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In order to ensure conformance with local guidelines for pre-hospital care in Adams, Benton, 
Franklin, and Yakima Counties, the designated Medical Program Director (MPD) will implement 
guidelines, review agency conformance to establish protocols, and develop changes in medical 
policies as needed.  Each MPD or designee is ultimately responsible for setting the standards for 
pre-hospital care and must be familiar with existing protocols upon designation.  If deemed 
necessary, the MPD should present changes to the Emergency Medical Service (EMS) Council 
and County Medical Society in a timely manner. 

 
Due to ongoing changes to EMS practices, the MPD or designee must review the current 
protocols biannually, no later than 24 months after the last review.  Petition to the MPD for protocol 
change consideration may be made, and all changes and review must be accompanied by signed 
approval of the current MPD at the end of this document. 

 
The MPD is encouraged to designate other local physicians who demonstrate interest and 
expertise in emergency care as medical directors of ambulance agencies in the region.  All 
ambulance agencies that provide Advanced Life Support (ALS) level of care must have a 
designated Medical Director who ensures compliance with these protocols and is responsible for 
providing ongoing continuing medical education (CME) for personnel.  Each ambulance agency 
must have a current protocol reference manual available to personnel at all times.  The MPD or 
his/her designee will make every attempt to notify appropriate agencies of changes as they occur.  
It is the responsibility of each agency to make changes known to personnel. 

 
Each Medical Director (MD) of an ALS ambulance service must develop a monitoring system to 
ensure protocol compliance, as well as to assure adequate CME for the EMS personnel.  This 
usually includes review by the MD of all ALS runs, schedule staff/CME meetings, as well as 
periodic review and update of these protocols by EMS personnel. 

 
As EMS Medical Program Director for Adams, Benton, Franklin and Yakima Counties, I hereby 
declare that I have read, understand, and approve of these patient care guidelines. 

 
 
 
 
__________________________________               June 30, 2020            
Adams/Benton/Franklin/Yakima County MPD Signature  Date
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Patient Care Guidelines (PCG) are the written guidelines for EMS activities in Adams, Benton, 
Franklin and Yakima Counties and any communities with which mutual care agreements are 
active.  PCG are mandated by the State of Washington EMS law (RCW) and regulation (WAC).  
These PCG shall define the scope of practice of all EMS personnel (BLS/ILS/ALS) in Benton-
Franklin Counties.  All EMS activities are supervised by the County Medical Program Director 
(MPD), a licensed physician whose EMS authority includes recommending 
certification/rectification of EMS personnel, training, and the development of written protocols that 
specify the scope and practice of all EMS personnel in this bi-county area. 

  
These protocols provide EMS providers of all levels a broad range of options in the management 
of patients at the scene and during transport.  Written protocol cannot cover every situation that 
will be encountered in the field.  In most cases the protocols should be followed as written.  
However, in situations the protocols do not specifically address, or where there is a need for 
immediate intervention, e.g., patient in extremis, code situations, the EMT should not be 
encumbered by requirements for immediate approval by Medical Control or destination hospital 
physician.  Clinical judgment should be used to tailor treatment to the patient and the particular 
circumstances of illness or injury.  Patient care procedures for incidents not addressed in these 
protocols should be performed in accordance with currently accepted standards.  In addition, any 
deviation from the PCG should: 

1. Be in the patientôs best interest. 
2. Be within the EMS providerôs training and level of certification. 
3. Be appropriately documented including procedure and rationale.   

 
EMS personnel performance will be monitored retrospectively through the established County 
QA/QI process and patient evaluation.  Accurate and complete documentation is required. 
 
EMS providers are expected to function at the level of their state certification, including all relative 
endorsements. 

 
Question and comments about the PCG should be addressed to the Benton-Franklin Counties 
Medical Program Director. 

 
 

 
__________________________________                  June 30, 2021            
Adams, Benton, Franklin and Yakima County MPD Signature             Date 
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The outcome of patients who suffer out-of-hospital cardiorespiratory arrest from blunt trauma is 
uniformly poor.  These patients do not benefit from further intervention.  Any victim of blunt trauma 
who presents meeting criteria for blunt-trauma code can be assumed to have sustained a terminal 
injury.  No further resuscitative measures are necessary.  Any BLS interventions in progress may 
be stopped. 

 
1. Criteria for blunt trauma code: (All must be present) 
 

a. Present history of blunt trauma. 
b. Pulseless. 
c. Apneic / agonal respirations 
d. No palpable blood pressure. 
e. No heart sounds OR no electrical activity on monitor (asystole) OR wide-complex 

ventricular rhythm with rate less than 40/minute (agonal rhythm). 
 

2. For all ALS units, documentation must include a rhythm strip unless obtaining the ECG 
strip is waived in preference for delivering care at the same scene to other victims of 
the blunt trauma.  In the instance of one victim only, a rhythm strip will be used as part 
of the criteria for blunt trauma code and will be attached to the MIR. 
 

3. Documentation on the run report must specifically address the above criteria. 
 
An EMS provider may decide to continue resuscitative efforts for any reason.  In this case, the 

documentation is expected to clearly document this decision-making process.   
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Medical Control for any call shall fall under the following designation: 
 

1. In general, the expected destination hospital serves as Medical Control.   
2. If the patient meets criteria for ANY protocol-specific designation (strokes, trauma, 

cardiac), the protocol-designated hospital is Medical Control even if it is not the closest 
hospital or the ultimate destination hospital.  

3. The DMCC (Disaster Medical Coordination Center) in the setting of any mass casualty 
or disaster response is as follows: 

a. Adams County- Deaconess Hospital 
b. Benton and Franklin Counties- Kadlec Regional Medical Center (See also 

Benton-Franklin County MCI Plan) 
c. Yakima County- Yakima Valley Memorial Hospital 

 
Medical Control should be contacted for all medical and trauma patients at these intervals: 

 
1. Enroute to medical or trauma call if likely to require extensive ED resources.  

 
2. Enroute to the hospital with pertinent patient information as described below. 

 
Additional contact with Online Medical Control and/or the receiving hospital may be indicated, 
especially in complex cases or multi-patient scenes. 
 
If communications have been started with one hospital and the patient is ultimately transported to 
a different hospital, both the original Medical Control hospital and the receiving hospital should be 
notified immediately. 
 
Communications between pre-hospital personnel and the supporting hospitals are a vital part of 
patient care. Transmissions should be succinct and follow the general outline below: 
 

1. Patientôs age and sex. 
 

2. Chief complaint or problem. 
 

3. Level of consciousness and vital signs. 
 

4. Brief pertinent history, physical exam findings and pre-hospital treatment as needed 
to clarify patient status and stability. 

