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EMS Standing Orders 
 

The following are standing orders to be used by ETT, EMT-I, EMT-II, EMT-
III, MICP, and other licensed medical professionals, while working with the 
Skagway Volunteer Fire Department. 
 
These orders are hereby adopted and will remain in effect until revoked or 
modified. 
 
Dated this    day of     ,     
 
 
           
Dr. Nathan Peimann, Medical Director 
 
 
           
jeremy simmons, Fire Chief 
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GENERAL GUIDELINES 
Last Updated: 01 May 2017 

ON SCENE PATIENT CARE DIRECTION: 
Patient care may be directed by any qualified EMT on scene, but the EMT with the highest level of 
medical training and experience will be ultimately responsible for the quality of the care.  
 
PHYSICIAN ON SCENE: 
The Skagway Volunteer Fire Department operates under the authorization of its Medical Director, 
Dr. Nathan Peimann, who has designated the Bartlett Regional Hospital Emergency Room as his 
proxy when he is unable to be contacted.  As such, SVFD EMS personnel may only take direction 
from Dr. Peimann, the Bartlett ER, or the receiving provider at Dahl Memorial Clinic.  Any licensed 
physician or medical personnel may offer suggestions or help to SVFD EMS personnel, but this 
assistance is to be considered purely as advice.  When a physician currently licensed in the state of 
Alaska attempts to order or withhold treatment on scene in conflict with the SVFD Standing 
Orders, the physician should be offered one of two options: 
 

1. The physician may take responsibility for the patient’s care. This then will obligate the 
physician to ride to the clinic in the ambulance. Additionally, the physician will actually have to 
perform any procedure that is not standard for the EMT’s in the ambulance. 
 
2. The physician may speak with the physician sponsor or Dahl Memorial Clinic provider by 
radio or phone. This communication may then allow for a more complete report to the 
physician sponsor. The physician sponsor may then give appropriate orders to the EMS crew on 
scene. In this case, the on scene physician is acting in an advisory role only. 
 

SVFD PERSONNEL MAY NEVER BE ORDERED TO VARY FROM THESE GUIDELINES 
EXCEPT DIRECTLY BY THE PHYSICIAN SPONSOR OR DIRECT MEDICAL CONTROL. 
 
ALL EMERGENCY PATIENTS MUST BE TRANSPORTED TO A 24 HOUR ACLS 
EQUIPPED FACILITY UNLESS INSTRUCTED OTHERWISE BY THE PHYSICIAN 
SPONSOR OR DAHL MEMORIAL CLINIC PROVIDER. 
 
CONTACT NUMBERS 
Dahl Memorial Clinic 
 EMERGENCY:  983.2025 
 Office:    983.2255  
Bartlett Regional Hospital  
 Emergency Dept.:  907-586-8427 
Dr. Nathan Peimann:   907.209.2584 
Poison Control    1-800-222-1222 
 
COMMUNICATIONS with DAHL CLINIC ODP 
 Communication During Clinic Hours 

• Ambulance personnel wanting to give patient status or arrival information may contact the 
ODP in either of the following manners: 
o By telephone at 983-2025.  
o By radio on the FIRE channel.  
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§ If it is necessary to transmit confidential patient information, personnel must switch 
to the CLINIC channel. 

Communication Outside of Clinic Hours 
• The ODP will monitor the fire channel and should be aware of any EMS page out most of 

the time.   
• In addition, Dispatch will notify the ODP by telephone of any EMS call in progress 
• When notified of an EMS call in progress, the ODP will transmit on the FIRE channel that 

they are monitoring traffic, or when en route to or standing by at the clinic.   
• If ambulance personnel receive no notification from the ODP, they should contact dispatch 

to ensure that the ODP has been notified.  
• Ambulance personnel wanting to give patient status or arrival information may contact the 

ODP in either of the following manners: 
o By telephone at 983-2025.  
o By radio on the FIRE channel.  

§ If it is necessary to transmit confidential patient information, personnel must switch 
to the CLINIC channel. 

VERBAL COMMUNICATIONS FORMAT: 
“This is ambulance #_______ 

• AGE 
• GENDER 
• CHIEF COMPLAINT 
 (Why did they call 911?) 
• MENTAL STATUS 

 LOC and Orientation, GCS, Interactiveness in peds 
• HISTORY OF ILLNESS / MECHANISM OF INJURY 
 (Specific to the Chief Complaint) 
• INFORMATION ABOUT ILLNESS 
 (Includes OPQRST) 
• PERTINENT PAST MEDICAL HISTORY 
• SIGNS / SYMPTOMS 
• VITAL SIGNS 
• PHYSICAL EXAM –  

 Include pertinent positive & negative findings only 
• TREATMENT DONE / PATIENT’S RESPONSE 
• ETA 
• REQUEST ADDITIONAL TREATMENT, QUESTIONS OR SUGGESTIONS 

 
On arrival at clinic, report any significant changes that occurred during transport 
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MANDATORY REPORTING REQUIREMENTS 
Child Abuse and Neglect (AS 47.17.010) 

1. EMS personnel are required to report suspicions of child abuse or neglect.  The report must 
be made to the Office of Children’s Services of the Department of Health and Social 
Services (1.800.478.4444) or, if the Division cannot be reasonably contacted, the EMT may 
report his or her suspicions to the Skagway Police Officer on duty.  Notification of your 
Medical Director or EMS supervisor is not sufficient to comply with the reporting 
requirement. 

2. This statute provides immunity from civil damages for EMTs who make reports in good 
faith and penalties for those who do not make the required reports. 

 
Reports of Harm (AS 47.24.010) 

1. EMS personnel are required to report suspicions that a vulnerable adult suffers from 
abandonment, exploitation, abuse, neglect, or self-neglect.  The report must be made within 
24 hours of first having cause for the belief, to Adult Protective Services (1.800.478.9996) 
during normal business hours.  If there is reason to believe that the vulnerable adult is in 
danger or has suffered harm, contact the Skagway Police Officer on duty immediately. 

2. A vulnerable adult is defined as a person 18 years of age or older who, because of physical or 
mental impairment, are unable to meet their own needs or to seek help without assistance. 

3. This statute provides immunity from civil liability to those making the report in good faith. 
 
Health Care Professionals to Report Certain Injuries (AS 08.64.369) 
Responders must report the following categories of injuries to the Department of Public Safety 
(DPS) when encountered in the prehospital setting; 

• Second or third degree burns to 5% or more of a patient’s body 
• A burn to a patient’s upper respiratory tract or laryngeal edema due to inhalation of super-

heated air 
• A bullet wound, powder burn, or other injury apparently caused by the discharge of a 

firearm 
• An injury apparently caused by a knife, axe, or other sharp or pointed instrument, unless the 

injury was clearly accidental 
• An injury that is likely to cause the death of the patient, unless the injury was clearly 

accidental 
 
If there is a question on whether a case is reportable, the Medical Director or Fire Chief 
should be consulted 
 
DNR - DO NOT RESUSCITATE GUIDELINES:[1] 
When in doubt, resuscitation attempts will be made. 
Full resuscitation should not be initiated if current DNR guidelines are in effect. 
Verify patient identity and reference the SVFD DNR list in the ambulance Standing Orders copy 
If a patient has a current physician ordered DNR not on the SVFD list, continue CPR if begun, and 
contact the on-duty provider for direction. 
Living wills without physician orders WILL NOT be honored by EMS personnel. 
If resuscitation efforts were begun, they can be terminated with agreement of the Dahl Memorial 
Clinic provider. 
Carefully document all conversations with family, physicians, police, etc. 
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WITHHOLDING RESUSCITATION: 
Under Alaska statutes, an EMT may withhold resuscitation if there are obvious signs of death. 
Document incident completely and notify Police and clinic physician.  

• Rigor mortis 
• Post-mortem lividity 
• Decomposition 
• Decapitation 
• Detruncation 
• Incineration 
• Open head injury with loss of brain matter 
• Cardiac arrest subsequent to blunt trauma with injuries to the chest and/or abdomen 
• Temperature of 50°F (10°C), Rectal 
• 30 minutes of CPR performed on a patient who is NOT hypothermic before arrival without 

a return of spontaneous respiration or pulse, and ALS is not available 
• Evidence of enrollment in Comfort One or other DNR program and confirmation of 

patient’s identity 
• Risk to rescuers, other patients (triage), and the general public. 

 
TERMINATING RESUSCITATION: 
When unable to establish voice communications with a physician or mid-level provider, responders 
certified as an EMT may terminate efforts at resuscitation under the following conditions: 

1. 30 minutes of CPR was performed on a patient who is NOT hypothermic without 
spontaneous return of pulse or respiration, and ALS is not available. 

2. 30 minutes of ALS has been provided to a patient who is NOT hypothermic without 
spontaneous return of pulse or respiration. 

3. Hypothermic patient has received at least 30 minutes of CPR in conjunction with rewarming 
techniques with no spontaneous return of pulse or respiration. 

4. Once evidence of enrollment in Comfort One or other DNR program is established and 
identity of the patient is confirmed. 

 
REFUSAL OF CARE: 

• Differentiate competent from incompetent refusal of care. 
• NEVER endanger yourself by attempting to transport or treat combative or threatening 

patients who refuse medical care. 
• Call for law enforcement assistance if a patient cannot competently refuse care and/or is a 

danger to self or others. 
• Always discuss competent refusal of care with Medical Control and complete refusal of care 

form. 
• Two witnesses must sign form, one of whom must be the on-duty police officer, unless 

extenuating circumstances prevent them from doing so. 
 
ALCOHOL AND DRUG POLICY: 
Under NO circumstances will any SVFD personnel be under the influence of any mind-altering 
substances (prescribed or otherwise) when delivering care to any patient. 
Any EMS personnel failing to comply with this direction will lose sponsorship under these orders. 
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PEDIATRICS: 
For the purposes of these Standing Orders, the definition of Pediatric patients include those from 
birth until: 

a) The onset of puberty, or 
b) Until they are longer than the Broselow Tape, or 
c) The child weighs greater than 40 kg 
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SCOPE OF PRACTICE (EXP – Expanded Scope): 
EMT-I 

• BLS 
• Administer the following medications: 

o Oral Glucose 
o Activated Charcoal 
o Aspirin (ASA) 
o EXP – Albuterol nebulizer treatment 

• Assist patient with their own nitroglycerin, albuterol inhaler, or EPI-Pen. 
• Perform cardiac defibrillation by AED 
• EXP – Test blood sugar with a glucometer 

 
EMT-II (In addition to EMT-I interventions) 

• Start peripheral IV, IO 
• EXP – Saline Lock 
• Perform oral endotracheal intubation 
• King supraglottic airway 
• iGel supraglottic airway 
• Administer the following medications: 

o 50% Dextrose;  
o Naloxone HCL (Narcan);  
o EXP – Epinephrine 1:1000 for anaphylaxis and status asthmaticus 
o EXP – Nitroglycerine tablets or spray 
o EXP – Lidocaine for IO analgesic 

 
EMT-III (In addition to EMT-I and EMT-II interventions) 

• Cardiac defibrillation by manual defibrillator 
• Administer the following ACLS medications: 

• Atropine 
• Epinephrine 1:10,000  
• Lidocaine HCL 

 
“REQUEST” ORDERS (EMT-III): 
Must have specific physician verbal authorization from On-line Medical Direction prior to 
utilization.  Request orders are printed in blue. 

