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INTRODUCTION TO THE PROTOCOLS
The Yakima County Prehospital Care Protocols for Basic, Intermediate, and Advanced Life
Support, represent a compilation of accepted national standards and a historical perspective of
prehospital care in Yakima County. They have been developed to ensure a standard of
prehospital care throughout Yakima County by providing treatment guidelines for emergency
medical service (EMS) providers certified under the scope of authority of the Yakima County
Medical Program Director (MPD). They include those protocols necessary for EMS personnel
certified as emergency medical responder (EMR), emergency medical technician (EMT),
advanced emergency medical technician (AEMT), and Paramedic.
EMS personnel are expected to commit the protocols to memory, and have thorough
knowledge and understanding of each of the procedures and assorted pharmacological
interventions. This document does not incorporate all conditions that may be encountered in the
field. For situations not addressed in the protocols, prehospital providers should perform
procedures in accordance with their level of training and currently accepted National and
Washington State standards, American Heart Association Guidelines, or consult with the onduty emergency physician at the designated medical control facility.
Format of the Protocols
Each protocol lists the appropriate level of certification that is permitted to perform the skill(s), or
provide the treatment (i.e.: EMR, EMT or EMT-IV, AEMT, or PARAMEDIC). In some cases, a
protocol will be level specific, which will be preceded by the level in BOLD. Throughout the
protocols, procedures requiring on-line medical control are preceded with the phrase “Verbal
Order". These procedures can only be done after consultation and approval of the on-duty
emergency physician. All other protocols are considered standing orders (off-line medical
control), and do not require a verbal order. Pediatric specific information throughout the
protocols will be denoted with a
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MEDICAL/LEGAL CONSENT
EMR, EMT, AEMT, & PARAMEDIC
By law, you must get a patient’s consent before you can provide medical care, treatment, or
transport.

Informed Consent: A conscious, competent patient (Alert & Oriented to person, place, time &
event), who is at least 18 years old (RCW 7.70.065) or an emancipated minor
(RCW 13.64.060(1)(h)) has the right to decide what medical care to accept. For consent to be
legally valid, it must be informed consent, or consent given based on full disclosure of
information. A patient must understand the nature, risks, and benefits of any procedures to be
performed. If the patient is under 18 y/o a parent or legal guardian must give informed consent
before treatment of the child can begin.
Expressed Consent: Verbal, non-verbal, or written communication by a patient that wishes to
receive medical care.
Implied Consent: Consent for treatment that is presumed for a patient who is mentally,
physically, or emotionally unable to grant consent. Implied consent is assumed in the case of
life threatening injury or illness. Implied consent also applies to a minor patient when a parent or
legal guardian is unavailable, and treatment would be in the patient’s best interest.
Involuntary Consent: Consent to treatment granted by the authority of a court order.
When in doubt, contact Medical Control for advice.
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G2

REFUSAL OF TREATMENT AND/OR TRANSPORT
EMR, EMT, AEMT, & PARAMEDIC
A. A competent adult has the right to refuse treatment.
1. When a competent adult refuses treatment and/or transport, you must inform the patient
of the risks and consequences involved in refusing care and/or transport as stated in
section B. You must be certain the patient understands the consequences of refusing
treatment and/or transport.
2. A thorough assessment based on patient condition shall be performed prior to obtaining
refusal.
3. A paper or electronic refusal of treatment or transport must be obtained by the highestlevel medical provider on scene. If the patient refuses to sign the refusal, obtain a
witness signature of the patient’s refusal to sign.
B. When in doubt, contact Medical Control for advice.