 
5. An estimated time of arrival (ETA). 

 
6. Any additional information requested by the receiving facility. 
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In service areas with only BLS/ILS providers, a ñrendezvousò with an ALS ambulance should be 
attempted for all patients who would benefit from ALS intervention considering factors such as 
patient condition and time required to effect a rendezvous and transfer patient care. In some 
cases it may be more effective for the BLS/ILS agency to transport the patient or to initiate 
transport and meet an ALS unit enroute. For units utilizing mixed ALS/BLS or ALS/ILS providers, 
this protocol may also be used to determine need to assign the patient and chart to the ALS 
provider.  The following criteria is designed to assist you with the decision making process.  When 
in doubt, default to ALS care. 

 
I.   ABNORMAL VITAL SIGNS (ADULTS): 
  

1.  Altered mental status 
a. GCS < or = 12.   
b. Associated symptoms/history may include diabetic problems, head injury, 

overdose, intoxication, seizures, sepsis 
 

2. Hypotension 
 

a. Systolic BP less than 90 mmHg or MAP less than 65 
and/or 

b. Associated symptoms may include chest pain, shortness of breath, syncope 

(fainting), trauma, GI bleed, anaphylaxis (allergic reaction), severe abdominal or 

back pain, and acute altered level of consciousness. 

3. Bradycardia 
 
a. Heart rate < 50 per minute with: 

b. Associated symptoms including chest pain, shortness of breath, syncope, 
hypotension, acute altered level of consciousness. 

 
4.  Tachycardia 

 
a. Heart rate:  100-120 per minute (mild); >120 per minute (significant)  

with: 

b. Associated symptoms; chest pain, shortness of breath, hypotension, trauma, 
cyanosis, stridor, wheezing, choking, low oxygen saturation (by oximeter). 

 
5. Respirations 

   
a. Respiratory rate < 10 or > 29 per minute  

and/or 
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b. Associated symptoms:  chest pain, shortness of breath, hypotension, trauma, 

cyanosis, stridor, wheezing, choking, low oxygen saturation (by oximeter). 

 

6.  Pulse Oximetry (blood oxygen saturation or Sa02). 

a. Unreliable when patient not perfusing well or extremely tachycardic. 

b. Sa02 < 94% in patient without underlying pulmonary disease. 

c. Sa02 < 90% in patient with emphysema, or other chronic lung disease. 

d. Readings are without supplemental oxygen or without additional supplemental 

oxygen if the patient is on long-term home oxygen therapy. 

e. Associated symptoms:  altered respiratory rate, chest pain, shortness of breath, 

hypotension, trauma, cyanosis, stridor, wheezing, choking. 

II.  ORGAN SYSTEM INVOLVEMENT 
 

1. Neurologic Disease 
 
a. Acute altered level of consciousness. 
b. Recurrent or ongoing seizure activity. 
c. New spinal cord injury (i.e., paralysis). 

 

2. Cardiac Disease 

 

a. Cardiac arrest (patient is unconscious and without a pulse). 

b. Chest pain.  

c. Palpitations 

 
3. Respiratory Disease 

 
a. Respiratory arrest (patient is not breathing). 
b. Symptomatic asthma or emphysema. 

c. Choking or difficulty breathing. 
d. CPAP has been initiated. 

 
4. Gastrointestinal Disease 

 
a. Significant vomiting of blood (especially if associated with lightheadedness or 

weakness). 
b. Significant rectal bleeding (especially if associated with lightheadedness or 

weakness). 

c. Severe abdominal pain. 
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5. Obstetrics 
a. Active labor ï regular uterine contractions with increasing frequency. 

b. History of complicated deliveries. 

c. Abnormal presentation. 

d. Post-delivery complication (i.e., heavy vaginal bleeding). 

e. Newborn complications. 

III.  TRAUMA 

 
1. Any patient involved in a traumatic incident should be evaluated using the Washington 

State Trauma Triage Destination Procedures Tool. ALS rendezvous or Helicopter 

activation should be considered early in any patient meeting Trauma System 

Activation criteria (T-3) 

 

2. Online Medical Control for every patient meeting Trauma Triage criteria is the highest 

level trauma center in the trauma system (See T-3).  Pediatric trauma (age<14) 

medical control is the highest level pediatric trauma center in the trauma system.  

 

3. Burns 

a. Burns with possible airway involvement 

b. Burns with associated injuries:  electrical shock, fracture, airway 

c. 2nd or 3rd degree burns to face/head 

d. 2nd or 3rd degree burns > 20% of body 
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Patients who receive treatment and/or transport under these protocols must be treated when life-
threatening problems develop. The protocols can at times come into conflict with the ethical issue 
of the right-to-die of the terminally ill.  
 
The purpose of this protocol is to attempt to clarify EMS personnelôs responsibility to the patient. 
 

1. When EMS personnel respond to a cardiac or respiratory arrest patient, full 
resuscitation must be initiated with the following exceptions: 
 
a. The patientôs private physician is present and orders that resuscitation attempts 

either not be initiated or be terminated. 
b. When history and obvious physical signs are present which indicate that death 

occurred and resuscitation attempts are inappropriate [i.e., putrefaction, rigor 
mortis, complete partition of body parts incompatible with life, or dependent lividity 
(livor mortis)].  

c. In the case of blunt trauma, see the Blunt Trauma Protocol (G-3). 
d. A patient has a written and signed DNR form such as a POLST form that specifies 
ñDo not attempt resuscitationò. 

e. The patientôs family requests no resuscitation ï in this case, you must establish 
who is requesting no resuscitation, their relationship with the patient and the 
reason given for requesting no resuscitation. These two elements must be clearly 
documented in the medical record. 

f. When in doubt, start BLS resuscitation and contact On-line Medical Control. 
 

2. For those patients suffering from a terminal illness, and who have not reached the 
point of cardiac and/or pulmonary arrest, and cannot expect to realize any long-term 
benefit from pre-hospital care, and who have a written DNR order or advance directive: 

 
a. Do not perform resuscitative measures. (If resuscitation efforts have begun prior 

to learning of valid documentation, the following measures should be 
discontinued): 

i. Cardiopulmonary resuscitation. 
ii. Endotracheal Intubation (leave ET tube in place, but discontinue manual 

ventilation). 
iii. Defibrillation. 
iv. Administration of resuscitative medications. 
v. Positive-pressure ventilation. 

 
b. The following measures to ensure comfort are expected, as indicated: 

i. Position of comfort. 
ii. Manual airway control and suction. 
iii. IV line for hydration, antiemetics, anxiolytics, and/or analgesics.  (Medications 

required for comfort) 
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iv. Oxygen for dyspnea including noninvasive ventilatory measures such as CPAP 
if desired and indicated. 