• Administer the following medications under On-line Medical Direction: 
• Morphine Sulfate (MSO4) – see controlled substances protocol 

• Expanded Scope Procedures Requiring Medical Director’s Authorization 
• Needle Thoracostomy for tension pneumothorax 

• Administer any other medications by direct physician order 
• Perform any other procedures under direct visual supervision by On-line Medical Direction 
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GENERAL PRINCIPLES OF ROUTINE CARE 
Last Updated: 01 May 2017 

Scene survey, triage, mechanism of injury, chief complaint, history, vitals initially and repeated every 
5-10 minutes. 
Criteria for expedient extrication/transport, 10 minute maximum for critical patients.  
EXAMPLE:  • traumatic cardiac arrest 
  • respiratory rate <10 or >30 
  • absence of radial pulse, cold clammy skin, hypotension 
  • altered mental status 
 
SCENE SIZE-UP / SAFETY 

A. Body Substance Isolation 
1. Eye protection – if spray or droplet suspected 
2. Gloves – to touch any body fluid 
3. Coat/Gown – if direct contact, spray, or droplet suspected 
4. Mask – if coughing patient, body fluid, droplets or spray 

B. Scene Safety 
1. Do not enter unsafe scenes 

C. Determine Total number of patients 
D. Determine Mechanism of Injury/Nature of Illness 

1. Consider manual spine protection in all trauma patients with an MOI for spine injury 
E. Request additional resources if necessary. Weigh the benefits of waiting for additional 

resources against rapid transport to definitive care 
F. Consider declaration of Mass Casualty incident, as indicated 

 
MENTAL STATUS 

A. Determine LOC with AVPU and Orientation X4 (Person, Place, Time, & Event) 
B. Determine BG for any patient with altered Mental Status or Hx of altered Mental Status 
C. Treat the underlying cause if possible 

 
AIRWAY, BREATHING 

A. Establish airway using appropriate maneuvers 
B. Place patient in POC or recovery position if no trauma suspected, or as needed for airway 

protection 
C. Consider airway adjuncts 
D. Suction as needed 
E. Oxygen as indicated – refer to Airway algorithm 

1. Administer low flow O2 with nasal cannula @ 2-6 LPM 
2. Administer high flow O2 with NRB mask @ 12-15 LPM or sufficient to inflate bag 
3. Maintain at least 94% saturation with oxymeter, if possible 

F. Ventilate or assist ventilation with BVM and high flow O2 if respiratory rate is <10 or >30 
and/or shallow, labored, lungs are wet, or as needed. Use minimum tidal volume to obtain 
chest rise 

G. Position of comfort or recovery position if no trauma suspected 
H. Intubation when indicated. Follow airway algorithm. 

1. Use in-line stabilization with trauma or unknown circumstance/MOI 
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CIRCULATION 
A. Assess Carotid Pulse 

a. Evaluate rate and quality, 
b. Evaluate perfusion by assessing skin color and temperature / capillary refill 
c. If pulse is absent, begin CPR and attach AED as soon as possible 

B. Control life threatening bleeding 
C. Keep pt. warm 

 
DISABILITY 

A. Evaluate gross motor and sensory functions in all extremities. 
a. Use Cincinnati stroke scale if CVA/TIA suspected 

B. Expose patient as appropriate to complaint and cover when exposure is no longer necessary 
C. Be considerate of patient modesty 

 
SECONDARY SURVEY 

• The performance of the Secondary Survey should not delay transport of the critical Patient 
• Secondary Surveys should be tailored to Patient Presentation and Chief Complaint. The 

following are suggested considerations for Secondary Survey assessments 
A. Head: 

a. Pupils 
b. Naso/Oro-pharynx 
c. Skull and scalp 

B. Neck 
a. Jugular Venous Distension 
b. Tracheal Position 

C. Chest 
a. Retractions 
b. Breath sounds 
c. Chest wall deformity 

D. Abdomen/Back 
a. Flank/abdominal tenderness or bruising 
b. Abdominal distension 

E. Extremities 
a. Edema 
b. Pulses 
c. Deformity 

F. Neurologic 
a. Mental status/orientation 
b. Motor/sensory 

G. Obtain baseline vital signs 
a. Continuous Pulsoximetry 
b. Carbon monoxide assessment 
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PATIENT HISTORY 
A. Obtain OPQRST history. 

O – Onset of symptoms 
P – Provocation/Palliation – note any exacerbating or alleviating factors 
Q – Quality of pain, using adjectival descriptors 
R – Radiation of pain to elsewhere on the body 
S – Severity of symptoms, using the 1-10 pain scale 
T – Time of onset and circumstances around onset 

B. Obtain SAMPLE history 
S – Symptoms 
A – Allergies – medications, environmental and foods 
M – Medications – both prescription and over-the-counter, including recreational 
• Bring any containers to ER if possible 
P – Past medical History 
• Look for medical alert tags, portable medical records, advanced directives 
• Look for medical devices/implants (dialysis shunt, insulin pump, pacemaker, central 

venous access port, gastric tubes, urinary catheter) 
L – Last oral intake / Last bowel or bladder events / Last menstrual cycle 
E – Events leading to the 911 call.  

C. In patients with syncope, seizure, altered mental status, or acute stroke, attempt to bring 
witnesses to the ER or obtain contact phone numbers to provide to ER care team 

 
PATIENT PACKAGING AND TRANSPORT 

A. Spinal Immobilization 
a. Vacuum mattress will be used for all patients with suspected spinal injury or as 

precaution for MOI spine if transport is expected to be greater than 15 minutes 
b. Backboards may be used as precaution for MOI spine if transport is expected to be less 

than 15 minutes or for temporary emergency extrication 
B. Transport in Position of Comfort 
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CHEST PAIN – Suspected Cardiac Origin 
Last Updated: 01 May 2017 

ABCs 
 
ASSESSMENT 

Mental Status 
Vital signs q 5 minutes 

Pulsoximetry 
BP in both arms 

SAMPLE / OPQRST 
Cardiac Hx 
Lung sounds Bilaterally for possible pulmonary edema (rales) 
+/-  dependent edema 
Assess for:  nausea & vomiting 

respiratory distress 
diaphoresis (sweating) 

Obtain 3-lead ECG 
 
MANAGEMENT 

Allow pt to maintain position of comfort if no trauma suspected 
If breathing adequate – Oxygen  – maintain SpO2 above 94% 
If breathing inadequate – manage airway w/ OPA/NPA & BVM 
ET / Supraglottic intubation, EtCO2, and C-collar as indicated 
Apply AED 
ASPIRIN, 325 mg (1 adult or 4 chewable) orally, chewed and swallowed with a little water if 

needed 
Determine if pt has taken his/her prescribed Nitroglycerine 
Prior to Nitroglycerine administration, confirm that the patient has not taken: 

Viagra (Sildenafil) within the last 24 hours, 
Levitra (Vardenafil) within the last 36 hours, or 
Cialis (Tadalafil) within the last 72 hours 

If patient has taken any of these medications DO NOT give nitroglycerine and contact 
on-line medical control for direction. 

If systolic BP is >100: 
Assist patient with their own nitroglycerin: 

1 dose every 5 minutes up to 3 doses 
If patient has already administered, readminister after 15 min 
NTG: 0.4 mg SL or spray q 5 min; may repeat x 3 prn for continued chest pain. Check BP 
after each dose 

IV access, bolus IV fluids based on SBP: 
 SBP>100 NS TKO or saline lock 
 SBP 80-100 NS 250 ml bolus 
 SBP<80 NS 500 ml bolus 
If pt is hypotensive w/ dry lung sounds & no JVD, titrate to SBP>110 
From On-line Medical Direction 

Request Morphine Sulfate (MSO4) IV 2 mg (over 1 minute) q 5 min prn for pain, up to 3 
doses for transport greater than 15 minutes 

Request Lidocaine for arrhythmia or frequent PVCs 
Monitor for hypotension, CHF, tachycardia, escalating chest pain and arrhythmia 
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ESSENTIAL DOCUMENTATION 

Vital signs q 5 min 
SAMPLE / OPQRST 
Time, dose, route, & response to medications 
ECG strip & interpretation 

 
KEY POINTS / CONSIDERATIONS 

Differential: Pulmonary: 
Pneumothorax: (young people, asthmatics, COPD, trauma): sudden onset, 
unilateral diminished breath sounds, tachypnea, chest pain. Some may have 
positional/pleuritic component. 
Pulmonary Embolus: (pregnant women taking oral contraceptives, people 
with immobilized lower extremities or cancer, prolonged travel, smokers): 
tachypnea, SOB, sudden onset of coughing blood, chest pain, tachycardia. 
Pneumonia: cough, sputum, SOB, fever, gradual onset 
Asthma: wheezing, Hx asthma, SOB 
 
Other Cardiac: 
Aortic aneurysm or dissection: (age > 50 with atherosclerotic disease): 
“tearing” pain radiating to back, hyper/hypotension, unequal upper extremity 
pulses and plod pressure. 
Pericarditis: gradual onset may have pleuritic or positional component (e.g. 
pain improves when leaning forward) 

• Prehospital management of potential AMI is focused on maintaining ABCs, pain relief, rapid 
identification, rapid notification, and rapid transport 

• Aspirin is only contraindicated if true allergy. Not contraindicated if “allergy” due to ulcers 
or stomach upset. Give aspirin regardless of whether pt has had Aspirin in past 24 hrs. 
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CARDIAC ARREST 
Follow ACLS Algorithm 

Last Updated: 01 May 2017 
ABCs 
 
ASSESSMENT 

If bystander CPR in progress on arrival, briefly stop CPR to confirm unresponsiveness and 
pulselessness. Check carotid pulse for no more than 10 seconds. 

Interview witnesses for additional information 
 

MANAGEMENT 
Place patient on firm surface in supine position 
HPCPR 

If no carotid pulse or uncertain: 
 Start or resume chest compressions at rate of 110 per minute 

Ventilations and Compressions should be performed without pausing. Ventilate at 
approximately 1 breath per 10 compressions. 
Rotate compressors every 2 minutes 

Attach AED/Cardiac Monitor and press Analyze as soon as possible 
  Give 1 shock if indicated 
  Resume CPR immediately after shocking. Do not check pulse 
Open airway as appropriate with head tilt chin lift or jaw thrust 
Give 2 breaths with BVM until chest rises 
Oxygen 15L per BVM, OPA/NPA as indicated 
 NRB may be used if insufficient personnel to ventilate 
Suction as needed 
ET / Supraglottic intubation, EtCO2, and C-collar as indicated 
 Do not interrupt compressions for airway control 
IV access, preferred 18 ga. or larger, NS TKO. Two lines preferred. 
Switch AED/Cardiac Monitor to Manual and treat per identified rhythm – run monitor strip for 

entire code 
V-FIB OR PULSELESS V-TACH – Confirm rhythms on two or more leads 

• Check pulse – If no pulse continue 2 minutes CPR 
• Alternate the following medications between shocks 

• EPINEPHRINE 1:10,000: IV – 1.0 mg (10 ml) 
• LIDOCAINE: IV – 1.0-1.5 mg/kg (up to 3 mg/kg max dose) 

• 2 minutes CPR in between to circulate drugs 
• Shock  
• Check pulse – If no pulse, next medication and continue CPR 

ASYSTOLE / PULSELESS ELECTRICAL ACTIVITY – Confirm rhythms on two or more leads 
• EPINEPHRINE 1:10,000: IV – 1.0 mg (10 ml) q 3-5 min 
• Consider/Treat Possible Causes:  

Acidosis 
Cardiac tamponade – 2000 ml fluid bolus & needle decompression 
Drug overdose – Narcan 0.4 - 2.0 mg, BG, supportive measures 
Hyperkalemia 
Hypokalemia 
Hypovolemia – 2000 ml fluid bolus and reassess for response 
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Hypoxia – aggressive airway management, confirm SpO2 and EtCO2, suction 
Hypothermia – see hypothermia algorithm 
Pulmonary embolus – rapid transport 
Trauma 
Tension pneumothorax – needle decompression of chest 

Consider termination of efforts and transport per On-line Medical Direction: 
• After 3 consecutive “no shock advised” prompts from AED in absence of ALS and no 

ROSC 
or 

• After 3 cycles of Epinephrine administration and max dose of Lidocaine and pt. remains in 
asystole or agonal rhythm 

 
ESSENTIAL DOCUMENTATION 

Mental Status 
Vital signs 
Downtime prior to initiation of CPR, duration of CPR and by whom 
Time, dose & route of Med. Administration  
ECG strip & interpretation 

Run monitor strip for entire code 
 
KEY POINTS /  CONSIDERATIONS 

Differential :   
• These protocols follow the recommendation of the 2010 American Heart Association guidelines 

for CPR and Emergency Cardiac Care. 
• Interruptions to CPR must be minimized. Pauses for pulse checks and interventions should be 

every two minutes for no longer than 10 seconds. Continue compressions while charging 
defibrillator. 