Patient Refusal Rights & Information to be distributed to patient’s refusing treatment:
“You are refusing medical treatment and/or transport. Your health and safety are our primary
concern, please remember the following:
1. Our evaluation and/or treatment is not a substitute for medical evaluation and treatment
by a doctor. We advise you to see a doctor or go to a hospital emergency department.”
2. Your condition may not seem as bad to you as it actually is. Without treatment, your
condition or problem could result in permanent disability or death.”
3. If at any time, you change your mind or your condition becomes worse call us back by
dialing 911.”
4. If Medical Control was contacted, advise the patient: “Your condition has been discussed
with a doctor at the hospital by radio or telephone and the advice given to you has been
issued or approved by a doctor.”
5. FOR MINORS: Instruct the patient’s legal guardian that in this situation, they are acting
on behalf of the patient and they understand the above information regarding refusal of
treatment or transport, and accept responsibility for the patient.
C. We recommend that an EMS provider give honest insight into his/her judgment of the
patient’s condition when asked, however, avoid giving medical “advice” or “direction” in
regard to what medications the patient should or should not take or home remedy
recommendations.
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EMS INITIATED NON-TRANSPORT
EMR, EMT, AEMT, & PARAMEDIC
Certain patients develop a pattern of frequent EMS utilization that is unsubstantiated by medical
need. When such a patient is subsequently encountered and the on scene medical evaluation
does not identify a significant acute medical problem, the EMS provider must contact medical
control for consideration of denying ambulance transport to the patient.
Major trauma patients are an exception and shall be transported according to protocol.
In general, the only reason for non-transports are as follows:
A. Signed refusal for transport completed by patient, family or custodian.
B. No patient upon arrival.
C. The patient has an established patient care plan approved and on file with the Medical
Program Director.
D. The emergency care provider may be of the judgment that the patient does not meet the
need for transport, after consulting with medical control.
E. If the patient has a well-established pattern of frequent EMS utilization that is
unsubstantiated by medical need, and the on scene medical evaluation does not identify a
significant acute medical problem, the EMS provider must contact Medical Control for
consideration to deny ambulance transport.

When contacting Medical Control for consideration of non-transport the following
information must be provided:
1. Patient Name
2. General Patient Assessment/Impression
3. Age
4. Chief Complaint
5. Vital Signs
a. Including oriented to:
i. Person
ii. Place
iii. Time
iv. Situation
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ABUSE AND NEGLECT
EMR, EMT, AEMT, & PARAMEDIC
A. If there is a reasonable cause to believe that a child, dependent adult and/or
developmentally disabled person has suffered abuse or neglect, EMS personnel are
required by Washington State Law to report such incident to the proper law enforcement
agency or department (in accordance with RCW 26.44.030). Children’s Administration offers
several ways to report abuse: Daytime 509-225-6556, Hotline 1-866-ENDHARM, Night’s &
Weekends 1-800-562-5624. Hotline should be used solely to report Adult Neglect.
B. If abuse or neglect is suspected, contact local law enforcement as soon as possible.
Reporting an incident is regarded as a request for an investigation, and the individual
reporting in good faith is immune from liability (in accordance with RCW 26.44.060).
C. Transporting personnel who have reasonable cause for suspect of abuse or neglect of a
child will notify receiving emergency physician in order to initiate protective detention or
custody of the child (in accordance with RCW 26.44.056).
D. EMS personnel who fail to report, or cause failure of a report to be made, shall be guilty of a
gross misdemeanor (in accordance with RCW 26.44.080).
E. In the medical incident report, document known facts only. Include the name of the law
enforcement personnel or other agency that was contacted along with the date and time
notified.
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BEHAVIORAL EMERGENCIES
EMR, EMT, AEMT, & PARAMEDIC
A. General Considerations
1. Approach patient in a calm manner.
2. Show self-confidence and convey concern for patient.
3. Reassure patient he/she should and will be taken to a hospital where there are people
that will help him/her.
CONSIDER GLUCOSE CHECK
B. General Approach
1. Transport the patient to an appropriate facility without causing undo emotional or
physical harm.
2. If law enforcement has been contacted or is on scene and refuses to place patient in
protective custody, document officer(s) name and agency in the narrative of your patient
care report.
3. Never stay alone with a violent patient and have enough help to restrain him/her if
needed.
4. You must use the minimal amount of effective force necessary to deliver patient care.
5. For severe or dangerous agitation/combativeness that represents an acute danger to the
patient or EMS personnel, consider physical or chemical restraint:
a. 4-point restraints – secure patient safely in supine position to gurney or backboard,
and confirm PMS present in all extremities.
b. Spitting or biting patients may be secured with a surgical mask or an oxygen mask
that has flowing oxygen.
c. PARAMEDIC – Versed 2 - 5 mg IM, IV, IO or IN 10 mg (5 mg each nostril) or
KETAMINE 4 mg/kg IM or 2 mg/kg IV, IO.
d. Verbal Order – for additional doses of VERSED or KETAMINE, contact medical
control.
C. Use caution when using chemical or mechanical restraints not to impair the patient’s
breathing. Example of restraining techniques that should be avoided are:
1. "Hog tying," where hands and feet are bound behind the patient.
2. Sandwiching the patient between two backboards.
3. Transporting the patient in the prone position.
D. Any time that medication is administered place patient on cardiac monitor.
E. Once a patient is restrained, do not release him/her.
F. If a patient is still in handcuffs, a police officer must accompany the patient during transport
or remove the handcuffs and place mechanical restraints.
G. The patient's condition must be monitored closely every 5 - 10 minutes. Document the
findings in the patient care report.
H. Notify the receiving hospital that patient is in restraints.
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DO-NOT-RESUSCITATE
EMR, EMT, AEMT, & PARAMEDIC
1 of 2
Trauma
A. When the patient is determined to be "obviously dead" resuscitation measures shall not be
initiated. In addition to the absence of respirations and cardiac activity, obvious deceased
patients will have suffered one or more of the following:
1. Decapitation
2. Evisceration of the heart or brain
3. Incineration
4. Rigor mortis
5. Decomposition
6. Lividity
B. For patients who do not meet the criteria in “A”, attempt initial resuscitation, if no response
after 10 minutes contact Medical Control for further direction.
Medical
A. When the patient is determined to be “obviously dead” resuscitation measures shall not be
initiated. In addition to the absence of respiration and cardiac activity, obvious deceased
patient will have suffered one or more of the following:
1. Rigor mortis
2. Lividity
3. Decomposition
B. Begin initial patient assessment and resuscitative procedures per normal protocols. Proceed
until an EMS-No CPR form, bracelet, Physician Orders for Life-Sustaining Treatment
(POLST), advanced directive, living will, or DNR order signed by the patient’s physician is
confirmed.
1. If any of the above documents are found, believed to be current, and expressing the
patient’s wishes, stop resuscitative efforts as stated in the document or by the Power-ofAttorney for Healthcare.
2. Prolonged resuscitation (20 minutes or longer) contact Medical Control for advice.
C. Provide emotional support to the family.
D. Notify local law enforcement (at least one EMS provider should remain at the scene until
a law enforcement officer arrives).
E. A patient may be pronounced as having expired or as “obviously dead” by an EMR, EMT,
AEMT, or PARAMEDIC whether that provider is with a fire department, ambulance agency,
or law enforcement agency.
F. The following individuals can revoke an advanced directive, DNR order, EMS - No
CPR form, bracelet, or POLST form:
1. The patient (by destroying the form, bracelet, or advanced directive)
2. Attending physician
3. Health care power of attorney
4. Immediate family member
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DO-NOT-RESUSCITATE (continued)
G. If there is an emotional confrontation over not providing resuscitation efforts, or the family
insists, begin or continue resuscitation, even if a valid EMS-No CPR form or bracelet, or
POLST form or advanced directive is located.
H. In case of terminal illness, the patient's comfort is of paramount interest to the prehospital
care provider.
I. In any case that is questionable contact medical control for further direction.
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TASER REMOVAL/TREATMENT