 
3. For patients with a Washington State POLST (see form), follow the directives as 

written, with special attention paid to sections A (Cardiopulmonary Resuscitation) & B 
(Medical Interventions).  
a. Providers should verify:  

i. The form is signed by the patient or Power of Attorney and a medical provider. 
ii. If the form is not signed, it may be confirmed verbally by spouse and/or other 

family members present. 
 

4. If any questions exist about presence of life or death or the presence of a viable DNR 
or POLST, resuscitation should be initiated at a BLS level while a determination of the 
level of care is determined. 

 
5.  If resuscitation appears unlikely after efforts have begun, consultation will be made 

with Medical Control to determine further action. (See Termination of Efforts in these 
protocols for further direction, C-10) 

 
6. Once resuscitation has been initiated, treatment will continue and progress from BLS 

to ALS unless ordered to stop by the physician in charge or until a valid POLST form  
specifying ñDo not attempt resuscitationò is presented. 

 
7. Details of the entire resuscitation effort and physician consultation shall be 

documented in detail on the Medical Incident Report form. 
 
8. If the patient is transported, a copy of the POLST form should accompany the patient 

to the ED and be presented to the ED staff.   
 
9. In case of DNR with Comfort-Focused Treatment, every effort should be made to 

ensure the comfort of the patient. In general, those patients do not wish transfer to an 
ED.  However, if the patientôs comfort issues cannot be reasonably managed at their 
current location, transport to the ED for comfort measures is reasonable and humane 
even if the patient is already enrolled in a hospice program. EMS providers should do 
everything reasonable within their scope of practice to ensure these patientsô comfort 
needs are met.  

 
The following measures to ensure comfort are expected, as indicated: 
a. Position of comfort. 
b. Manual airway control and suction. 

c. IV line for hydration, antiemetics, anxiolytics, and/or analgesics. (Medications 
required for comfort)   
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All patient contacts shall be documented on an MPD-approved form.  The report is the medical 
legal document of the assessment and management of the patient.  The importance of the 
completeness and accuracy of the report cannot be overemphasized.  A complete and accurate 
document will assist with appropriate treatment after care of the patient has been transferred.  
This is a legal record and may be called upon as evidence in any court of law. All EMS medical 
documentation is expected to be reviewed under the local CQI process. 
 
The narrative section of the EMS Medical Incident Report form will be completed using the 
following S.O.A.P. charting format: 
 
S ï  SUBJECTIVE and SCENE information:  

[Unit] responded to [call type]  

Patient is [age] year old [gender] with [pertinent past medical history] complaining of 

[chief complaint]. 

[HPI History of the present illness] ï this is where you put a few sentences describing 

the events today as relayed by the patient/family/bystanders.  This should include a 

readable narrative of events leading to the 911 call.  This should also include pertinent 

negatives.  This may include useful information using mnemonics such as ñOPQRSTò or 

some elements of ñSAMPLEDò.   

[PMHx Past medical history] Additional PMHx goes here, may include past surgical 

history if relevant.   

 Medications: 

 Allergies: 

 

O- OBJECTIVE information:  

[Age] y/o [gender] with brief description of general appearance, location and position 

upon arrival.  This may include appearance of the scene if relevant. 

 [Physical Exam] Should follow a reasonable and intuitive pattern such as: 

  Head to toe 

  Primary exam, Secondary exam 

  Systems based (HEENT, Cardiac, Pulmonary, GIé etc) 

  Focused exam (on main problem area), brief rest of exam 

Exam findings must have specificity; location (proximal/distal), deviation 

(medial/lateral), rotation, swelling, dislocation, status of controlled or uncontrolled 

bleeding, etc.  

[VS] ï At least one set of vital signs or interpretation of vital signs (e.g. ñtachycardic at 

120, otherwise normalò.)  May put in as many as necessary to give a good picture of the 

hemodynamic status of the patient. 

 [Test results] ï ECG interpretations (with at least three data points) 
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 Rhythm strip interpretations (with at least three data points)    Blood glucose, etc.   

 

A -  ASSESSMENT:  

[Diagnoses] ï These are your working diagnoses for the patient.  You may have several 

diagnoses but MUST have at least one.  Be as specific as you are comfortable being.  

For example, ñAcute myocardial infarctionò or ñAcute Coronary Syndromeò or ñPEò.  You 

may also use the patientôs chief complaint as a diagnosis, (i.e. ñChest painò), or combine 

the two ideas, ñChest pain, suspect MIò.  Remember that all cardiac arrest charts MUST 

have ñcardiac arrestò as one of the diagnoses.   

 

Note:  Your assessments should clearly flow from your subjective and objective parts of the 

chart.  Further, your assessments should be supported in the rest of the chart.  (E.g. If you put 

ñPolysubstance abuseò as a diagnosis, it should be clear in the chart that the patient was using 

multiple substances).   

 

P -  PLAN: 

This is a narrative of what happened during the call.  What interventions were 

performed?  Why were they performed? (For example; 8 mg Zofran for nausea & 

vomiting.) What were we thinking?  This is the appropriate place to document your 

medical decision making.  This may include statements such as, ñRepeat neuro 

assessment showed decreasing mental status to GCS 6 so decision to intubate to 

protect airway.ò  Any deviation from protocol should be narrated here as well such as, 

ñBlood glucose not repeated by EMS due to value from patientôs machine just prior to 

arrival.ò  Or, ñSplinting and bandaging not completed at time of arrival to ED due to short 

transport time.ò  If you obtained approval from an E.D. Physician, this should also be 

documented. 

The result of the treatment (improved, increased BP, no change, etc.) 

Final documentation here should be to whom you transferred patient care. 

 

[Name of person completing the chart], [certification level], [date & time signed] (unless 

otherwise already specified in EMR format.) 

[Co-signature of lead paramedic, if applicable] 
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NOTE: 
 

1. Document completely all instructions received via radio from Online Medical Control.  
Document the name of physician giving the order(s). 

 
2. Document patient refusal of treatment, if it occurs (See G-10). 

 
3. Document any rationale for any deviation from written protocol (See G-2). 

 
4. Both a verbal report and written and or electronic report shall be provided to the 

supervising physician and/or designee at the time of patient transfer.  If the written 
report cannot be provided at the time of patient transfer, a copy shall be completed 
within a reasonable time frame that shall not exceed six (6) hours after the patient 
has been delivered to the hospital. 

 

5. If an agency is not using Image Trend, fax or fax server to transmit MIRs to the hospital 
is acceptable if security can be assured.  
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All Washington State EMS and/or Fire Departments are required to have a written infection control 
plan. 
 
 
The following guidelines should be followed in order to minimize risk to personnel: 
 

1. Treat all patient contacts as potentially infectious. 
 

2. Handle sharp items with extreme caution ï Needles, scalpel blades and other sharp 
objects should be treated as potentially infective once they have been used.  Place 
disposable items into puncture resistant containers located as close as possible to the 
area of use.  Do not recap, bend, or purposefully break needles. 