• Refer to DNR/Termination of Resuscitation protocols as appropriate 
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ROSC/POST-ARREST CARE 
Last Updated: 01 May 2017 

ABCs 
 
ASSESSMENT 

Perform physical examination and SAMPLE/OPQRST history 
Measure vitals every five minutes 

 
MANAGEMENT 

Allow pt to seek position of comfort if no trauma suspected 
If breathing adequate – Oxygen  – maintain SpO2 above 94% 
If breathing inadequate – manage airway w/ OPA/NPA & BVM 
 Maintain ventilation at appropriate rate – avoid hyperventilation 
ET / Supraglottic intubation, EtCO2, and C-collar as indicated 
If pt. is awake and can swallow and has not chewed aspirin, ASPIRIN, 325 mg, chewed 
IV access, preferred 18 ga. or larger, NS TKO. Two lines preferred. 
IV bolus to maintain BP over 100 mmHg systolic 
Check Blood Glucose and administer D50 if BG is less than 70 mg/dl 
Treat other associated signs and symptoms per appropriate protocol 
Because mild to moderate hypothermia improves outcome from arrest, allow for cooling of the 

patient (e.g. no blankets, remove clothing) 
Use backboard for transport in event CPR must be resumed 

 
KEY POINTS / CONSIDERATIONS 

• Post-Resuscitation care refers to the period between restoration of spontaneous circulation 
and arrival at the ED. Proper care in this period can make a critical difference in outcome, 
especially neurological function.  

• Assess both circulating fluid volume and ventricular function. Even mild hypotension should 
be avoided because it can impair recovery of cerebral function. It is appropriate to 
administer a fluid bolus unless known with certainty that the patient has volume overload. 
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SYMPTOMATIC BRADYCARDIA 
 (Slow heart rate <60) 

Follow ACLS Algorithm 
Last Updated: 01 May 2017 

ABCs 
Assist ventilation, CPR as indicated 
 

ASSESSMENT 
Mental Status 
Vital signs  q 5 minutes (observe for hypotension: SBP<90) 

Pulsoximetry 
Obtain 3-lead ECG 

 
MANAGEMENT 

Position of comfort for conscious patient 
Attach AED 
If breathing adequate – Oxygen  – maintain SpO2 above 94% 
If breathing inadequate – manage airway w/ OPA/NPA & BVM 
ET / Supraglottic intubation, EtCO2, and C-collar as indicated 
IV access, NS TKO or Saline Lock 
 If SBP<90 and no pulmonary edema – 250 ml bolus 
NALOXONE: 0.4-2.0 mg slow IV push or IN for potential opiate overdose 
ATROPINE: (contraindicated in Mobitz II 2nd or 3rd degree AV block):  

IV - 0.5mg push q 3 - 5 min.  
MAX DOSE: 0.04 mg/kg OR 3.0 mg 

 NOTE: Substitute Epinephrine for Atropine for heart transplant patients 
Do not delay external pacing while awaiting IV access if symptomatic 

 
PEDIATRIC PATIENT (Use Broselow tape) 

In pediatr i c  pat ients ,  CPR is  indicated  
If bradycardia persists, despite oxygenation and ventilation: 
EPINEPHRINE 1:10,000: IV - 0.01 mg/kg q 3-5 min 
ATROPINE: IV - 0.02 mg/kg q 5 min (minimum dose 0.1 mg)  

MAX DOSE:  1 mg  
PALS Algorithm 

 
ESSENTIAL DOCUMENTATION 

Vitals & Reassessment  
Mental Status 
Time, dose & route of med administration 
ECG strip & interpretation 

 
KEY POINTS / CONSIDERATIONS 

Differential: Pulmonary: 
 
Other Cardiac: 

•  
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VENTRICULAR TACHYCARDIA 
(with Pulse and stable Vital Signs) 

Follow ACLS Algorithm 
Last Updated: 01 May 2017 

ABCs 
 
ASSESSMENT 

Mental Status 
Vital signs q 5 minutes 

PulsOximetry 
Obtain 3-lead ECG 
 

MANAGEMENT 
If breathing adequate – Oxygen  – maintain SpO2 above 94% 
If breathing inadequate – manage airway w/ OPA/NPA & BVM 
IV access, NS TKO or saline lock 
LIDOCAINE: IV - 1.5mg/kg; max dose of 3mg/kg 
IF NO RESPONSE: 

ACLS Algorithm 
Cardiovert: 
Consider overdrive pacing – see appendix 

 
ESSENTIAL DOCUMENTATION 

Mental Status 
Vital signs 
Time, dose & route of med administration 
Run monitor strip during cardioversion 

 
 KEY POINTS / CONSIDERATIONS 

Differential: Pulmonary: 
 
Other Cardiac: 

•  
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TACHYCARDIA, NARROW COMPLEX 
(Refer to Vtach for wide complex) 

Follow ACLS Algorithm 
Last Updated: 01 May 2017 

ABCs 
 
ASSESSMENT 

Vital signs q 5 minutes 
PulsOximetry 
Capnography 

Obtain 3-lead ECG 
 
MANAGEMENT 

Supine position / Position of comfort for conscious patient 
If breathing adequate – Oxygen  – maintain SpO2 above 94% 
If breathing inadequate – manage airway w/ OPA/NPA & BVM 
Prepare AED 
IV access, NS TKO 
If HR<150, assess for noncardiac causes of tachycardia  
 (Hypovolemia, hemorrhage, fever, pain, drugs) 

(UNSTABLE – Hypotensive, Unconscious or Chest Pain) 
ETT intubation, end tidal CO2 detection, C-collar as indicated 
250cc IV fluid bolus for hypotension (SBP <90); repeat as needed if no signs of pulmonary 

edema 
If HR>150, attempt vagal maneuver (bearing down or blowing against resistance) 
 

PEDIATRIC PATIENT (Use Broselow tape) 
PALS Algorithm 

 
ESSENTIAL DOCUMENTATION: 

Mental Status 
Vitals 
Time, dose & route of medication administration 
ECG Strip & interpretation 
 

KEY POINTS / CONSIDERATIONS 
Differential: Pulmonary: 

 
Other Cardiac: 

•  
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CONGESTIVE HEART FAILURE (CHF)/ 
PULMONARY EDEMA 

Last Updated: 01 May 2017 
ABCs 
 
ASSESSMENT 

Manual Vital signs 
Bilateral lung sounds 
Pulsoximetry 

Obtain 3-lead ECG 
 

MANAGEMENT 
Sit patient up with legs dangling, if tolerated and possible 
If breathing adequate – Oxygen  – maintain SpO2 above 94% 
If breathing inadequate – manage airway w/ OPA/NPA & BVM as tolerated 
ET / Supraglottic intubation, EtCO2, and C-collar as indicated 
Prepare AED 
IV access, NS TKO or saline lock 
ASPIRIN, 325 mg (1 pill) orally, chewed and swallowed with a little water if needed 
Determine if pt has taken his/her prescribed Nitroglycerine 
Prior to Nitroglycerine administration, confirm that the patient has not taken: 

Viagra (Sildenafil) within the last 24 hours, 
Levitra (Vardenafil) within the last 36 hours, or 
Cialis (Tadalafil) within the last 72 hours 

If patient has taken any of these medications DO NOT give nitroglycerine and contact 
on-line medical control for direction. 

If systolic BP is >100: 
Assist patient with their own nitroglycerin: 

1 dose every 5 minutes up to 3 doses 
If patient has already administered, readminister after 15 min 
NTG: 0.4 mg SL or spray q 5 min; may repeat x 3 prn for continued chest pain. Check BP 
after each dose 

 
ESSENTIAL DOCUMENTATION 

Mental Status 
Vital signs 

Respiratory rate & quality 
Cap refill & color 

Measure urine output 
Time, dose & route of medication administration 
ECG strip & interpretation 
 

KEY POINTS / CONSIDERATIONS 
Differential: Pulmonary: 

 
Other Cardiac: 

•  
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MEDICAL EMERGENCIES 
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UNCONSCIOUS/UNKNOWN 
Last Updated: 01 May 2017 

ABCs 
 
ASSESSMENT 

Mental Status + GCS 
Vital signs 

PulsOximetry 
Blood Glucose 

Assess pupil response and posturing 
Assess for traumatic injuries, assume spinal injury and stabilize 
Check for Medic-alert bracelets 
Collect all medicine containers 
Obtain 4-lead ECG 
 

MANAGEMENT 
Attach AED/Cardiac Monitor and analyze 
If breathing adequate – Oxygen  – maintain SpO2 above 94% 
If breathing inadequate – manage airway w/ OPA/NPA & BVM 
ET / Supraglottic intubation, EtCO2, and C-collar as indicated 
IV access, NS TKO 
NARCAN: 

IV: 0.4 – 2.0 mg, titrate to Alert 
D50: 

IV: 25 g slow push over 1 min as indicated for BG<70 
 

PEDIATRIC PATIENT (Use Broselow tape) 
Infants D25: (Dilute 1:1 D50 & normal saline) 

IV -- 1.0-2.0 cc/kg 
Children D50: 

IV - 0.5-1.0 cc/kg IVP (0.25-0.5 gm/kg) 
Narcan: 

IV -- 0.4-2.0 mg q 5 min to max 10 mg 
ETT -- 1.0 mg-4 mg q 5 min to max 10 mg 

 
ESSENTIAL DOCUMENTATION 

Mental Status + GCS 
Vital signs 
Blood Glucose 
Time, dose & route of medication administration 
ECG strip & interpretation 
 

KEY POINTS / CONSIDERATIONS 
Differential: Pulmonary: 

 
Other Cardiac: 

•  
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GENERAL MEDICAL ILLNESS 
Last Updated: 01 May 2017 
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ACUTE ABDOMINAL PAIN 
(Non-traumatic) 

Last Updated: 01 May 2017 
ABCs 

Be alert for signs/symptoms of shock 
 

ASSESSMENT 
Vital signs 
SAMPLE/OPQRST 
+/- Fever, N/V, Diarrhea, blood in urine, stool or vomit 
Consider pregnancy (Possibility, LMP, vaginal bleeding, Hx ectopic pregnancy) 
Include check for bowel sounds, softness, rigidity, in secondary survey  
Obtain 3-lead ECG for possible atypical heart pain 
 

MANAGEMENT 
If breathing adequate – Oxygen  – maintain SpO2 above 94% 
If breathing inadequate – manage airway w/ OPA/NPA & BVM 
Airway protection for vomiting 
NPO 
IV NS TKO or 250 cc rapid fluid bolus, if signs of shock are present, q 15 minutes, reassess and 

follow shock protocols 
Titrate IV fluids to BP> 90 
From Direct Medical Control 
Request MSO4 for pain. 