G7

EMT, AEMT & PARAMEDIC
Taser darts, because of their short length (1/4”) may be safely removed by EMS personnel
when requested by law enforcement. DO NOT remove the darts if they involve the eye, face,
neck, breast, or groin. Patients with darts in these areas should be transported to a hospital
for removal by a physician.
Prior to removal EMS personnel must be convinced that the individual is in police custody, and
is adequately restrained.
A. Ensure that wires are disconnected from the gun or the wires have been cut.
B. Push on the body part that the dart is imbedded and simultaneously pull the dart straight
out.
C. Apply alcohol or iodine to the puncture area and dress the wound with a Band-Aid or other
sterile dressing. Inform the patient and police that this may be removed in 24 - 48 hours.
D. Treat the dart as a “contaminated sharp”. The dart should be placed in a biohazard sharps
container and turned over to law enforcement.
E. Patient must be thoroughly assessed to determine if other medical problems or injuries are
present.
F. PARAMEDIC – To determine if the patient can be left in police custody:
1. The patient must be placed on a 4-lead cardiac EKG to check for irregular heart rates. A
strip must be run and attached to the patient care report.
2. Patient must have a heart rate of < 110 bpm, respiratory rate > 12, O2 saturation > 94%,
systolic blood pressure > 100 mmHg and < 180 mmHg.
3. Patient has no other acute condition requiring medical evaluation, such as:
a. Traumatic injury sustained in TASER induced fall or police encounter
b. Hypoglycemia
c. Acute psychiatric disturbance or excited delirium
G. NOTE: Ask the patient if he/she has had a tetanus booster in last ten years. If the answer is
no, or if tetanus status is unknown, the patient may be taken to the hospital by police, as
long as all other treat and release criteria are met.
1. Police are to be informed that it is the responsibility of the law enforcement agency to
ensure that the patient receives a tetanus booster within 72 hours. This advice including
the name or badge of the officer informed must be documented on the patient care
report.
H. If the patient does not meet transport criteria, ask him/her if they want to be transported.
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MEDICAL EMERGENCIES
EMR, EMT, AEMT, & PARAMEDIC
A. Conduct scene size-up, scene safety, BSI, and develop action plan.

