available or D10 100ml and repeat as needed.  

l) Monitor EKG and treat dysrhythmias following appropriate protocol. 
m) Monitor and maintain patient airway, including intubation if necessary. 



 

 

BEFAST Assessment Acronym 

Balance  Loss of balance or dizziness 

Eyes  Visual field disturbances 

Face  Uneven smile or facial drooping 

Arms  Weakness or numbness in arms or legs, unequal grips 

Speech  Slurred speech, trouble talking or confusion 

Time  Time is brain activate less than 24 hours 

 

5D’s of Posterior Circulation Stroke presentation 

Dizziness 

Dipoplia 

Dysarthria 

Dysphagia 

Dystaxia 

 

 

 

 



TRAUMA 
 

1. Follow Initial Patient Care Protocol for all patients 
2. Follow the Out-of-Hospital Trauma Triage Destination Decision (Appendix) 

Protocol for the identification of time critical injuries, method of transport and 
destination decision for treatment of those injuries. 

3. The goal should be to minimize scene time (Ten minute maximum) with time 
critical injuries, including establishing IV’s and completing other procedures 
en-route. 

4. Maintain warm environment to keep patient warm 
 

Hemorrhage Control 

BASIC CARE GUIDELINES 

a) Control bleeding with direct pressure. Large gaping wounds may need 

application of a bulky sterile gauze dressing and direct pressure by hand 

b) If direct pressure/pressure dressing is ineffective or impractical, apply a 

tourniquet to extremity or hemostatic wound packing if unable to control 

bleeding with a tourniquet. 

c) If bleeding site is not amenable to tourniquet placement (i.e. junctional 

injury), pack the wound with gauze containing hemostatic agent. 

ADVANCED CARE GUIDELINES 

d) Establish IV of Electrolyte Balanced Solution using a size-appropriate large-
bore catheter with macro drip tubing to maintain a systolic pressure of 90-100 
mmHg for shock. If intravenous (IV) access cannot be obtained, proceed with 
interosseous (IO) access. Do not delay transport to obtain vascular access. 

e) Consider administration of TRANEXAMIC ACID 2000 mg IV/IO bolus as soon as 
feasible for all trauma patients with suspected severe bleeding.  

 

Chest Trauma 

BASIC CARE GUIDELINES 

a) Seal open chest wounds immediately.  Use commercially available occlusive 

dressing.  If the breathing becomes worse, loosen one side of the dressing to 

release pressure and then reseal 

b) Impaled objects must be left in place and should be stabilized by building up 

around the object with multiple trauma dressings or other cushioning 

material 

c) Take care that the penetrating object is not allowed to do further damage 



TRAUMA CONTINUED 

 

ADVANCED CARE GUIDELINES 

a) Establish large bore IV.  Give fluid challenge per Shock Protocol.  Consider 
repeat fluid challenge if hypotension persists and there is no evidence of CHF 
or pulmonary edema. 

b) Start second large bore IV if patient condition warrants 
c) IV lines should be started en-route to the hospital, except when there is an 

unavoidable delay as a result of a prolonged extrication, etc. 
d) Monitor EKG and treat dysrhythmias if indicated following the appropriate 

protocol. 
e) Activate a Field Trauma Alert if patient condition meets Trauma Alert Criteria 

(Appendix) 
f) Consider needle chest decompression (en-route to ED unless an unavoidable 

delay exists) if signs and symptoms of a tension pneumothorax exist 
 

Abdominal Trauma 

BASIC CARE GUIDELINES 

a) Control external bleeding. Dress open wounds to prevent further 
contamination 

b) Evisceration should be covered with a sterile saline soaked occlusive dressing 
c) Impaled objects should be stabilized with bulky dressings for transport 

ADVANCED CARE GUIDELINES 

a) Prevent heat loss and maintain normal body temperature Establish large 
bore IV.  Give fluid challenge per Shock Protocol.  Consider repeat fluid 
challenge if hypotension persists and there is no evidence of CHF or 
pulmonary edema. 

b) Start second large bore IV if patient condition warrants 
c) IV lines should be started enroute to the hospital, except when there is an 

unavoidable delay as a result of a prolonged extrication, etc. 
d) Monitor EKG and treat dysrhythmias if indicated following the appropriate 

protocol. 
e) Activate a Field Trauma Alert if patient condition meets Trauma Alert Criteria 

(Appendix) 
 

 

 

 



TRAUMA CONTINUED 

Head, Neck, and Face Trauma 

BASIC CARE GUIDELINES 

a) Establish and maintain manual spinal stabilization. 
b) Place the head in a neutral in-line position unless the patient complains of 

pain or the head is not easily moved into position. 
c) Apply appropriate spinal immobilization according to the selective spinal 

immobilization protocol. 
d) Consider eye shield for any significant eye trauma. If globe of eye is avulsed, 

do not put it back into socket: Cover with moist saline dressing and place a 
cup over it. 

e) Closely monitor the airway.  Provide suctioning of secretions or vomit as 
needed.  Be prepared to log roll the patient if they vomit.  Maintain manual 
spinal stabilization if patient is log rolled.  

f) Impaled objects in the cheek may be removed if causing airway problems, or 
you are having trouble controlling bleeding.  Use direct pressure on injury 
after removal to control any bleeding 

g) Reassess vitals and Glasgow Coma Score (GCS) frequently 
ADVANCED CARE GUIDELINES 

a. Consider intubation if GCS is less than 8 or airway cannot be maintained.   
b. If patient is intubated or has an advanced airway device, ETCO2 levels must 

be continually monitored and maintained at 35 – 45 mmHg if available  
c. Reassess vitals and Glasgow Coma Score (GCS) frequently 
d. Monitor EKG and treat dysrhythmias if indicated following the appropriate 

protocol. 
 e.    Initiate IV access. 

Extremity Injuries 

BASIC CARE GUIDELINES 

a) Assess extent of injury including presence or absence of pulse 

b) Establish and maintain manual stabilization of injured extremity by 

supporting above and below the injury 

c) Remove or cut away clothing and jewelry 

d) Cover open wounds with a sterile dressing 

e) Do not intentionally replace any protruding bones 

f) Apply cold pack to area of pain or swelling if severe deformity of the distal 

extremity is cyanotic or lacks pulses, align with gentle traction before 

splinting, and transport immediately 

 