IV: 1-3 mg q 5-30 minutes 
IM:  5-10 mg q 2 hours 

Transport Position of Comfort 
 

PEDIATRIC PATIENT (Use Broselow tape) 
IV Fluid bolus : 20 ml/kg;  may repeat prn 
 

ESSENTIAL DOCUMENTATION 
Vital Signs – two complete sets 
Physical findings 
Time, dose & route of medication administration 
ECG Strip & interpretation 
 

KEY POINTS / CONSIDERATIONS 
Differential: Ectopic pregnancy, abdominal aortic aneurysm, gallstones, kidney stone, 

appendicitis, pneumonia, DKA 
• Remember, Acute Myocardial infarction may present as abdominal pain. Beware of this 

possibility and be prepared to treat for this condition. 
• Red Flags – “Coffee grounds” or blood in vomit, Tarry stools, Constant localized pain and 

tenderness, pain aggravated by palpation or movement, persistent fever associated with any 
of the previous s/s 
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ALTERED MENTAL STATUS & SYNCOPE 
Last Updated: 01 May 2017 

ABCs 
Secure Airway – consider airway protection for vomiting 
Assist respirations as needed 
Spinal immobilization in settings of Trauma 
 

ASSESSMENT 
Setting 
Mental Status + GCS 
Cincinnatti Stroke Scale for suspected CVA 
Vital signs 

Blood Glucose 
Pulsoximeter / CO level 

Obtain any pill containers, medications or suspected poisons 
Check for potential associated trauma 
Obtain 3-lead ECG 
 

MANAGEMENT 
Position of Comfort 
Restraints if needed to protect patient or caregivers from injury 
If breathing adequate – Oxygen  – maintain SpO2 above 94% 
If breathing inadequate – manage airway w/ OPA/NPA & BVM 
Spinal immobilization if trauma suspected 
Differential: (Consider treatable causes) 
 Stroke/CVA 
 Diabetes – Oral glucose if BG<70 or unable to determine 
 Poisoning/Overdose 
 Seizure 
ET / Supraglottic intubation, EtCO2, and C-collar as indicated 
IV access, NS TKO 
 

PEDIATRIC PATIENT (Use Broselow tape) 
 

ESSENTIAL DOCUMENTATION 
Mental Status + GCS 
Vital signs 
Blood Glucose 
Detailed History 
Neurologic Deficits: Reassess and document times of neuro checks 
Medications 
Time, dose & route of medication administration 
ECG Strip & interpretation 
 

KEY POINTS / CONSIDERATIONS 
Differential:  
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ALLERGIC REACTION / ANAPHYLAXIS 
With Respiratory Distress or SBP <90 

(SBP>90 indicates Allergic reaction) 
Last Updated: 01 May 2017 

ABCs 
 
ASSESSMENT 

Mental Status 
Vital Signs 
 Pulsoximeter 
Key indications 
 Wheezing/Stridor 
 Itching 
 Difficulty breathing and swallowing 
 Hypotension 
 Shock 
 Nausea and vomiting 
 

MANAGEMENT 
If breathing adequate – Oxygen  – maintain SpO2 above 94% 
If breathing inadequate – manage airway w/ OPA/NPA & BVM 
Position of comfort 
Assist patient with prescribed Epi Pen 
EPINEPHRINE:  
 IM - 1:1,000; 0.3 mg q 10-20 min PRN 
IV access, NS TKO/Saline Lock OR fluid challenge for SBP<90 
ET / Supraglottic intubation, EtCO2, and C-collar as indicated 
Give nothing PO to a patient in anaphylaxis. 
 

PEDIATRIC PATIENT (Use Broselow Tape) 
Epinephrine 1:1000   
 IM -0.01 ml/kg/dose q 15 min (0.3 ml maximum dose) 
 

ESSENTIAL DOCUMENTATION 
Mental Status 
Vital signs 
 Pulsoximeter 
Shortness of breath 
History of anaphylaxis 
Time, dose & route of medication administration 
 

KEY POINTS / CONSIDERATIONS 
Differential: 

• Anaphylaxis is highly likely when any one of the following three categories is fulfilled: 
1 Acute onset of an illness with involvement of the skin, mucosal tissue, or both, and at 

least one of the following: 
§ Respiratory compromise (dyspnea, wheezes/bronchospasm, stridor, hypoxemia) 
§ Reduced blood pressure or associated symptoms of end-organ dysfunction 

(hypotonia, collapse, syncope or incontinence) 
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2 Two or more of the following that occur rapidly after exposure to a likely allergen for 
that patient: 
§ Involvement of the skin-mucosal tissue (e.g. generalized urticarial, itch-flush, swollen 

lips/tongue/uvula) 
§ Respiratory compromise (e.g. dyspnea, wheeze/bronchospasm, stridor, hypoxemia) 
§ Reduced BP or associated symptoms (e.g. hypotonia, collapse, syncope, 

incontinence) 
§ Persistent GI symptoms (e.g. crampy abdominal pain, vomiting) 

3 Reduced blood pressure after exposure to known allergen for that patient 
§ Infants and children – low BP (age-specific) or greater than 30% decrease in systolic 

BP 
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ASTHMA/COPD 
Last Updated: 01 May 2017 

ABCs 
 
ASSESSMENT 

Vital signs 
Respiratory rate  

Pulsoximetry / CO level 
Lung Sounds 
 

MANAGEMENT 
Position of comfort 
If breathing adequate – Oxygen  – maintain SpO2 above 94% 
If breathing inadequate – manage airway w/ OPA/NPA & BVM 
ET / Supraglottic intubation, EtCO2, and C-collar as indicated 
Assist patient with beta agonist inhalers with spacer 
Albuterol nebulizer, 1 unit inhalation over 5-15 min/4-6L O2 
Epinephrine 0.3 ml (0.3 mg) 1:1000 SQ/IM as needed for status asthmaticus 
 (Use caution with elderly or history of heart disease) 
IV NS TKO/Saline Lock 
 
 

PEDIATRIC PATIENT (Use Broselow tape) 
Albuterol nebulizer, .03 mL/kg inhalation over 5-15 min/4-6L O2 
 

ESSENTIAL DOCUMENTATION 
Vitals 
Time, dose & route of medication administration 
 

KEY POINTS / CONSIDERATIONS 
Differential: 
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BEHAVIORAL / PSYCHIATRIC EMERGENCY 
Last Updated: 01 May 2017 

SCENE SAFETY 
Dangerous or combative patients require restraint by police officers prior to delivery of EMS 

care 
EMS personnel will not transport a dangerous or combative patient until they are appropriately 

restrained by police per their protocols 
A police officer or officers will ride along in the ambulance with any dangerous patients 
 

ABCs 
 
 

ASSESSMENT 
Psychiatric evaluations can not be performed by EMS personnel,  
 

MANAGEMENT 
In the restrained patient, document vitals and CSM distal to restraints frequently 
 

ESSENTIAL DOCUMENTATION 
Document any specific suicidal or homicidal statements or plans by quoting the patient’s exact 

words or noting the alternate source of the information. Never paraphrase or assume. 
 

KEY POINTS / CONSIDERATIONS 
Differential: Hypoxia 
  Hypoglycemia 
  Drug overdose 
  Hypothermia 
  Carbon Monoxide poisoning 
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STROKE/CVA  
Last Updated: 01 May 2017 

ABCs 
 

ASSESSMENT 
Mental Status + GCS 
Vital signs 
 Pulsoximeter 
 Obtain Blood Glucose 
Cincinnati Stroke Scale 
Physical Exam 
Obtain 3-lead ECG 
 

MANAGEMENT 
If breathing adequate – Oxygen  – maintain SpO2 above 94% 
If breathing inadequate – manage airway w/ OPA/NPA & BVM 
Hyperoxygenate @ 30/min per BVM if elevated ICP suspected 
ET / Supraglottic intubation, EtCO2, and C-collar as indicated for respiratory depression 
IV access, NS TKO 
From Direct Medical Control: 
For Seizure activity:  
 Request Diazepam (Valium) 5-10 mg IV over 2-4 min 
 

ESSENTIAL DOCUMENTATION 
Mental Status 
 Time Last Normal 
Vital signs 
Neurologic deficits: Reassess and document times of neuro checks 
ECG Strip & interpretation 
 

KEY POINTS / CONSIDERATIONS 
Differential: 
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HYPERGLYCEMIA  
(Diabetic ketoacidosis) 

Last Updated: 01 May 2017 
ABCs 

 
ASSESSMENT 

Mental Status + GCS 
Vital signs 
 Blood Glucose 
Obtain 3-lead ECG 
Physical Exam 
 

MANAGEMENT 
If breathing adequate – Oxygen  – maintain SpO2 above 94% 
If breathing inadequate – manage airway w/ OPA/NPA & BVM 
IV access, NS TKO; 250 cc bolus as indicated for hypovolemia. 
 

ESSENTIAL DOCUMENTATION 
Mental Status 
Vital signs 
Blood glucose 
 

KEY POINTS / CONSIDERATIONS 
Differential:  

• Always consider underlying cause of hyperglycemia.  Diabetes, infection, MI, etc. 
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HYPOGLYCEMIA 
Last Updated: 01 May 2017 

ABCs 
 

ASSESSMENT 
Mental Status + GCS 
Vital signs 
 Obtain Blood Glucose 
Physical Exam 
 

MANAGEMENT 
If breathing adequate – Oxygen  – maintain SpO2 above 94% 
If breathing inadequate – manage airway w/ OPA/NPA & BVM 
Oral glucose for BG<70 with symptoms, if patient is conscious & maintaining own airway 
IV access, NS TKO/Saline Lock 
D50  25G IV push, repeat if BS  <70mg/dl   
 

PEDIATRIC PATIENT (Use Broselow tape) 
Newborn: Remember that hypoglycemia may mimic hypoxia. Also infants and small children 

deplete glucose stores rapidly when traumatized or ill. 
Dextrose: 

Infants - 1.0-2.0 cc/kg IV of D25 (Dilute 1:1 D50 & normal saline) 
Children - 0.5-1.0 cc/kg IVP of D50 (0.25-0.5 gm/kg) 

 
ESSENTIAL DOCUMENTATION 

Mental Status 
Vital signs 
Blood glucose 
Time, dose & route of medication administration 
 

KEY POINTS / CONSIDERATIONS 
Differential: 

• Always assume altered mental status is from hypoglycemia, not hyperglycemia if glucose 
monitor is unavailable. 
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OVERDOSE & POISONING 
Last Updated: 01 May 2017 

ABCs 
 

ASSESSMENT 
Mental Status 
Vital signs  
 PulsOximeter / CO level 
 Blood Glucose 
Obtain 3-lead ECG 
Obtain all pill containers or other relevant information about substances 
Do not risk exposing yourself to obtain information 
Obtain patient weight, amount exposed, length of time of exposure, if any interventions have 

occurred, and if patient has vomited. 
Contact Poison Control as needed with above information: 1.800.222.1222 
 

MANAGEMENT 
If breathing adequate – Oxygen  – maintain SpO2 above 94% 
If breathing inadequate – manage airway w/ OPA/NPA & BVM 
Anticipate vomiting, have suction ready 
Prepare AED 
Conscious & alert patient with intact gag reflex: 
 Activated Charcoal 50G PO 
Unconscious pt. – follow unconscious/unknown p.28 
IV access, NS TKO/Saline Lock 
Narcan: 
 IV - 0.4-2 mg slow push, titrate to effective respiration 
D50 if BG<70 or unknown blood sugar 
ET / Supraglottic intubation, EtCO2, and C-collar as indicated only after Narcan administration 
 

PEDIATRIC PATIENT (Use Broselow tape) 
 IV/IM: 0.1 mg/kg newborn to 5 years; adult dose thereafter 
 

ESSENTIAL DOCUMENTATION 
Mental Status 
Vital signs 
Pill containers to clinic 
Time, dose & route of medication administration 
ECG Strip & interpretation 
 

KEY POINTS / CONSIDERATIONS 
Differential: 
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SEIZURE 
Last Updated: 01 May 2017 

ABCs 
 

ASSESSMENT 
Mental Status + GCS 
Vitals signs 
 PulsOximeter / CO level 
 Blood Glucose 
 Temperature 
 

MANAGEMENT 
Provide safe environment 
If breathing adequate – Oxygen  – maintain SpO2 above 94% 
If breathing inadequate – manage airway w/ OPA/NPA & BVM 
Anticipate secretions and position patient accordingly 
Suction as indicated 
ET / Supraglottic intubation, EtCO2, and C-collar as indicated 
IV access, NS TKO 
D50: 
 IV - 25G, blood glucose<70 
NARCAN: 
 IV - 0.4 mg 
 ETT 2.0 mg 
From Direct Medical Control 
Request Diazepam 5-10 mg slow IVP; May repeat x 3 q 10 min for active generalized seizing;  
 IM: 5-10 mg if unable to obtain IV access 
[2] 

PEDIATRIC PATIENT (Use Broselow tape) 
 Maximum total dose: 5 mg 
 0.2-0.5  mg/kg slow IVP (2-4 min) q 15-30 minutes 
 0.5 mg/kg per rectum (use tuberculin syringe); may repeat x 1 
 

ESSENTIAL DOCUMENTATION 
Mental Status & reassessment 
Vital signs 
Presence or absence or preseizure aura 
Duration of seizure 
Type of seizure activity (which extremities, eye movements, head movement), and postictal state. 
Possible injuries during seizure 
Time, dose & route of medication administration 
Response to therapy 
 

KEY POINTS / CONSIDERATIONS 
Differential: 
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TRAUMA EMERGENCIES 
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BURNS 
Last Updated: 01 May 2017 