 
3. Wear protective gear when in contact with blood, body secretions, and tissue 

specimens as a safeguard, all blood, body secretions and tissue specimens should be 
treated as if they were contaminated.  Emergency medical personnel shall wear 
protective disposable gloves with all patient contact both during treatment and when 
cleaning up.  Safety glasses are to be worn when spattering is likely and disposable 
masks should be worn when signs of rash and/or fever indicate a communicable 
disease that may be spread through oral or respiratory secretions (chicken pox, 
measles, meningitis, whooping cough, TB, Covid-19). 

 
4. Wash thoroughly as soon as possible after contact with blood or body secretions. Use 

an antiseptic soap and running water and rinse thoroughly.  When running water is not 
available, scrub with germicidal towelette or foam, and follow with soap and water 
wash as soon as possible.  When practical, wash thoroughly before and between 
patient contacts.  Change clothing soiled with blood or body secretions.  Disposable 
gowns are recommended when spattering likely. 

 
5. Use ventilation device (BVM, pocket mask etc.), for cardiopulmonary resuscitation. 

 
6. Personnel suspecting exposure to an infectious disease, or if the mouth, eyes or an 

unprotected cut are directly exposed to blood or body secretions, or if a needle stick 
injury has occurred the affected personnel shall wash thoroughly, follow departmental 
procedure, and inform their supervisor. 

 
7. All EMS providers are required to be current on their, HEP-B and Tetanus 

vaccinations.  It is strongly recommended that all EMS personnel have an annual Flu 
shot, a TB test, and Covid-19 Vaccination. 
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Inter-facility transport will occur at BLS, ILS and ALS levels within the following general categories: 
 
1. Transfer between hospitals for admission for services not available at originating 

hospital. 
 

2. Transport and return of patient to facility. 
 

3. Transport from hospital to extended care facility. 
 

4. Transport of patient between other facilities at patientôs request. 
 
As a general rule, it is the responsibility of the transferring facility to ensure that the medical 
necessities for safe patient transfer are met.  Medical instructions of the attending physician and 
registered nurses will be followed unless specifically contrary to standing orders.  If a physician 
attends the patient during transfer, he or she will direct all care regardless of standing orders.  If 
a registered nurse attends the patient, he or she will direct the care of the patient from the standing 
orders given by the physician at transfer or by contact with the receiving hospital physician.  The 
registered nurse may desire to defer emergency care in some situations to the paramedic. 
 
The responsibility for transfer to another facility resides with the transferring facility.  Patients will 
not be transferred to another facility without first being stabilized to the extent possible based on 
the capabilities of the transferring facility.  Stabilization includes adequate evaluation and initiation 
of treatment to assure that transfer of a patient will not, within reasonable medical probability, 
result in material deterioration of the condition, death, or loss or serious impairment of bodily 
functions, parts, or organs, except in situations where not transferring the patient is more likely to 
result in death or serious harm.  Evaluation and treatment of patients prior to transfer to include 
the following: 
 

1. Establish and assure an adequate airway and adequate ventilation. 
 

2. Evaluation and management of a patient in labor.  
 

3. Initiate control of hemorrhage. 
 

4. Stabilize and splint the spine or fractures, when indicated. 
 

5. Establish and maintain adequate access routes for fluid administration. 
 

6. Initiate adequate fluid and/or blood replacement. 
 

7. Determine if the patientôs vital signs (including blood pressure, pulse, respiration, 
oximetry, and urinary output, if indicated) are sufficient to sustain adequate perfusion. 

 
It is also the transferring facilityôs responsibility to establish the need for BLS, ALS, or Critical Care 
transport. 
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For an ALS response not meeting the above criteria, the following may apply: 
 

1. You may initiate pre-hospital protocols and guidelines including the establishment of 
intravenous lines, airway control, etc. 

 
2. You may refuse to transfer the patient until the facility has complied with the above 

evaluation and/or treatment.  Should you decide this is necessary, contact Medical Control 
for concurrence and consultation, or contact the MPD directly. 

 
If a BLS transport is requested and it is the judgment of the BLS crew that the patient needs to 
be transported by an ALS ambulance, it is mandated that dispatch is contacted and an ALS crew 
dispatched.  Under no circumstances should a BLS crew transport a patient if, in their judgment, 
this is an ALS call.  (Exception:  mass casualty incidents and initiation of transport en route to 
meeting an ALS unit.) 
 
Transporting personnel should be provided with a verbal or succinct written report (from either 
the physician or attendant RN) about the patientôs condition, to include: 
 

1. Present medical illness, including pertinent current medications. 
 

2. Reason for transfer. 
 

3. Pertinent medical history, including allergies. 
 

4. Medications to be administered in transfer. 
 

5. Patientôs code status. 
 
In the event of either an ALS, or BLS crew onboard and an emergency occurs enroute that is not 
anticipated prior to transport, pre-hospital protocols and guidelines will immediately apply.  The 
destination facility should be contacted as soon as possible to inform them of changes in the 
patientôs condition, and for concurrence of any orders, as appropriate. 
 
Responding to an Urgent Care, Clinic, or other medical facility with a provider on-site 
 
Establish whether or not the patient has been evaluated by a provider 
 

1. If the patient has not had a medical screening examination by a physician or PA-C, or 
ARNP, then proceed per normal protocols and transport destination guide. 
 

2. If the patient has received a medical screening examination by a physician (MD or DO), 
PA-C, or ARNP, the medical provider on scene will dictate the transport destination. The 
provider may defer transport and treatment decision to the EMS crew or may ask for 
information or opinions of the EMS crew prior to the provider making the decision. If a 
medical provider has made a decision on destination, that decision must be honored by 
the EMS crew regardless of State or local EMS destination protocols.  
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Factors to consider: 
 

¶ If a provider has arranged a destination and accepting provider already, deviation from 
this destination can cause significant medical and legal complications and should only be 
considered in the direst of medical circumstances (e.g. unstable and uncontrolled airway) 
 

¶ Patient/family preference should generally play a large part in the initial destination 
decision. 

 

¶ Recent procedure or history with a specific facility (e.g. Patient with chest pain had a cath 
two weeks ago at Trios, should typically go to Trios) 

 

¶ All parties ï EMS, medical provider, and patient/family, should be in agreement on 
destination prior to loading patient for, or otherwise initiating transport. 

 

¶ In cases of disagreement between the patient and the medical provider regarding 
destination, the EMS crew should allow those two parties to decide on a destination prior 
to leaving the facility.  

 
 
Any deviation from this guideline or from the transport protocols should be reported to the MPD. 
 