M1

B. Perform Initial Assessment:
1. Form general patient impression
2. Determine level of consciousness using AVPU
3. A – Assess airway
4. B – Check for breathing
5. C – Check circulation and control major bleeding
6. Maintain airway and administer oxygen via nasal cannula 1 - 4 lpm or non-rebreather
10 - 15 lpm. If pulse oximeter is available, titrate saturation to 94% or greater.
C. EMT – If patient is critical, perform a rapid medical assessment, and consider rapid
transport. Especially when rendezvous time is greater than 10 minutes.
1. Notify transporting agency or receiving hospital as soon as practical.
2. When transport is delayed, perform a detailed physical exam.
3. Contact transporting agency with patient's condition, vital signs, and care rendered.
4. Continue with ongoing assessment
5. PARAMEDIC – it may be more appropriate to remain on scene and stabilize the patient
in medical cases where the patient is critically ill.
D. If the patient is not critical, perform a focused history.
1. History using S.A.M.P.L.E. and additional questions pertaining to chief complaint. For
patient experiencing pain, use O.P.Q.R.S.T.
2. Vital signs q 15 minutes
3. Perform a secondary exam
4. Contact transporting agency with patient's condition, vital signs, and care rendered.
5. Continue ongoing assessment
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ALTERED MENTAL STATUS/UNRESPONSIVE
EMR, EMT, AEMT, & PARAMEDIC
A. If patient has a gag reflex and adequate respiratory drive, maintain airway and administer
oxygen via nasal cannula 1 - 4 lpm or non-rebreather 10 - 15 lpm. If pulse oximeter is
available, titrate saturation to 94% or greater.

1 of 2

B. If patient has no gag reflex, establish oropharyngeal or nasopharyngeal airway and assist
ventilations with pocket mask, BVM, or OPVD and supplemental oxygen at 10 - 15 lpm.
C. EMT – If Supraglottic Airway technician is on scene, consider placement of King Airway, in
accordance with Appendix A PCR-1.
D. EMT – If patient has an altered mental status of unknown origin:
1. Check glucose level
a. If patient is hypoglycemic reference Protocol M5
2. Check pupils
3. Check for small lacerations on the tongue and incontinence
4. Check for hypertension/hypotension, tachycardia/bradycardia
5. Check oxygen saturations (when available)
6. Check for signs of trauma
a. Document all findings, including pertinent negatives
E. EMT – Consider other causes (i.e. AEIOU TIPS) and treat accordingly.
1. A – Alcohol/Acidosis
2. E – Endocrine/Epilepsy/Electrolytes/Encephalopathy
3. I – Insulin
4. O – Opiates/Other Drugs
5. U – Uremia
6. T – Trauma/Temperature
7. I – Infection
8. P – Poisoning/Psychosis
9. S – Shock/Stroke/Seizure/Syncope/Space-occupying lesion/Subarachnoid Hemorrhage
F. EMT – If suspected opiate overdose with a respiration rate less than 8 bpm administer
NARCAN 4 mg IN (when available).
1. Pediatric patient contact Medical Control.
G. EMT – If available, establish 4-Lead cardiac monitor, and perform 12-lead.
H. EMTIV – Establish peripheral IV access with a saline lock or NaCl @ a rate to maintain
patient systolic blood pressure of > 90mmHg. Consider drawing blood, in accordance with
Appendix A PCR-9.
I. PARAMEDIC – Administer NARCAN 0.4 - 4 mg, IV, IO, IM or 4 mg IN (preferred
2.0 mg each nostril). With a combined max dose of 10 mg.
1. Pediatric dose NARCAN 0.4 mg/kg max 2 mg, <20 kg: 0.1 mg/kg or refer to pediatric
resuscitation tape.
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ALTERED MENTAL STATUS/UNRESPONSIVE (continued)
J. PARAMEDIC – If no response to NARCAN consider D50W, 25g.