SCENE SAFETY 
Beware of Hazmat; protect yourself from injury 

 
ABCs 

Protect airway and assist ventilations as needed 
 
ASSESSMENT 

Remove all constricting clothing and jewelry during head to toe inspection 
+/- facial /inhalation burns 
Vital signs  
Pulsoximetry / CO levels 
 

MANAGEMENT 
SAFELY remove patient from source of burning – stop burning process 
Chemical liquid or gas burn:  flush with water 
Chemical powder: brush off powder prior to flushing 
Cool to normal temperature with sterile water or saline 
Observe for hypothermia – if signs of hypothermia, stop cooling interventions 
If breathing adequate – Oxygen  – maintain SpO2 above 94% 
If breathing inadequate – manage airway w/ OPA/NPA & BVM 
ET / Supraglottic intubation, EtCO2, and C-collar as indicated for airway edema 
Apply dry, sterile dressings 
Do not delay transport 
IV access, NS 250cc bolus as indicated (contact Medical Control for maintenance rate) 
From Direct Medical Control 
Request Morphine Sulfate 
 IV: 1-3 mg q 5-30 minutes  
 IM: 5-10 mg  q 2 hours 
 

PEDIATRIC PATIENT (Use Broselow tape) 
IM/SQ: 0.1-0.2 mg/kg q 2 hours 

 
ESSENTIAL DOCUMENTATION 

Mental Status 
Vital signs 
Respiratory rate & quality 
CSM distal to extremity injury 
Burn percentage – Rule of Nines 
Alaska Burn Report as necessary 

 

Park land Formula : 
𝑽   = 𝟒   ∗ (𝒑𝒕  𝒘𝒆𝒊𝒈𝒉𝒕  𝒊𝒏  𝒌𝒈) ∗ (𝑻𝑩𝑺𝑨 ∗ 𝟏𝟎𝟎) 

 
• First half of volume delivered within 8 hours of burn incident  
• Remaining fluid delivered in next 16 hours 
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HEAD INJURY 
Last Updated: 01 May 2017 

ABCs 
 

ASSESSMENT 
MOI 
Mental Status + GCS 
Vital signs 
 Pulsoximeter 
Neurologic exam 
 

MANAGEMENT 
Full spinal immobilization as indicated by MOI 
If breathing adequate – Oxygen  – maintain SpO2 above 94% 
If breathing inadequate – manage airway w/ OPA/NPA & BVM 
ET / Supraglottic intubation, EtCO2, and C-collar as indicated 
ONLY Hyperoxygenate @ 20/min per BVM if elevated ICP suspected 

(seizure; fixed, asymmetrical, or dilated pupils; posturing; Cushing’s Triad) 
Elevate head of board if not hypotensive 
Tamponade facial and scalp lacerations with sterile dressing 
Cover areas of leaking spinal fluid or exposed brain tissue. 
Reasses and document neuro checks 
IV access, NS TKO 
 

PEDIATRIC PATIENT (Use Broselow tape) 
IV/IO: 1mg/kg slow IVP 
 

ESSENTIAL DOCUMENTATION 
Mental Status 
Neurologic exam & reassessments 
MOI and length of any loss of consciousness 
 

KEY POINTS / CONSIDERATIONS 
Differential: 

•  
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ORTHOPEDIC INJURY 
Last Updated: 01 May 2017 

ABCs 
 

ASSESSMENT 
Mental Status 
Vital Signs 
CSM distal to injury 
Tenderness, instability, or crepitus 
Mechanism of injury 
 

MANAGEMENT 
Oxygen – maintain SpO2 above 94% 
Expose injury and control bleeding 
Immobilize all suspected Fx & dislocation 
Spine immobilization as indicated 
Assess for pelvic Fx and immobilize using pelvic sheeting or KED 
Apply cold 
Femur Fx – Traction if mid-shaft with loss of distal CSM or for pain reduction 
 
IV access NS TKO PRN (hypotension, pelvic or femur fracture) 
Reduce extremity fracture under gentle manual traction if open or angulated with loss of distal 

pulse – stop if any significant increase in pain or you meet resistance 
From Direct Medical Control 
Request Morphine sulfate 1-3 mg IV q 5-30 min prn 
  

ESSENTIAL DOCUMENTATION 
Mechanism of Injury 
CSM distal to injury and times of reassessment 
TIC for suspected fracture 
Immobilizations 
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VOLUME SHOCK / HYPOPERFUSION 
Last Updated: 01 May 2017 

ABCs 
 

ASSESSMENT 
Mental Status 
Vital signs 
Pulsoximeter + CO 
Obtain 3-lead ECG 
 

MANAGEMENT 
Control bleeding for obvious hemorrhage 
Tourniquet for bleeding not immediately controllable by direct pressure 
Supine or Trendelenburg postion (head down, with legs elevated 10-12”) if no head or chest 

injury and if tolerated 
Prevent heat loss 
If breathing adequate – Oxygen  – maintain SpO2 above 94% 
If breathing inadequate – manage airway w/ OPA/NPA & BVM if respiratory rate <10 or >30 
ET / Supraglottic intubation, EtCO2, and C-collar as indicated 
 
2 large bore IVs 
NS TKO 250 cc rapid bolus titrated to BP>90, assess lung sounds after each bolus 
Treat dysrhythmias according to relevant protocol 
 

PEDIATRIC PATIENT (Use Broselow tape) 
IV fluid bolus: 20 mL/kg.  May repeat prn x2 
 

ESSENTIAL DOCUMENTATION 
LOC 
BP 
Obvious injuries/hematoma 
 

KEY POINTS / CONSIDERATIONS 
Differential:  

•  
 



 

 
SVFD EMS Standing Orders                                   Nathan Peimann, M.D. _______________   49 

TENSION PNEUMOTHORAX 
Last Updated: 01 May 2017 

ABCs 
 

ASSESSMENT 
Vital signs q 5 minutes 
 PulsOximeter + CO 
Assess signs and symptoms of tension pneumothorax: 
 Respiratory distress 
 Deviated/Tugging of trachea (away from side of tension) 
 Diminished or absent breath sounds 
 Distended neck veins 
 Distended hand veins 
 Hypotension and/or other evidence of shock 
 Subcutaneous emphysema 
 Lack or response to resuscitation attempts 
 PEA 
Obtain 3-lead ECG 
 

MANAGEMENT 
Position of Comfort 
If breathing adequate – Oxygen  – maintain SpO2 above 94% 
If breathing inadequate – manage airway w/ OPA/NPA & BVM 
ET / Supraglottic intubation, EtCO2, and C-collar as indicated 
IV access; NS TKO / Saline Lock 
If a penetrating chest wound has been sealed, temporarily unseal wound and allow air to escape 
Needle thoracostomy 
 

ESSENTIAL DOCUMENTATION 
Mental Status 
Vital Signs 
Breath sounds – unequal? 
Flail chest? 
Obvious thoracic injury? 
 

KEY POINTS / CONSIDERATIONS 
Differential:  

•  
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HEAT ILLNESS 
Heat Stroke / Heat Exhaustion 

Last Updated: 01 May 2017 
ABCs 
 
ASSESSMENT 

Mental Status + GCS, coordination, confusion 
Skin signs (sweaty or dry) 
Vital signs 

Pulsoximeter 
Glucometry 
Temperature – (101º - 106º indicates heat stroke) 

Obtain 3-lead ECG 
 

MANAGEMENT 
Remove pt. from hot environment to a cool area if possible 
Remove constricting and warm clothing 
Begin oral rehydration if indicated for non-severe heat cramps or minor heat exhaustion 
 Use small sips of water or balanced electrolyte solution 
If altered LOC or severe symptoms, begin evaporative cooling 
 COOL - drape with wet sheet, cool compress and fan 
Do not allow cooling to delay transport – cool en route 
If breathing adequate – Oxygen  – maintain SpO2 above 94% 
If breathing inadequate – manage airway w/ OPA/NPA & BVM 
If pt. is alert with no signs of heat stroke – Oral fluids – frequent small amounts of sports drink 

or water with ¼ tsp of salt 
 Adults:  give a total of 1 L 
 Peds:  10 ml/kg to a maximum of 1 L 
 NPO for temp > 101º 
IV access, NS 

Adult:  250 ml fluid bolus to maintain BP if no Pulmonary Edema, Reassess after every 250 
ml for signs of circulatory overload 

 Peds:  20 mL/kg bolus 
Treat dysrhythmias according to protocol 

 
ESSENTIAL DOCUMENTATION 

Mental Status + GCS 
Vital signs including temp 

 
KEY POINTS / CONSIDERATIONS 
Differential:  

•  
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COLD WATER IMMERSION & NEAR 
DROWNING 

Last Updated: 01 May 2017 
ABCs 
 
ASSESSMENT 

Vital signs 
Incl. 1 min. for pulse check 

 Pulse Oximeter 
 Blood Glucose 
 Temperature 
Assess for associated injuries; i.e. C-spine assoc. with diving, etc. 
Obtain 3-lead ECG 
 NOTE: Shivering mimics V-fib on monitor 

 
MANAGEMENT 

CPR if patient is pulseless after 60-second pulse check 
No Heimlich necessary unless evidence of foreign body in airway 
No specific maneuver to expel water from lungs. 
If breathing adequate – Oxygen  – maintain SpO2 above 94% 
If breathing inadequate – manage airway w/ OPA/NPA & BVM 
ETT intubation, end tidal CO2 detection, and C-collar as indicated 
Prepare AED 
Hypothermia SOPs as indicated 

NOTE:If Core temperature is above 85º (35ºC), meds should be used as in the normothermic 
patient. 

IV access, NS TKO, warmed between 104° & 108° if possible, or saline lock 
If no significant delay to rescue, remove from water in horizontal position 
Handle gently to reduce risk of ventricular fibrillation 
ACLS Algorithm as indicated 
 

ESSENTIAL DOCUMENTATION 
Mental Status 
Vital signs 
 Respiratory rate and quality of effort 
 Temp. (rectal for suspected hypothermia) 
 

KEY POINTS / CONSIDERATIONS 
Differential:  

•  
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FROSTBITE 
Last Updated: 01 May 2017 

ABCs 
 
ASSESSMENT 

Mental Status 
Vital signs, including temperature 
Extent of frostbite 
CSM/Skin of all extremities including nose/ears 

 
MANAGEMENT 

Prevent further cold exposure and work diligently to prevent re-freezing 
Handle gently, Do not rub 
Bandage as a burn with bulky, non-adherent dressings 
<60 minutes from destination 

-- Insulate frostbitten part and transport 
>60 minutes from destination, no chance of refreezing or ambulation on affected area 

-- Rewarm, suspended in water; 99º-102º degrees, maintain constant temperature throughout the 
rewarming process. 

IV access, NS for severe frostbite 
From Direct Medical Control 
 Request Morphine Sulfate for pain, 2-4 mg IV 
Prevent further heat loss and injury. Remove tight or wet clothing and jewelry 
Hypothermia SOs as indicated 

 
ESSENTIAL DOCUMENTATION 

MOI 
Mental Status 
Vital signs & Temp (core temp for suspected hypothermia) 
Distal CSM 

 
KEY POINTS / CONSIDERATIONS 
Differential:  

• If transport time will be short, the risks posed by improper rewarming or refreezing outweighs the 
risks of delaying treatment for deep frostbite. 