Note:  See also IFT protocol/appendix for advanced transfusion protocols for use by paramedics 
who have successfully completed the MPD-approved training program. 
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It is necessary to obtain patient consent before rendering emergency medical care.  
Expressed/informed consent must be received from competent adult patients.  Implied consent is 
assumed in the case of life-threatening injury or illness when the patient is unconscious, 
disoriented, a mentally incompetent adult, or a minor whose parent or legal guardian is 
unavailable. 
 
Capacity relates to the soundness of mind and to an ability to comprehend both the nature and 

the consequences of oneôs acts.     

Decision-making capacity exists along a continuum, referring to the ability of a patient to make a 

specific decision at a specific time; it is not a global determination. Medical decision-making 

capacity is present when the patient is able to understand information about the medical 

condition and its consequences, to reason and deliberate about the various choices, to make a 

choice consistent with his or her values and goals, to communicate this choice to the medical 

provider, and to maintain this choice consistently over time. 

Decision-making capacity may be altered by acute physical or mental illnesses, substance 

abuse, and other factors.   The presence of physical illness, mental illness, substance abuse or 

intoxication does not universally mean the person does not have the capacity to make informed 

decisions.   

A competent adult has the right to refuse treatment. 
 
When there is a disagreement between the patient and the EMS providers regarding medical 

need or care, in addition to the algorithm below, it is the duty of the EMS provider to: 

1. Explain their medical concerns 

2. Explain the recommended treatment course 

3. Explain the benefits of this recommended course 

4. Explain the risks of refusal of any or all of the recommended actions.   

5. Assess the patientôs ability to comprehend the situation and the consequences of 

refusing assessment, treatment, and/or transport.  

6. Document all of the above including factors that weigh in your decision such as severity 

of the life-threat, presence of intoxicants, profound disability due to mental illness, head 

injury, and all other factors.   

If a patient is unable to comprehend and understand the nature of the current event and/or the 

consequences of their decisions to refuse, then they lack capacity to make that decision for 

themselves.  In these situations, an EMS crew may reasonably compel a patient to seek 

necessary medical treatment/transport. 
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A patient with the capacity to refuse care who elects to refuse treatment and/or transport must 
sign a MPD approved refusal form.  In addition to a signed refusal form any patient contact must 
include a completed MIR to document the medical screening exam (MSE) including the patientôs 
chief complaint, pertinent patient history, physical assessment, at least one set of vital signs, 
relevant medical testing (EKG, BG, etc.), proposed treatment, description of expected benefits of 
treatment/transport, and risks of refusal and patientôs rational for refusal.  It must be clear in the 
MIR that the patientôs mental status has been assessed and the patient has the capacity to refuse. 

 
If the patient refuses to sign the form, obtain a signature from someone that has witnessed the 
patientôs refusal.  The witness should ideally be someone other than yourself or your 
crewmember.  

 
When the wishes of the patient and the recommendations of the EMS crew conflict, consider 
contacting Online Medical Control and fully document all your actions.   
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Refusal / medical chart 

not required 

 

Perform full MSE 

 

Determine Capacity to 
Refuse Care 

 

 
Enlist family 

&/or friends to 
assist. Utilize 

Protocol M3 for 
combative 
patients. 

EMS no longer 

suspects signif.  

inj./ ill. 

 

EMS still 

suspects signif.  

inj./ ill. 

 

Patient denies injury and 
declines evaluation. EMS 
suspects no significant 

injury. 
 

Patient requests evaluation 

by EMS. MSE shows no 

acute findings or life 

threats. 

 

Transport 
under Implied 

Consent. 
 

Explain patient does not 
meet criteria for ALS 

transport and may be held 
financially responsible. 

 

Patient Refuses MSE 

 

Patient declines 
evaluation/transport but EMS 
suspects significant illness or 

injury. 
 

Make a genuine 
attempt to convince 
patient to be treated 
and/or transported. 

When the wishes of the patient and the 

recommendations of the EMS crew 

conflict, contact Online Medical Control. 

 

Have patient read and sign refusal form.  
Document patients stated plan, and events of 
patient contact according to protocol in PCR. 

Patient does 
not desire 

transported. 

 

Patient 
wishes to be 
transported 

Explain risks of refusing 
care and benefits of 

transport or alternatives. 

Transport under 
Informed Consent. 

 

Present 
 

MSE Completed 

 

Present 
Options: 
-Transport by 
private amb. 
-Transport by 
POV or taxi                              
-Go to an 
Urgent Care                                
-Contact 
Personal Care 
Physician 
-Enlist help 
from family / 
friend 

 

Absent 
 

Attempt full *MSE 
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Responding to an urgent care, clinic, or other medical facility with a provider on-site 
 
Establish whether or not the patient has been evaluated by a provider. 
 

1. If the patient has not been evaluated by a physician or PA-C, or ARNP, then proceed per 
normal protocols and transport destination guide. 
 

2. If the patient has been evaluated by a physician, PA-C, or ARNP, the medical provider on 
scene will dictate the transport destination. The provider may defer transport and 
treatment decision to the EMS crew or may ask for information or opinions of the EMS 
crew prior to the provider making the decision. If a medical provider has made a decision 
on destination, that decision must be honored by the EMS crew regardless of State or 
local EMS destination protocols.  
 
 

Factors to consider: 
 

¶ If a provider has arranged a destination and accepting provider, deviation from this 
destination can cause significant medical and legal complications and should only be 
considered in the direst of medical circumstances (e.g. unstable and uncontrolled airway) 
 

¶ Patient/family preference should generally play a large part in the initial destination 
decision. 

 

¶ Recent related procedure or history with a specific facility (e.g. Patient with chest pain had 
a cath two weeks ago at Trios, should typically go to Trios) 

 

¶ All parties ï EMS, medical provider, and patient/family, should be in agreement on 
destination prior to loading patient for, or otherwise initiating transport. 

 

¶ In cases of disagreement between the patient and the medical provider regarding 
destination, the EMS crew should allow those two parties to decide on a destination prior 
to leaving the facility grounds.  

 
Any deviation from this guideline or from the transport protocols should be reported to the MPD. 
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When a physician, or other medical provider (PA-C, ARNP) is in attendance, on-scene at a 
location other than a medical facility (e.g. Good Samaritan at a MVC), the EMS team will attempt 
to comply with the providerôs instructions for the patient, including transport destination.  Online 
Medical Control may be contacted if needed. Assisting providers should be made aware that the 
EMS unit is already operating directly under the Online Medical Control Physician. 
  
The provider at the scene should be provided with the following options: 

 
1. Request to talk directly to the Online Medical Control Physician to offer advice and 

assistance. 
 
2. Offer assistance to the ALS team with another pair of eyes, hands or suggestions, leaving 

the ALS team under Medical Control. 
 
3. Take total responsibility for the patient with the concurrence of the Medical Control 

Physician.  If the physician elects this option he/she must also accompany the patient in 
transport. 