M2

K. PARAMEDIC – If the patient has protracted or recurrent nausea or vomiting administer:
1. ZOFRAN 4 mg IV, IM, or 8 mg ODT. A second dose of ZOFRAN IV may be
administered for a max of 8 mg.
OR
2. PHENERGAN 6.25 - 12.5 mg IV, IM.
3. If patient is pregnant, administer PHENERGAN 6.25 - 12.5 mg IV slow.
a. If anxiety or blurred vision develop, administer DIPHENHYDRAMINE 25 - 50 mg, IV,
IO, IM, maximum dose 100 mg.
L. PARAMEDIC – If no response to NARCAN or D50W, and airway or ventilation is
compromised, consider ET intubation, in accordance Appendix A PCR-2 or 6.
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ANAPHYLAXIS
EMR, EMT, AEMT, & PARAMEDIC
A. Establish and maintain airway.

M3
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B. Administer oxygen via nasal cannula 1 - 4 lpm or non-rebreather 10 - 15 lpm. If pulse
oximeter is available, titrate saturation to 94% or greater.
C. EMT – If patient has a known history of allergic reactions, is displaying signs of rash,
redness, or hives, and has his/her own antihistamine, the EMS provider may:
1. Encourage the patient to administer his/her own antihistamine.
2. Assist the patient in administering his/her own antihistamine.
D. EMT – If patient has a known history of life-threatening anaphylactic reactions, is in
respiratory distress and/or is hypotensive, and has a prescribed EPINEPHRINE AUTOINJECTOR, the EMS provider may:
1. Encourage the patient to administer his or her own EPINEPHRINE AUTO-INJECTOR.
2. Assist the patient in administering his or her own EPINEPHRINE AUTO-INJECTOR.
3. Administer the EPINEPHRINE AUTO-INJECTOR for the patient.
E. EMT – If patient does not have a prescription EPINEPHRINE AUTO-INJECTOR during an
anaphylactic reaction administer EPINEPHRINE 1:1000:
1. Adult dose: 0.3 - 0.5 mg, IM
2. Pediatric dose: 10 kg - 30 kg, 0.15 mg IM or refer to pediatric resuscitation tape.
3. Less than 10 kg contact Medical Control.
F. EMT Verbal Order – Contact medical control or receiving hospital physician prior to giving
EPINEPHRINE to any normotensive patient who is elderly or has a history of hypertension
or MI.
G. EMT Verbal Order – If patient has no relief from the EPINEPHRINE, contact medical
control, or receiving hospital for further direction.
H. EMT – If available, establish 4-Lead cardiac monitor, and perform 12-lead.
I. If patient is in respiratory arrest, follow the Respiratory Distress Protocol R-1.
J. EMTIV – Establish peripheral IV access with NaCl @ a rate to maintain patient systolic
blood pressure of > 90mmHg.
K. AEMT – If wheezing, administer ALBUTEROL 2.5 mg in 2.5 ml NaCl, per nebulizer mask.
L. PARAMEDIC – If systolic blood pressure > 70mmHg, consider
1. EPINEPHRINE, 1:1000, 0.3 - 0.5 mg, IM.
a. Pediatric dose is 0.01 - 0.02 mg/kg, IM.
2. Administer DIPHENHYDRAMINE 25 - 50 mg, IV, IO, IM, maximum dose 100 mg.
3. Administer SOLUMEDROL 125 mg IV.
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ANAPHYLAXIS (continued)

M3
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M. PARAMEDIC – If systolic blood pressure < 70mmHg:
1. Administer EPINEPHRINE, 1:10,000, 0.3 - 0.5 mg, IV, IO.
a. Pediatric dose is 0.01 - 0.02 mg/kg IV, IO.
2. Verbal Order – repeat EPINEPHRINE every 10 minutes as clinical situation dictates.
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CEREBROVASCULAR ACCIDENT
EMR, EMT, AEMT & PARAMEDIC
A. If patient has a good respiratory rate, no gag reflex and there is sputum heard in the airway,
place the patient on his/her side to allow secretions to exit the mouth.