• If transport time will be prolonged, frostbite will often thaw spontaneously. It is more important to 
treat or prevent hypothermia than to rewarm frostbite rapidly in warm water. This does not mean 
that a frostbitten extremity should be kept in the cold to prevent spontaneous rewarming. Anticipate 
that frostbitten areas will rewarm as a consequence of keeping the patient warm and protect these 
areas from refreezing at all cost. 
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 HYPOTHERMIA 
Last Updated: 01 May 2017 

ABCs 
 
ASSESSMENT 

Mental Status + GCS 
Vital signs 
 Assess Pulse & Respiratory rate for 60 sec. 
 Temperature – back or chest feels cold against ungloved hand 
 Blood Glucose 
Assess for shock 
Assess for illness or injury which may have precipitated hypothermia 
Obtain 3-lead ECG 
 Check for potential V-fib 
 

MANAGEMENT 
CPR as indicated 
Oxygen – maintain SpO2 above 94%, warmed and humidified, NRB/NC/BVM as indicated 
 Ventilate at 6 breaths/minute 
ETT intubation, end tidal CO2 detection, and C-collar for respiratory depression 
 Maintain EtCo2 between 35-45 mmHg 
Prevent further heat loss:  

• Move to warm environment, protected from wind 
• Remove wet clothing 
• Insulate patient, especially from ground, cover with vapor barrier 

Handle patient gently to protect skin and prevent Ventricular Fibrillation 
Keep patient horizontal 
MILD hypothermia – Core temperature > 90ºF (32ºC), Alert and shivering  

Warmed, calorie-rich oral fluids if gag reflex intact, warm bath if Alert, mild exercise if mobile 
Consider skin to skin contact in sleeping bag if >15 min. from destination 
Insulated chemical heat packs to neck, axilla, groin 

MODERATE to SEVERE hypothermia – Core temp < 90ºF (32ºC), decreased LOC, no shivering 
HANDLE GENTLY, no rubbing or manipulation of extremities (can cause VF) 
NO PO fluids, warm water immersion or exercise if LOC decreased or gag reflex absent 
Consider skin to skin contact in sleeping bag if >15 min. from destination 
Insulated chemical heat packs to neck, axilla, groin 

IV access NS TKO, warmed if possible 
ACLS algorithm 
 

ESSENTIAL DOCUMENTATION 
 
KEY POINTS / CONSIDERATIONS 
Differential:  

•  
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ALASKA HYPOTHERMIA ALGORITHM 
Last Updated: 01 May 2017 
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OBSTETRIC EMERGENCY 
Last Updated: 01 May 2017 

ABCs 
 
ASSESSMENT 

Vital signs including temperature 
Pulsoximeter 
Blood glucose level 

 
MANAGEMENT 

Oxygen – maintain SpO2 above 94% 
Transport if not crowning 
Warm environment for infant (see newborn care) 
Avoid supine position of pregnant patient. Transport pt. Left lateral recumbent. 
If crowning conduct delivery 
Allow placenta to deliver naturally. DO NOT forcibly extract. 
Massage fundus and put baby to breast to reduce uterine bleeding 
IV access, NS 250cc bolus for Pulse>100 OR SBP<100; may repeat 
 See PALS guidelines for meconium staining 
PALS Algorithm 
 

COMPLICATIONS 
Cord prolapse: 

Mother on back with hips flexed 
Insert sterile gloved fingers into vagina pushing infant up and relieving pressure on the cord 
Check cord for pulsation 
Transport mother immediately 

Breech: 
If unable to deliver head, place sterile gloved hand into vagina with palm toward baby’s face 
to maintain airway 

Arm or leg presentation: 
Transport immediately 
Check for cord prolapse. 

Postpartum hemorrhage: 
Massage uterus and put baby to breast 
Sanitary napkin over vaginal opening 
2 large bore IV lines with NS wide open. May reduce flow for SBP ≥ 100 

Hypertensive disorder of pregnancy (Preeclampsia; Eclampsia) 
Transport patient on left side 
Be prepared for seizure activity,  

 
ESSENTIAL DOCUMENTATION & HISTORY 
 Due date (Term or Preterm?)  Problems during pregnancy? 
 Prenatal care?    Twins? 
 Ruptured membranes?   Vaginal bleeding? 
 Time of delivery   Quality & color of amniotic fluid 
 Respiratory rate, Heartrate  APGAR Score 
 Maternal Vital signs   Infant vitals and blood glucose 
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NEWBORN CARE 
Last Updated: 01 May 2017 

NEONATAL RESUSCITATION 
HR > 100 and crying: 

Keep oral and nasal passages clear (bulb suction mouth & nostrils) 
Keep placenta at same level as infant. 
Stimulate, dry, keep warm 
Clamp and cut umbilical cord in two places, 6 inches from baby 

APGAR at 1 & 5 minutes (If 5 min score ≤ 7, repeat q 5 min until two scores ≥ 8) 
Check Blood glucose (heel stick) 

 
HR < 100, apneic or weak respiratory effort – NO Meconium: 

Stimulate, dry, keep warm 
Keep oral and nasal passages clear 
High flow oxygen (blowby) 
Assist ventilation (every 2 seconds) 
 (Be careful not to overinflate lungs!) 
Clamp and cut umbilical cord in two places, 6 inches from baby 
Initiate CPR if HR < 80 
Intubate, end tidal CO2, C-collar as indicated 
IV access as indicated 
Consider epinephrine & naloxone 

  
HR < 100 & Meconium present: 

DO NOT STIMULATE BABY BEFORE SUCTIONING 
Suction hypopharynx before delivering shoulders 
Once delivered, visualize cords, suction thru ET tube.  
If secretions are not clear, may reintubate x2 using NEW ET tube and stylette each time. 
Aspirate abdominal contents with meconium aspirator. 
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CINCINNATI STROKE SCALE 
Last Updated: 01 May 2017 

Facial Droop  
Direct Patient to  
Normal: Both sides of face move equally  
Abnormal: One side of face does not move at all  
 
Arm Drift  
Direct Patient to 
Normal: Both arms move equally or not at all  
Abnormal: One arm drifts compared to the other  
 
Speech  
Direct Patient to 
Normal: Patient uses correct words with no slurring  
Abnormal: Slurred or inappropriate words or mute  
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TRIAGE 
Last Updated: 01 May 2017 

 
 
  



 

 
SVFD EMS Standing Orders                                   Nathan Peimann, M.D. _______________   69 

FIRE SCENE REHAB 
Last Updated: 01 May 2017 

 
EMS will respond with both ambulances to all working fires within the confines of the city, 
Liarsville, and the end of the pavement on Dyea Road for rehab of firefighters and for medical 
support.  EMS shall respond with only one ambulance outside of this area, so as to provide for 
adequate in-town response should such become necessary. 
 
Before leaving the station, ambulance personnel shall load the prepared Rehab Equipment 
containers and the spare rack of SCBA canisters. 
 
The Rehab Equipment containers shall be stocked with: 

• Hot packs 
• Cold packs 
• Water bottles 

• Spare blankets 
• Emergency food 

• Tarps for bottle 
change station 

 
Upon leaving the station the ambulance crews shall contact Incident Command for staging 
directions.  In the absence of a specific location, the ambulance crews shall set up operations in 
close proximity to other responding fire apparatus, yet out of the danger zone of the fire and its 
smoke pattern, and with a clear path of egress for both units. 
 
On scene, the ambulance crews shall prepare for rehab operations including a bottle changing 
station.  At their earliest opportunity, personnel shall take all but one spare SCBA bottle from each 
fire apparatus and shall make a list of arrival times of each apparatus and the responders thereon. 
 
Once the Rehab station has been established, it shall also serve as the incident staging area and all 
personnel responding POV shall check in there. 
 
Rehab personnel have the authority at any time to hold anyone from returning to the scene. 
 
Rehab shall also be established, at a reduced level with only one ambulance at any live fire training 
scene or during any practical training where there is an increased risk of injury or exhaustion. 
 
Firefighters wearing SCBA shall respond to the Rehab station for each bottle change.  After the 
second bottle change and after each subsequent one, all firefighters shall rest for the minimum 
period and be monitored by the Rehab personnel. 
Firefighters not wearing SCBA shall report to Rehab after their first hour on scene and each half 
hour thereafter. 
The minimum rest period shall be 15 minutes. 
 
If firefighter is alert and able to swallow: 

• Assist with loosening bunker gear, 
• Allow firefighter to sit away from scene activity 
• Check Vitals: 

o Temperature 
o If BP remains above 170/110, firefighter may not return to scene 
o Pulse must lower to within normal limits for firefighter to return to scene 
o Pulsoximetry / CO 
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§ If pulsoximetry is <92% and/or CO is >10, administer supplemental O2 
• Give electrolyte drink or water and encourage firefighter to sip fluids 
• Have cool washcloths or cold packs available 

 
If firefighter has altered LOC and no Hx of trauma: 

• Remove bunker gear 
• Supplemental O2 via NRB or BVM 
• BG and treat as indicated 
• Pulsoximetry and CO 
• IV and 250cc fluid bolus as indicated 
• Consider trendelenburg position 
• Check Vitals 

o Temperature 
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 CONTROLLED SUBSTANCES 
Last Updated: 01 May 2017 

 
The SVFD maintains an inventory and administers controlled substances that are controlled by federal 
law under the Controlled Substances Act, Title 21 United States Code 801-971 and the DEA regulations, 
Title 21, Code of Federal Regulations, Parts 13oo to End. In conjunction with these laws, this protocol 
outlines an acceptable paper trail for DEA review with regard to administration of morphine (MSO4) for 
emergency use. 
• Stores of MSO4 are to be kept in a double lockbox on the ambulance. 
• Keys or codes will be kept by the EMT-IIIs only (on their persons and not somewhere in the 

ambulance.) 
• These medications will be obtained from Dahl Memorial Clinic and dispensed with appropriate 

documentation. 
• These medications will be checked for expiration date by EMT-III on a monthly basis and this will be 

documented quarterly. 
• These drugs will only be used per SVFD standing orders as a “request” order, requiring voice contact 

with the Medical Director or receiving physician at Bartlett Regional Hospital. 
• MSO4 use and dose with the patient’s name must be documented on a controlled substances drug 

sheet (kept in the ambulance), signed by the EMT-III on scene, and by the physician giving approval 
of their use. The vial or tubex must then be disposed of at the clinic with disposal countersigned by 
the EMT-III and clinic staff (two persons). The clinic pharmacy and SVFD will both retain copies. 

• The EMT-III administering controlled substances is responsible for properly implementing this 
protocol and the same day completion of the documentation. 
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INTRAOSSEOUS INFUSION  
Last Updated: 01 May 2017 

INDICATIONS: 
• IO access should be placed if a peripheral IV is difficult to obtain in an emergent or 

medically necessary situation 
• If the patient is peripherally vasoconstricted, IO may be attempted before IV access. 
• When considered, do not necessarily wait for IV access to fail prior to attempting IO access 

 
CONTRAINDICATIONS: 

• Fracture of target bone 
• Gross infection at insertion site 
• Inability to identify landmarks 
• IO or attempted IO access in target bone within previous 48 hours 
• Prosthesis or orthopedic procedure near insertion site 
• Osteogenesis imperfect (a congenital disease in which the bones fracture easily 

 
SITES 

Proximal tibia (1-3 cm distal to tibial tuberosity on anteromedial surface) 
 

PROCEDURE (EZ-IO): 
1. Fill syringe with appropriate fluid and set up infusion system 
2. Ensure that the IO Driver and needle set are securely seated 
3. Identify proper anatomical site for IO infusion 
4. Clean site with antiseptic swab 
5. Remove and discard the needle set safety cap from the IO needle set 
6. Insert device at a 90-degree angle and away from epiphyseal plate 

a. Gently power or press needle set until needle set tip touches bone 
b. Ensure at least 5mm of the catheter is visible 
c. Penetrate bone cortex by squeezing the driver’s trigger and applying gentle, steady 

downward pressure 
7. Penetrates the bone with firm pressure and identifies a “pop” 
8. Stabilize device, remove stylet and place in sharps container 
9. Attach syringe and aspirate for marrow contents 
10. Slowly push fluid and observe site for infiltration.  

a. In the patient responsive to pain, this may be 2% Lidocaine for the initial push*.  
i. Adults: 2.0 mL (40 mg) of 2% lidocaine over 120 seconds. Allow to dwell in IO 

space for 60 seconds 
ii. Peds: 0.5 mg/kg, not to exceed 40 mg of 2% lidocaine over 120 seconds. Allow to 

dwell in IO space for 60 seconds 
b. Repeat PRN for pain: 

i. Adults: 1.0 mL (20 mg) of 2% lidocaine over 60 seconds. 
ii. Peds: 0.25 mg/kg, not to exceed 20 mg of 2% lidocaine over 60 seconds 

c. Afterward flush with at least 10 cc of NS before use of the IO access for medications 
11. Push fluid bolus 
12. Continuously monitor site for infiltration 
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 NEEDLE DECOMPRESSION  
Last Updated: 01 May 2017 

INDICATIONS: 
Traumatic Cardiac Arrest: perform bilateral needle thoracostomies 
If not in traumatic arrest, al l  o f  the fo l lowing must be present  
• Severe respiratory distress 
• Hemodynamic compromise 
• Decreased or absent breath sounds on one side of the chest 
• Either distended neck veins or tracheal deviation away from the side with tension 

 
CONTRAINDICATIONS: 

None if the above conditions are satisfied 
 
PROCEDURE: 

1. Prep site with betadine or alcohol 
2. Use 14 or 16 gauge catheter attached to 12 ml syringe 
3. Use suction on syringe until through chest wall or until air return to prevent complication of 

pneumothorax 
4. Insert catheter immediately above the third rib (second intercostal space), mid-clavicular line, 

on the side of the decreased breath sounds or opposite the side of tracheal deviation. 
5. Once air returns, simultaneously remove the needle and advance catheter only to the hub. If 

catheter hub reaches chest wall without an air rush, remove needle and leave catheter in 
place. 