 
If during transport the patientôs condition should warrant treatment other than that 
requested by the private provider, Medical Control may be contacted for information and 
guidance. 
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Schedule 2 medications are those medications that are classified as controlled substances by the 
U.S. Food and Drug Administration.  The purchase, storage, dispensing, and record keeping of 
Schedule 2 medications will be handled in the following manner: 
 
RECORD KEEPING:  Each EMS agency authorized to obtain and dispense Schedule 2 
medications will maintain appropriate orderly records.  Copies of these records will be provided 
to the County MPD at his/her request. 
 
Upon written request, the EMS agency will provide the County Medical Program Director and/or 
the agencyôs medical advisor the original records, when by his/her judgment an audit is 
necessary.  The following information should be supplied with the audit request. 
 

1. Names of all personnel who have access to Schedule 2 medications. 
 

2. Name of the designated control person. 
 

3. Name and FDA physician control number. 
 
CONTROL:  The EMS agency will designate one individual who will be responsible for record 
keeping and security of the controlled substance.  This individual will be responsible for reporting 
any discrepancies to the County Medical Program Director.  
 
PURCHASE:  Purchase of Schedule 2 medications must be on a Federal Narcotics form DEA 
222, which contains the name and address of the EMS agency, as well as the name and FDA 
physician control number of the Medical Program Director. Alternatively, agencies may work with 
the MPD or agency medical adviser to establish an on-line account (i.e: CSOS).  
 
Copies of the DEA 222 indicating the source and date of purchase must be maintained by the 
EMS agency and the EMS/MPD administrative office for the purpose of inventory, should a 
problem arise. 
 
STORAGE IN-HOUSE:  Storage will be in a locked container that inhibits forced entrance.  That 
container will be stored in a cabinet that is also locked. 
 
Keys to the storage facility, if applicable, will be in control of the paramedic on duty.  If no 
paramedic is on duty, the highest-ranking individual on duty at that facility will be responsible for 
the keys and for maintaining the appropriate records.  
 
STORAGE IN THE FIELD:  Schedule 2 medications will be handled in one of two ways in the 
field: 
 

1. The paramedic may carry them in a container that slips on/over the belt and has a cover 
sufficient to keep the medications from freely falling out; or 

 
2. They may be stored in a locked container that inhibits forced entrance, with that 

container being stored in a cabinet or compartment on the apparatus that is also 



 

 

  

________________  April 4, 2022       

Kevin Hodges, M.D  Date 

Medical Program Director 

Adams, Benton, Franklin and Yakima Counties 

 

PROTOCOL TITLE:  SCHEDULE 2 MEDICATIONS  

S
C

H
E

D
U

L
E

 2
 M

E
D

IC
A

T
IO

N
S

 

G13 

locked.  Keys to the apparatus storage will remain in control of the duty paramedic on 
the apparatus. 

 
 
DAILY DRUG RECORD: Each agency is responsible for maintaining a mechanism to track who 
is responsible for controlled medications at all times and the amount of medications that are in 
said personôs control.  This should be a daily record so discrepancies can be found quickly. 

 
1. Off-duty paramedic signature. 

 
2. On-duty paramedic signature. 

 
3. Milligrams/micrograms of medication changing hands. 

 
DISPENSING:  Control and dispensing of Schedule 2 medications is the sole responsibility of the 
paramedic.  They will be responsible for properly recording the following information on the 
patientôs MIR form and in the agencyôs record book: 
 

1. Date. 
 

2. Agency Run Number. 
 

3. Amount of medication dispensed and wasted in mg. 
 

4. Signature of paramedic dispensing medication, and witness of the wasting of 
medication. 

 
RETURNS / DISPOSAL Returns/disposal of controlled substances shall be performed in the 
following manner: 
 

1. Controlled substances may not be returned to the vendor through which they were 
purchased. A third party must be utilized ï this will be the Reverse Distributor. 
 

2. Wasting of expired medications in order to dispose of them is not acceptable. 
 

3. The following forms must be utilized for returning controlled substances: 
 

a. Schedule II shall utilize DEA Form-222 
b. Schedule III-V shall utilize the purchasing invoice. 
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The goal of field EMS care in the case of Sudden Unexplained Infant Death (SUID) is to 
provide resuscitation treatment to the infant, if indicated, as well as supportive care to the 
family until other resources can be mobilized. 
 
Discuss transport decision with Medical Control. 
 

1. If no signs of obvious death: 
 
a. Verify cardiopulmonary arrest. 
b. Refer to appropriate Pediatric Cardiopulmonary Arrest protocol. 

 
2. If signs of obvious death; disfiguration of face with ñsquashed noseò; frothy, 

blood-tinged mucous around infantôs mouth or nostrils; livor mortis (pooling of 
blood in dependent body areas may appear as blotching); rigor mortis.  

 
a. Do not initiate resuscitation procedures unless family refuses to 
acknowledge the infantôs death. 

b. Acknowledge the parentôs and familyôs feelings of grief, and provide calm, 
authoritative guidance. 

c.    Consider activation of the Critical Incident Stress Debriefing (CISD) Team 
after the incident. 

d. Observe scene carefully and document: 
 

i. Location and position of child. 
ii. Objects immediately surrounding the child. 
iii. Behavior of all individuals present. 
iv. The explanations provided. 
v. Emesis in mouth or foreign body present. 

 
3. Assess for and consider possible abuse mechanism.  If suspected, notify CPS 

by telephone immediately following completion of the call.  Document 
notification time and CPS representative taking report or time voice message 
is left.   
 
1-866-ENDHARM (1-866-363-4276)  
 
http://www.dshs.wa.gov/ca/safety/abuseReq.asp?2 

 

 

 

 

http://www.dshs.wa.gov/ca/safety/abuseReq.asp?2
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I. Triggers 
 

1. Activation of the EMS Viral Respiratory Disease, Pandemic SOPs is made by 
Agency Administrators and the MPD in consultation with the Public Health 
Officer.   

 
2. Communications. 

 
a. 9-1-1 Operations/Dispatch. 

 
i. Activate their pre-determined applicable criteria-based dispatch 

protocol and advise emergency responders of positive symptom(s) 
patients. 

 
b. Situation Reports. 

 
i. The Public Health Officer, the Agency Administrators and MPD will 

ensure situation reports are provided to emergency responder 
agencies to distribute to stations/personnel. 