B. If pulse oximeter is available titrate saturations to 94% or greater via nasal cannula 1 - 4 lpm
or non-rebreather 10 - 15 lpm. Assist ventilations as needed with a BVM and oxygen at
15 lpm.
C. If patient has a neurological deficit, place patient on affected side (recovery position).
D. EMT – If unconscious or focal deficits and the airway is not successfully maintained by BLS
measures, consider King Airway in accordance with Appendix A PCR-1.
E. EMT – If patient has sign and symptoms consistent with the following notify the receiving
facility, or incoming crew of a “Stroke Alert”. You must include the following information in
your radio report:
1. Face: Is it symmetrical?
YES or NO
2. Arm: Drift?
YES or NO
3. Speech: Is it slurred or abnormal?
YES or NO
4. Time: Best estimate of Time Last Known Well = __________
5. Glucose should be over 60. (Severe hypoglycemia can present like a stroke.)
6. Limit scene time with goal of <15 minutes for all “Stroke Alert” patients.
F. If conscious without focal deficits, assess and transport.
G. EMT – If available, establish 4-Lead cardiac monitor, and perform 12-lead.
H. EMTIV – Establish peripheral IV access with a saline lock or NaCl @ a rate to maintain
patient systolic blood pressure > 90mmHg.
I. EMTIV – If possible draw blood in accordance with Appendix A PCR-9.
J. AEMT – If hypoglycemic, consider D50W 25 g IV bolus.
PARAMEDIC – If patient is hypoglycemic, administer D50W 25 g IV bolus
K. PARAMEDIC – If unconscious or focal deficits and the airway is not successfully maintained
by BLS measures consider ET intubation in accordance with Appendix A PCR-2 or 6.
L. Patients that are “Stroke Alert” should be transported to the closest most appropriate Stroke
Center in accordance with Appendix B State of Washington Prehospital Stroke Triage
Destination Procedure. If closest appropriate facility is greater than 20 minutes, consider
air transport when appropriate.
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SUSPECTED HYPOGLYCEMIA
EMR, EMT, AEMT & PARAMEDIC
A. If patient has a known history of hypoglycemia, a gag reflex and adequate respiratory drive,
maintain airway and administer oxygen.
B. If patient has no gag reflex, establish oropharyngeal or nasopharyngeal airway and assist
ventilations with pocket mask, BVM, and supplemental oxygen at 10 - 15 lpm.
C. EMT – If the patient has an altered mental status of unknown origin, or has a history of
diabetes and could have an abnormal glucose level, then a glucose check should be
performed.
D. EMT – If patient is conscious with a gag reflex and has the ability to swallow, administer
ORAL GLUCOSE 31 - 37.5 g, or some type of sugar solution.
E. EMTIV – Establish peripheral IV access with a saline lock or NaCl @ a rate to maintain
patient systolic blood pressure > 90mmHg.
1. Determine capillary blood glucose.
F. AEMT – If glucose is less than 80 and patient has signs and symptoms of hypoglycemia,
administer D50W 25 g IV bolus.
1. PEDIATRIC DOSE under 2 years of age 2 - 4 g/kg of D25W. Over 2 years of age
1 - 2 g/kg of D50W.
G. PARAMEDIC – If there is suspected alcohol abuse or malnutrition, administer THIAMINE
100 mg IV bolus prior to administration of D50W.
H. PARAMEDIC – If unable to establish peripheral IV, administer GLUCAGON 1 mg IM
1. PEDIATRIC DOSE: 0.1 mg/kg, up to 1 mg.
I. If alert and oriented, patient has the option of refusing transport, thoroughly document
refusal of transport in your patient care report.
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HYPOTENSION – UNKNOWN ETIOLOGY
EMR, EMT, AEMT & PARAMEDIC
A. Establish and maintain airway.