6. Needle Decompression may be attempted one additional time, with manual displacement of 
chest wall tissue (may occur with obese or extremely muscular patients). Site of second 
attempt should be within 1 cm of original site. 

7. Stabilize the catheter perpendicular to the chest. Apply 3-sided valve dressing, or flutter 
valve 

8. Reassess the patient, including distress, breath sounds and vital signs 
 
KEY POINTS / CONSIDERATIONS 

• Use caution when placing catheter through the second intercostal space to avoid nerve, vein, 
and artery on the underside of the second rib. Keep catheter as close to the upper edge of 
the third rib as possible 
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 AIRWAY MANAGEMENT 
Last Updated: 01 May 2017 

 
MANUAL MANEUVERS: 

• Head tilt / Chin lift 
• Modified jaw thrust in cases of suspected spinal injury 
• Foreign body airway obstructions which are directly visualized may be removed using Magill 

forceps (EMT-2) 
 
BASIC AIRWAY ADJUNCTS 

• Oropharyngeal Airway 
o Contraindicated in patients who do not tolerate (gag reflex) 

• Nasopharyngeal Airway 
o Contraindicated in patients with facial or basilar skull fracture 

 
VENTILATION 

• An open airway must be secured prior to effective ventilation 
o Consider using multiple adjuncts 

• Mouth-to-Mask Ventilation 
o Consider prior to availability of BVM 

• Bag-Valve Mask 
o Indications: 

§ Apnea 
§ Respiratory rate greater than 30 or less than 10 
§ Inadequate or insufficient ventilation within any respiratory rate 

 
SUCTION 

•  
 
ADVANCED AIRWAY MANAGEMENT 

• SUPRAGLOTTIC AIRWAY DEVICE (King LT) 
o Supraglottic airway devices such as the King LT or iGel may be used as the first option  

• ENDOTRACHEAL INTUBATION 
o ET intubation attempts should be limited to two unsuccessful attempts before using a 

supraglottic device 
[3] 
PULSE OXIMETRY: 

• For persons with underlying respiratory disease, titrate oxygen to maintain normal saturation for 
that individual. 

• For persons without respiratory disease at sea level: 
SpO2 Interpretation Action 

94% – 99% Ideal Range Oxygen therapy as indicated by patient signs 
and symptoms, MOI or nature of Illness 90% – 94% Mild to Moderate Hypoxemia 

85% – 90% Severe Hypoxemia 
Check airway, begin aggressive oxygen 
therapy, high flow O2 via NRB @ 15 L. 
Consider BVM @ 100% O2 

Below 85% Respiratory Failure Prepare to intubate or assist ventilations w/ 
BVM @ 100% O2 
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APPROVED ABBREVIATIONS 
Last Updated: 01 May 2017 

 
A&O X4 Alert and Oriented to person, 

place, time, and event 
ABD  Abdomen/Abdominal 
ACLS  Advanced Cardiac Life Support 
ALS  Advanced Life Support 
AMA  Against Medical Advice 
ASA  Aspirin 
AVPU  Alert 

responsive to Verbal stimuli 
  responsive to Painful stimuli 
  Unresponsive 
BG  Blood Glucose 
BLS  Basic Life Support 
BP  Blood Pressure 
BVM  Bag-Valve-Mask 
C-spine  Cervical Spine 
c/o  Complaining of 
CC  Chief Complaint 
CHF  Congestive Heart Failure 
CNS  Central Nervous System 
CO  Carbon Monoxide 
COPD  Chronic Obstructive Pulmonary 

Disease 
CPR Cardiopulmonary Resuscitation 
CSM Circulation 
 Sensation 
 Motion 
CSF Cerebrospinal Fluid 
CVA  Cerebral Vascular Accident 
D25  25% Dextrose 
D50  50% Dextrose 
DEFIB  Electrical defibrillation 
DKA  Diabetic Ketoacidosis 
DNR  Do Not Resuscitate 
DOA  Dead on Arrival 
ECG  Electrocardiogram 
ET  Endotracheal  
EtCO2  End Tidal CO2 
ETOH  Ethyl Alcohol 
Fx  Fracture 
GCS  Glasgow Coma Scale 
GI  Gastrointestinal 
GSW  Gunshot wound 
gtts  drops 
HEENT Head, eyes, ears, nose, throat 
HR  Heart Rate 
HTN  Hypertension 

Hx  History 
ICP  Intracranial Pressure 
IM  Intramuscular 
IN  Intranasal 
IO  Intraosseous 
IV  Intravenous 
JVD  Jugular Vein Distension 
KED  Kendrick Extrication Device 
LLQ  Left Lower Quadrant 
LMP  Last Menstrual Period 
LOC  Level of Consciousness 
LUQ  Left Upper Quadrant 
MI  Myocardial Infarction 
MOI  Mechanism of Injury 
MVA  Motor Vehicle Accident 
NC  Nasal Cannula 
Neb  Nebulizer 
NKDA  No Known Drug Allergy 
NPA  Nasopharyngeal Airway 
NPO  Nothing Per Oral (by mouth) 
NRB  Non-Rebreather 
NS  Normal Saline 
NSR  Normal Sinus Rhythm 
NTG  Nitroglycerin 
N/V  Nausea & Vomiting 
OB  Obstetric 
ODP  On-Duty Provider 
OPA  Oropharyngeal Airway 
OPQRST Onset 
  Provocation 
  Quality 
  Rate/Radiation 
  Severity 
  Time 
Palp  Palpation 
PE  Pulmonary Embolus 
PEA  Pulseless Electrical Activity 
PERRL Pupils Equal, Round, and 

Reactive to Light 
PO   Per Orally (by mouth) 
prn  As needed 
pt  Patient 
PVC Pulseless Ventricular Contraction 
Q  Repeat 
RLQ  Right Lower Quadrant 
ROS  Refusal of Service 
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ROSC Return Of Spontaneous 
Circulation 

RUQ Right Upper Quadrant 
Rx Medicine 
SBP  Systolic Blood Pressure 
SL  Sublingual (under the tongue) 
SOB  Shortness of breath 
SQ  Subcutaneous (under the skin) 
SVT  Supraventricular Tachycardia 

TBI  Traumatic Brain Injury 
TCP  Transcutaneous Pacing 
TIA  Transient Ischemic Attack 
TKO  To Keep Open (30 cc/hr) 
U/A  Upon Arrival 
VF  Ventricular Fibrillation  
VT  Ventricular Tachycardia 
YO  Year Old 

 
 
 
M  Male 

F  Female 

+  Positive 

−  Negative 

>  Greater than 

<  Less than 

=  Equal 

é  Increased 

ê  Decreased 

c  With 

s  Without 

L  Left 

R  Right 

Δ  Change 

1°  Primary 

2°  Secondary 
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“NORMAL VITAL SIGN” RANGES 
Last Updated: 01 May 2017 

 
BG:   70-100 without altered mental status 
 
CO level: 

• Assessment: 
 

• Firefighter Rehab 
 
EtCO2: 35 – 45 
  <30 with a pulse indicates low cardiac flow 

• CPR in progress 
<12.5  CPR needs to be improved 
12.5–25 CPR is effective / blood flow increasing 
Abrupt increase signals ROSC 

 
SpO2:  94% - 99% 
 
PEDIATRIC VITAL SIGNS 

Age Pulse Respiratory Rate Systolic BP 
Preterm < 1 kg  120-160 30-60 36-58 
Preterm 1 kg  120-160 30-60 42-66 
Preterm 2 kg  120-160 30-60 50-72 
Newborn  126-160 30-60 60-70 
Up to 1 year  100-140 30-60 70-80 
1-3 years  100-140 20-40 76-90 
4-6 years  80-120 20-30 80-100 
7-9 years  80-120 16-24 84-110 
10-12 years  60-100 16-20 90-120 
13-14 years  60-90 16-20 90-120 
15 years and older  60-90 14-20 90-130 
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METRIC CONVERSIONS / HELPFUL 
EQUATIONS 

Last Updated: 01 May 2017 
 
1 lb = 2.2 kg 
 
Mean Arterial Pressure: 𝑴𝑨𝑷   ≅ 𝑫𝑷 + 𝑷𝑷/𝟑 
 
Pulse Pressure: 𝑷𝑷 = 𝑺𝑷 − 𝑫𝑷 
 
Parkland Formula: 𝑽   = 𝟒   ∗ 𝒑𝒕  𝒘𝒆𝒊𝒈𝒉𝒕  𝒊𝒏  𝒌𝒈 ∗ (𝑻𝑩𝑺𝑨 ∗ 𝟏𝟎𝟎) 
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DRUG LIST 
Last Updated: 01 May 2017 

Activated Charcoal    
Albuterol       
Aspirin      
Atropine Sulfate    
Dextrose (D50)     
Epinephrine 1:1000    
Epinephrine 1:10,000    
Lidocaine Hydrochloride   
Morphine Sulfate    
Narcan      
Nitroglycerine     
Oral  Glucose 
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ACTIVATED CHARCOAL 
 
Class:    Antidote / Chemical adsorbent 
 
Action:    Binds and absorbs ingested toxins still present in the gastrointestinal tract. 
 
Indications:  For some life-threatening ingestions within 1 hour 
 
Contraindications:   Decreased LOC, loss of gag reflex 
   Ingestion likely to cause a rapid decrease in mental status 
   Hydrocarbon ingestion 
   Acidic / caustic ingestion (acids, lye) 
 
Dosage:   Adult & Peds 
    1 g/kg po (max dose 50g) 
 
Administration:   Oral 
 
Adverse Reactions:  Black stools, nausea & vomiting, diarrhea 
 
Levels:    EMT-I,  

EMT-II,  
EMT-III 
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ALBUTEROL 
(Proventil ,  Ventolin) 

 
Classi f ication:   Beta 2 receptor agonist 
 
Action:    Relaxes bronchial smooth muscle, causing bronchodilation 
 
Onset:    Immediate 
 
Duration   2-4 hours 
 
Indications:    Wheezing,  
   Allergic reactions,  
   Asthma,  
   COPD,  
   Bronchospasm 
 
Contraindications:   Hypersensitivity to albuterol 
   Use of Beta Blockers (relative) 
 
Precautions:    Cardiovascular disease and elderly 
   May be less effective in patients taking Beta-blockers 
 
Dose:     2 puffs with inhaler & spacer. May repeat x1 
   ADULTS: 
    1 unit inhalation over 5-15 minutes w/ 4-6 L O2 
   PEDS 
    0.03 mL/kg inhalation over 5-15 minutes w/ 4-6 L O2 
 
Administration:   Advise pt. of potential side effects 
   MDI 
    Use spacer device to deliver albuterol further into lungs 
    Inhale with puff and continue to breathe through spacer x 5 seconds 
   Nebulizer 

• If pt. has been using home nebulizer, ask them to swish water in their 
mouth and spit it out before administering nebulizer therapy 

•  
    1 unit inhalation over 5-15 minutes on 4-6 L O2 
 
Adverse reactions:   Tachycardia, tremor, anxiety, palpitations, nausea 
 
Levels:     EMT-I (patient’s own),  
   EMT-II,  
   EMT-III 
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ASPIRIN 
(ASA) 