 
 

c. Shift Briefings ï All EMS agencies will provide ongoing shift briefings to 
include: 
 

i. Status of outbreak including last 24 hour activity 
ii. Hospital status 
iii. PPE, Infection Control 
iv. Status of EMS Pandemic SOP 

 
II. Worker Safety/Infection Control 
 

1. Personal Protective Equipment (PPE):  
 
a. Enhanced PPE Procedures: 

 
i. All Patient Contact ï standard precautions or PPE including: gloves, 

NIOSH approved mask, and eye protection.   
ii. Patients with respiratory/GI symptoms ï PPE outlined above, plus: 

disposable gown/overalls and shoe covers; cover patient with surgical 
face mask. 

iii. Change in response configuration to minimize personnel exposure at 
each call.  

iv. Every job regardless of Pt. Contact ï PPE including: NIOSH approved 
mask, eye protection, regular hand washing, and cleaning of work 
surfaces (minimum prior to each shift/staff change) 
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2. Vaccination / Antiviral Therapy:  
 
a. Emergency Responder Points of Distribution (POD) ï Agency 

administrators in consultation with the County Health Department will 
consider/coordinate activation of the Emergency Responder PODs for 
appropriate vaccination/antiviral therapy. 
 

b. Staff Entry Control Process:  
 

i. All EMS agencies shall establish a decontamination and health care 
screening site(s) to clear employees prior to entering the work site and 
start of each shift. 

 
3.  Decontamination and Cleaning of Equipment/Work Areas. 

 
a. Enhanced Decontamination Procedures: 

 
i. Clean off all surfaces and equipment (including glasses and 

stethoscope) using agencyôs anti-microbial agents/disinfectants or 
alcohol based hand cleaner. 

ii. Dispose of all cleaning supplies in red hazardous waste bag 
iii. (Driver Prior to Transport/Attending Technician at end of 

Transport/patient care) Remove disposable gown/overalls, face 
mask, gloves and disposable BP cuff into hazardous waste bag and 
secure. 

iv. First Responders: Place all equipment used during the call in a red 
hazardous waste bag until decontamination prior or en route to next 
call.  

v. Use bio-wipes or alcohol based hand cleaner to clean hands and 
forearms until soap and water are available 

vi. (Driver on arrival at receiving facility) Use new suit, gloves, face 
mask, and eye protection. 

vii. Once patient has been transferred, decontaminate inside of 
ambulance patient care area and equipment prior to arrival at next 
call. 

 
III. Patient Care and Transport (Respiratory Distress (Flu Like) Symptoms) 
 

1. PPE & Standard Precautions. 
 

2. Assess Patient for Priority Symptoms. 
 

a. Chief Complaint. 
b. Vital Signs (including temperature).  
c. Medical History/Travel History. 
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3. Medical Control will advise 9-1-1 and Fire/EMS agencies which of the following 
Care and Transport options to use:  
 
a. Care and Transport to ED. 

 
i. Allow patient to achieve position of comfort 
ii. Cover patient with surgical face mask, or administer O2 via face mask, 

to reduce aerosolization of virus  
iii. EKG, IV TKO (if patient has signs of dehydration, administer fluids per 

protocol) 
iv. Administration of antiemetics as necessary based on patient 

symptoms. 
v. Passive cooling techniques based on temperature 
vi. Provide ñInfection Control Guidance for Familiesò.  

  
1. If the equipment and the procedures have been provided to pre-

hospital EMS agencies and time allows, based on patient condition, 
then do mouth and throat swabs of members within the immediate 
patient living/work area. 
 

vii. Use proper patient isolation techniques. 
 
1. Close off ambulance driverôs compartment. 
2. Drape patient / Isolation Pod. 

 
viii. Early EMS Report 

 
4. Care and No Transport. 

 
a. Provide a hand out explaining the demand of limited resources and 

decision of no transport. 
b. Provide ñHome Care and Protective Equipment for Families Packetò and 

explain contents and use. 
c. Advice to call 9-1-1 should priority symptoms occur. 
d. Advise Home Health Care of patient condition and location for in home 

support and care. 
 

If ordered by Public Health Officer, distribution of anti-viral medications. 
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ALS  
Stable or Unstable 

Persistent Bradycardia 
resulting in AMS, ischemic 

chest pain, breathing 
difficulty, unstable BP, N/V, 

dizziness, heart failure   

¶Obtain SAMPLE Hx 

¶Determine DNR 

Status 

¶Consider underlying 

causes  

Stable 

Narrow Complex Bradycardia 

1 mg Atropine IVP 

No Response to Atropine 

¶Repeat Atropine 1 mg IVP 

¶Max dose 3 mg 

BLS - ILS 

Call for ALS Transport 

Keep in supine position 

ILS ï Start IV Crystalloid 

Refractory to Atropine 

¶Epinephrine 2ï10 mcg/min 

(Titrate to effect) 

Unstable or  

Wide Complex 

(2nd or 3rd degree blocks) 

  
HR > 60 Focus on O2 & PPV 

HR < 60 Start CPR 
Neonatal HR < 100 BVM & PPV 
Epinephrine IVP (0.01 mg/kg 

1:10,000 IV/IO) 

Transcutaneous 

Pacing 

No 

Response 

to TCP 

Search for 
reversible 

causes  
IΩǎ ¢Ωǎ ς (C11) 

 

Bradycardia ï Persistent symptomatic bradycardia or 

bradycardia causing hemodynamic changes 

Oxygen via cannula @ 4 lpm if stable 

Oxygen via NRM @ 15 lpm if unstable  
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PROTOCOL TITLE:  CARDIOGENIC SHOCK  

I. BASIC LIFE SUPPORT 
 

1. Establish and maintain airway. 
 

2. Administer O2 @ 10-15 L/min via nonrebreather mask. 
 

3. Frequent vital signs. 
 

II. INTERMEDIATE LIFE SUPPORT 
 

4. Establish two large-bore IVs and administer 30mL/kg Crystalloid bolus. 
a. Reassess patient (including lung sounds) every 500mL.  Do not 

administer fluid challenge if patient displays signs and symptoms of 
volume overload.  Stop fluid challenge if patient develops pulmonary 
edema. 

 
III. ADVANCED LIFE SUPPORT 
 

5. Establish cardiac monitor. 
 

6. Administer Levophed if no response or inadequate response to fluid 
challenge. Initial rate of 2-4 mcg/min IV/IO, titrated to maintain systolic blood 
pressure >90mmHg. 

a. Consult drug table for drip rates if necessary 
 

7. For hypotension refractory to fluid bolus, may give glucagon 2 mg IV push. 
Repeat per A-A1 Chart 
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I. BASIC LIFE SUPPORT 
 

1. Establish and maintain airway. 
 

2. If SaO2 < 94% administer O2 to keep SaO2 Ó 94%.  Do not routinely use O2 if 
SaO2 > or = to 94% 

 
3. If able to swallow administer 324 mg chewable Aspirin. 
 

4. If patient continues to have signs and symptoms of chest pain and has their 
own physician-prescribed Nitroglycerine, contact Online Medical Control for 
approval to assist patient with Nitroglycerine tablets or sublingual spray. 

 

5. If provider has successfully completed MPD-approved 12-lead training:  Obtain 
12-Lead ECG at the earliest opportunity and transmit to Medical Control. Do 
not delay care. Do not delay transport greater than 4 minutes to obtain ECG. If 
unable to transmit, present at ED upon arrival.  (See triage guidelines for 
transport destination per Protocol C-9) 

 

6. Reassessment after Nitroglycerine administration. 
 

a. Monitor blood pressure. 
b. Question patient about effect. 
c. If systolic blood pressure > 100 mmHg and patient is still having chest pain, 

repeat Nitroglycerine dose every 5 minutes to maximum three doses. 
d. Record & document all findings & reassessment.   

 
II.   INTERMEDIATE LIFE SUPPORT  
 

7. Establish peripheral IV with crystalloid  @ TKO rate. 
 
8. Administer Nitroglycerine, 0.4 mg, sublingual tablet or spray.   

 
a. If systolic blood pressure > 100 mmHg and patient is still having chest pain, 

repeat Nitroglycerine dose every 5 minutes to maximum three doses.      
 

III.   ADVANCED LIFE SUPPORT 
 

Note:  Patients presenting with symptoms and EKG consistent with acute ST-
elevation myocardial infarction (STEMI) shall be transported rapidly to the nearest 
facility capable of emergent cath-lab intervention.  Exceptions in extreme 
circumstances will be reviewed by the MPD.  In any case, follow triage guidelines 
for transport destination per Protocol C9. 
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1. Obtain and transmit 12-lead ECG.  Notify Online Medical Control immediately 
to review the ECG if suspected STEMI.   
 

2. Establish IV crystalloid @ TKO rate and cardiac monitor. 
 

3. Administer Nitroglycerine, 0.4 mg, sublingual, or spray.   
 

a. If systolic blood pressure > 100 mmHg and patient is still having chest pain, 
repeat Nitroglycerine dose every 5 minutes to maximum three doses. 

b. If suspected Right Ventricular Infarct administer 500 cc crystalloid bolus 
prior to Nitroglycerine.  Consider use of opiate pain medication instead of 
Nitroglycerine. 

    
1. If pain unrelieved after 3 Nitroglycerine, administer Fentanyl 1mcg/kg IV/IO 

titrated to effect, max dose of 3 mcg/kg. 
2.  

a. May substitute Morphine Sulfate 2-4 mg IV; may repeat every 3-5 minutes 
until pain relieved or to total 20 mg given 

 
3. Watch for dysrhythmias. 

 
4. Consider non-cardiac causes of chest pain; such as pericarditis, pneumonia, 

gastric esophageal reflux disease, pneumothorax, etc. 
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I.   BASIC LIFE SUPPORT 
 

1. Initial assessment to include lung sounds. 
 

2. Sit patient up if possible and dangle legs.    
 

3. If stable, administer 02 @ 4-6 L/min via nasal cannula. 
 

4. In unstable, administer 02 @ 10-15L/min via nonrebreather mask. 
 

5. If provider has successfully completed MPD-approved CPAP training:  
Consider CPAP per protocol P-2 and initiate ALS rendezvous.   

 

6. If provider has successfully completed MPD-approved 12-lead training:  Obtain 
12-Lead ECG at the earliest opportunity and transmit to Medical Control. Do 
not delay care. Do not delay transport greater than 4 minutes to obtain ECG. If 
unable to transmit, present at ED upon arrival. 

 

7. Consider ETCO2 monitoring if available. 
 

 
 

II.   INTERMEDIATE LIFE SUPPORT 
 

8. Establish peripheral IV access with crystalloid @ TKO rate. 
 

9. Reassess lung sounds frequently. 
 
III.   ADVANCED LIFE SUPPORT 
 

10. Establish cardiac monitor. 
 

11. If patient in extremis: 
 

a. CPAP per Protocol P-2. 

b. BVM assist, intubate as needed. 
c.BiPAP per protocol P-2 

 
12. Drug Therapy ï SBP > 100 

 
a. Nitroglycerine, 0.4 mg sublingual every 3-5 minutes to a max. of 1.2 mg. 

and/or 2 inches Nitropaste applied to chest.   
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Shockable 

Check Carotid Pulse & Look for signs 
of Breathing Simultaneously for <10 

Seconds 
---------------------------- 

If Pulseless or 
HR<60 

Initiate HPCPR (P18) as Team Builds  

¶HQCC, AED/Defib 

¶Asystole / PEA / No Shock: Place SGA before BVM 

¶VF/pVT / Shock: Place NC w/ ETCO2 @ 15lpm for POx  

¶Fill Timekeeper Roll ASAP with 3rd Rescuer. 
DO NOT Start IV Until 4th Rescuer Arrives 

 

Continue HPCPR until AED / DEFIB Arrives 
10:1 (Adult 2 Rescuer) 
30:2 (Child 1 Rescuer) 
15:2 (Child 2 Rescuer)  

 

Initiate HQCC  

If Pulses 

Present but 

Not 

Breathing 

Not Shockable 

Place Pads A/P when Possible 

Analyze for shockable rhythm ASAP 
 (Goal is 1-3 minutes after EMS arrival) 

¶Give 1 shock every 2 min if indicated  

¶Resume CPR immediately after shock 

¶Perform HPCPR 2 minutes between 

pulse & rhythms checks. 

¶Give 1 shock every 2 min if indicated 

¶Resume CPR immediately after shock 

¶Perform HPCPR 2 min between pulse & 

rhythms checks. 

If ALS, & using Manual Defib ï 

go to VF/Pulseless  Algorithm 

Unresponsive or lifeless Patient 

Initiate Adult 
Rescue Breathing  
1 Vent / 6 seconds 

 or 
 
 

 
1 Vent / 3-5 seconds 

 

Pulse Check 
every 2 minutes & 

Establish ECG 

¶Obtain SAMPLE Hx 

¶Determine DNR Status Early 
& Obtain Paperwork 

¶Perform BLS if DNR status is 
in question 

Definitions 

HQ CC = High Quality Chest 

Compressions 

HPCPR = High Performance 

CPR @ either 30:2 or 10:1 if 
highly trained & practiced. 
POx = Passive Oxygen 

Ventilate with 
Low Volume or 

Peds BVM 
 

¶ Monitor SaO2 & ETCO2 waveforms for CPR quality and ROSC 

¶ Perform resuscitation where ETCO2 >20 for minimum of 40 

minutes in VF/pVT and PEA arrest, minimum 30 minutes for 

Asystole 

 

Double sequential defibrillation shall not be 

performed. For refractory VF ensure pads 

are placed A/P and consider changing out 

pads if VF rhythm persists.  


















































































































































































































































































































































































































