 
Class:     Anticoagulant 
 
Action:     Decreases platelet aggregation & clot formation in coronary arteries 
 
Onset:   PO: 5-30 minutes 
 
Duration:    Anti-platelet activity slowly decreases over 10 days 
 
Indications:    Chest pain suggestive of Acute Myocardial Infarction 
 
Contraindications:   Anaphylactic Allergy 
   Asthma (relative contraindication) 
   Active, uncontrolled bleeding (GI, CVA, trauma, surgery) 
 
Dose:     325 mg chewed prior to NTG 
 
Administration:   Orally - chewed before swallowing 
 
Adverse Reactions:  Stomach irritation and/or nausea 
   Tinnitus in overdose situation 
   Bleeding with chronic use 
 
Levels:     EMT-I,  
   EMT-II,  
   EMT-III 
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ATROPINE SULFATE 
 
Class:     Anticholinergic 
 
Action:    CARDIAC - Increases firing rate and conduction at SA node increasing pulse 

rate 
NON CARDIAC - Decreases secretions, dilates pupils, urinary retention, CNS 
stimulation 

 
Onset:    Immediate 
 
Duration:    4 hours 
 
Indications:    Symptomatic Bradycardia 
   Organophosphate Poisoning 
 
Contraindications:   Atrial fibrillation & flutter,  
   Heart rate > 60 
   Hypersensitivity 
 
Precautions:    Do NOT mix with sodium bicarbonate or isuprel 
   Avoid in hypothermia 
 
Dose:     Adult  

   Bradycardia - 0.5-1.0 mg IV q 3-5 minutes up to total dose 3.0 mg 
Asystole - 1 mg initial dose; may repeat q 3-5 min to total of 0.04 mg/kg 

    Organophosphate poisoning - 1 mg test dose to check patient tolerance.  
    If no improvement then 2.0 - 2.5 mg dose for adults  
   PEDS: CHECK DOSES WITH BROSELOW TAPE 
    0.02 mg/kg IV (minimum dose 0.1 mg) 
    Maximum total dose 1.0 mg for child and 2.0 mg for adolescent 
 
Administration:   IV  
   Flush with 10-20 cc NS after dose 
 
Adverse Reactions:   Tachycardia, palpitations, VF, dry mouth, blurred vision, pupillary dilation, 

mental status changes. 
 
Levels:     EMT-III 
 
 



 

 
SVFD EMS Standing Orders                                   Nathan Peimann, M.D. _______________   86 

DEXTROSE 
D50 
D25 

 
Classif ication:   Simple carbohydrate 
 
Onset:    1 minute 
 
Duration:   Variable 
 
Action:    Rapid increase of glucose level in blood 
 
Indications:   Hypoglycemia (Dextrose stick < 70 with symptoms), unconscious patient, 

altered mental status, newborn resuscitation with hypoglycemia 
 
Contraindications:   Only use D25 for Pediatrics (Dilute 1:1 D50 &  normal saline) 
 
Precautions:    Determine glucose level before administration if possible 

  Causes tissue necrosis if injected subcutaneously 
 
Dose:    ADULT: 

25 g IVP (50 ml of 50% solution); may repeat x 1 
PEDS: CHECK DOSES WITH BROSELOW TAPE 

Children - 0.5-1.0 cc/kg IVP of D50 (0.25-0.5 gm/kg) 
Infants - 1.0-2.0 cc/kg IV of D25 (Dilute 1:1 D50 &  sterile water) 
Newborn – 1.0-2.0 cc/kg IV of D10 @2.0 ml/min if BG<45 

  
Administration:   Slow IV push 
 
Adverse Reactions:   Adults: Tissue damage at IV/IO site 
   Peds: D50 can cause intraventricular bleeding and cerebral edema in infants 
 
Levels:     EMT-II,  
   EMT-III 
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 EPINEPHRINE HYDROCHLORIDE 
1:1,000 
1:10,000 

 
Classif ication:  Sympathomimetic 
 
Action:  Cardiovascular:   

Increases response to defibrillation attempts (decreases defibrillation threshold) 
Increases myocardial & cerebral blood flow 
Increases heart rate (Chronotropic action) 
Increases cardiac contractility (Inotropic action) 
Respiratory: 
Bronchodilation 

 
Onset:   IV/IO: Immediate 
   IM: 3-5 minutes 
 
Duration:  IV/IO: 5-60 minutes 
   IM: 1-4 hours 
 
Indications:   Anaphylaxis 

Severe asthmatic reactions 
Medical cardiac arrest 

 
Contraindications:  Chest pain with increased ectopic beats or tachycardia 
   Pulmonary Edema 
   Hypothermia 
   Hypotension 
 
Precautions:   Do not mix with sodium bicarbonate (inactivates epinephrine) 
 
Dose:    Anaphylaxis  
   0.3-0.5 cc/kg 1 :1 ,000 (0.3-0.5 mg/kg) IM; may repeat q 20 minutes 

 CHILD/INFANT:  
  0.01 cc/kg 1 :1 ,000  (0.01 mg/kg) IM; repeat  q 20 minutes 

 
VF, Asystole,  Bradycardia,  PEA 
 1st dose:   

    IV:  10cc (1 mg) 1:10,000  
   
  INFANT/CHILD: CHECK DOSES WITH BROSELOW TAPE 
   1st dose: 
    IV: 0.1cc/kg 1:10,000 (0.01 mg/kg)  
    ET: 0.1 cc/kg 1 :1 ,000 (0.1 mg/kg)    
   Next doses: 
    IV: 0.1-0.2 cc/kg  1 : 1 ,000 (0.1-0.2 mg/kg) q 3-5 minutes 
    ET: 0.1-0.2 cc/kg 1 :1 ,000 (0.1-0.2 mg/kg)  q 3-5 minutes 
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  NEWBORN:  
   1st dose: 
    IV & ET: 0.1-0.3 cc/kg 1:10,000 (0.01 mg/kg) 
   Next doses: 
    IV & ET: 0.1-0.2 cc/kg 1 :1 ,000 (0.1-0.2 mg/kg) q 3-5 minutes 
 
Administration:   IV / ET / IM; Flush IV / ET doses with 10-20cc NS 
 
Adverse Reactions:   Hypertension, tachycardia, ventricular arrhythmias 
 
Levels:    EMT-I (Patient ’s  Own) 

EMT-II (SQ, IV, ET)  
EMT-III (IV, IO, ET) 
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LIDOCAINE HYDROCHLORIDE 
 

Classif ication:  Antiarrhythmic 
 
Action:   Suppresses ventricular arrhythmias 

Local anesthetic 
 
Indications:   Cardiac arrest from VF or pulseless VT (2nd drug) 

VT (1st drug for VT with pulse & stable vital signs) 
Wide complex tachycardia 
IO administration 

 
Contraindications:  Hypersensitivity 

3rd degree heart block 
 
Precautions:   Liver disease, CHF, Respiratory depression, Hypovolemia, Shock, Heart block 
 
Dose:    ADULT 

IV: 1.0-1.5 mg/kg IV push; may repeat in 3-5 min; Max  dose 3 mg/kg 
PEDS: Check dose with Broselow tape  

  IV: 1.0 mg/kg IV push;  repeat in 3-5 min; Maximum total dose 3 mg/kg 
 
Administration:  IV  
 
Adverse Reactions:  Dizziness, somnolence, confusion, paresthesia, widening QRS, prolonged PR 

interval 
 
Levels:    EMT-III 
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MORPHINE SULFATE  
(MSO4) 
(Direct  Medical  Control  required) 
 
Classi f ication:  Opiate 
 
Action:  Acts on opiate receptors in the brain causing sedation, analgesia, increased 

venous capacitance (decreasing preload). Analgesia will reduce myocardial 
ischemia in chest pain and MI. 

 
Onset:    IV:  immediate  
   IM: 10-30 minutes  
 
Duration:   3 -4  hours (al l  routes)  
 
Peak Effect:   IV:  20 minutes  
   IM: 40-60 minutes  
 
Indications:   Cardiac chest pain unrelieved by nitroglycerine 

Cardiogenic pulmonary edema 
Severe Pain from trauma in hemodynamically stable patients 
Sedation 

 
Contraindications:  Allergies,  

SBP < 90,  
Head injury,  
Altered mental status 

 
Precautions:   Can cause hypotension 

Can cause respiratory depression (reversible with Naloxone; keep it handy) 
 
Dose:     ADULT: 

 IV: 1-3 mg q 15-30 minutes (administer slowly over no less than 1 minute) 
 IM: 5-10 mg q 2 hours 
PEDS: Check dose with Broselow tape 
 IV:  0.05-0.1  mg/kg 
 IM/SQ: 0.1-0.2 mg/kg q 2 hours 

 
Administration:   IV, IM, SQ 
 
Adverse Reactions:  Hypotension 

Respiratory depression 
Nausea & vomiting 

 
Levels:    EMT-III (Request order only) 
 
NOTE:   Must follow controlled substances protocol in appendix 
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NALOXONE HYDROCHLORIDE 
(NARCAN) 
 
Classif ication:  Narcotic antagonist 
 
Action:   Binds to CNS opioid receptors reversing the effects of narcotics 
 
Onset:    IV/IO: 2  minutes  
   IN/IM: 5  minutes  
 
Duration:   1 -4  hours  
 
Indications:   Reversal of CNS & respiratory depression by narcotic drugs: 

Heroin, codeine, meperidine (demerol), hydrocodone, morphine, 
Pentazocine (talwin), propoxyphene (darvon) 

Unconscious/Unknown patient 
 
Contraindications:  Allergy 
 
Precautions:  Can cause withdrawal symptoms – slow push and titrate to respirations to 

prevent inducing withdrawal 
 
Dose:    ADULT: 

IV/IM: 0.4 - 2.0 mg; May repeat q 2 minutes prn to max dose 10 mg 
IN/IM: 0.4 – 2.0 mg; May repeat q 5 minutes prn to max dose 10 mg 

PEDS: Check dose with Broselow tape 
 IV/IM: 0.1 mg/kg newborn to 10 years; adult dose thereafter 

 
Administration:   IV, IM, IN 
 
Adverse Reactions:  Hypertension, tachycardia, nausea, sweating, anxiety 
 
Levels:    EMTII (IV,IN, IM) 
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NITROGLYCERIN 
(NTG) 
 
Classif ication:  Vasodilator 
 
Action: Vasodilates veins and arteries reducing workload on heart and decreasing blood 

pressure. 
Improves cardiac output in CHF 

 
Onset:    Tablet/Spray:  Immediate to  2  minutes  
 
Duration  Tablet/Spray:  10-30 minutes  
 
Indications:   Cardiac chest pain - MI & angina 

Acute cardiac pulmonary edema 
 
Contraindications:  Allergy 

Patients with increased intracranial pressure from trauma, CVA 
SBP < 100 or 10% drop in SBP unless MD order 
Use of Erectile Dysfunction medications as follows: 

• Viagra (Sildenafil) within the last 24 hours, 
• Levitra (Vardenafil) within the last 36 hours, or 
• Cialis (Tadalafil) within the last 72 hours 

 
Precautions:   Causes headache 

May cause hypotension.  
  Limit SBP drop to 10% in normotensive patient with MI 

     Limit SBP drop to 30% in patient with hypertension 
Tablets deteriorate rapidly upon opening and should be replaced after 30 days 

 
Dose:    0.4 mg tablet SL q 5 minutes x 3 prn continued chest pain 

1-2 sprays SL q 5 minutes x 3 prn continued chest pain 
 
Administration:  SL spray or tablet 
 
Adverse Reactions:  Hypotension, headache, skin flushing 
 
Levels:    EMT-I (Patients own if BP >100) 
   EMT-II per protocol 
   EMT-III per protocol 
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ORAL GLUCOSE 
 

Class:     Simple sugar 
 
Action:      
 
Onset:    
 
Duration:     
 
Indications:    Known hypoglycemia 
   Altered mental status in know diabetic 
   Not to be given for known hyperglycemia 
 
Contraindications:   Absent gag reflex 
 
Dose:     15g 
 
Administration:   Buccal or PO 
 
Adverse Reactions:   
 
Levels:     EMT-I,  
   EMT-II,  
   EMT-III 
 