M6

B. Administer oxygen via nasal cannula 1 - 4 lpm or non-rebreather 10 - 15 lpm. If pulse
oximeter is available, titrate saturation to 94% or greater.
C. Obtain vital signs every 5 minutes.
D. EMT – If available, establish 4-Lead cardiac monitor, and perform 12-lead.
E. EMTIV – Establish large-bore IV with NaCl, and fluid challenge to maintain a systolic blood
pressure > 90mmHg with an attempt to return patient to a normal blood pressure. Consider
drawing blood, in accordance with Appendix A PCR-9.
1. If no improvement with first IV, establish a second large-bore IV with NaCl to maintain
patient systolic blood pressure > 90mmHg.
2. Lung sounds should be reassessed every 250 ml.
3. Watch for fluid overload.
E. EMTIV – Verbal Order – if an IV cannot be established after two attempts, an IO may be
placed per manufacturer’s instructions. See Appendix A PCR-12.
F. AEMT – If hypotension is secondary to cardiac origin, refer to Cardiogenic Shock Protocol
C4.
G. PARAMEDIC – If no response, or inadequate response to fluid challenge, and systolic
BP < 90mmHg.
1. Administer DOPAMINE 5 - 20 mcg/kg/minute, IV piggyback with metered flow tubing,
until blood pressure reaches 90mmHg or greater systolic. Mix DOPAMINE 400 mg in
250 ml NaCl, for a concentration of 1600 mcg/ml.
OR
2. Administer LEVOPHED 2 - 4 mcg/min IV, IO titrated to maintain systolic blood pressure
> 90mmHg.
I. PARAMEDIC – For hypotension refractory to fluid bolus, if beta blocker is suspected,
consider GLUCAGON 2 mg IV.
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NAUSEA OR VOMITING
EMR, EMT, AEMT & PARAMEDIC
A. Establish and maintain airway.
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B. Administer oxygen via nasal cannula 1 - 4 lpm or non-rebreather 10 - 15 lpm. If pulse
oximeter is available, titrate saturation to 94% or greater.
PARAMEDIC
A. If the patient has protracted or recurrent nausea or vomiting administer:
1. ZOFRAN 4 mg IV, IM, or 8 mg ODT. A second dose of ZOFRAN IV may be
administered for a max of 8 mg.
OR
2. PHENERGAN 6.25 - 12.5 mg IV, IM.
3. If patient is pregnant, administer PHENERGAN 6.25 - 12.5 mg IV slow.
a. If anxiety or blurred vision develop, administer DIPHENHYDRAMINE 25 - 50 mg, IV,
IO, IM, maximum dose 100 mg.
B. Pediatric dose of ZOFRAN 0.1 mg/kg IM, IV max of 4 mg.
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OBSTETRICAL EMERGENCIES (CHILDBIRTH)
EMR, EMT, AEMT & PARAMEDIC
A. Administer oxygen via nasal cannula 1 - 4 lpm or non-rebreather 10 - 15 lpm. If pulse
oximeter is available, titrate saturation to 94% or greater.
B. Obtain a complete history, the following should be included:
1. Date of expected birth
2. How many weeks pregnant
3. Onset of contractions/pain
4. Duration and frequency of contractions
5. Any bleeding or discharge
6. Gravidity (number of times pregnant)
7. Para (number of live births)
8. Has there been any medical problems during this pregnancy
9. Recent use of drugs (e.g., cocaine, ETOH)
C. EMT – Detailed exam to include:
1. Vaginal bleeding.
2. Fluid leaking.

M8
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D. EMT – If perineum bulging, the baby is crowning, or contractions < 2 minutes apart, or has a
need to “push” or “bear down”, then prepare for imminent delivery.
1. Have mother lie supine with knees drawn up and spread apart.
2. Administer oxygen by non-rebreather mask @ 15 lpm.
3. Prepare OB kit.
4. When the infant’s head appears during crowning, place palm of hand on bony part of
skull and exert very gentle pressure to prevent explosive delivery.
5. When the head is delivered, suction infant’s mouth first, and then suction the infant’s
nose with a bulb syringe. Do not let mother “push” or “bear down” until airway is
suctioned.
6. Assist delivery of shoulders and body; do not pull on the infant.
7. When the baby is delivered:
a. Wipe blood and mucus from mouth and nose, suction mouth and nose again.
b. Assure patent airway, and stimulate breathing or crying by tapping soles of feet.
c. Do APGAR assessment on infant one minute and then again five minutes after
delivery.
d. Wrap infant in a warm blanket and place on its side.
e. Keep infant level with the vagina until the cord is cut.
f. As pulsations cease, double-clamp or tie 8 - 10” from infant and cut the cord between
the two clamps.
8. Let placenta deliver normally; do not pull on cord.
a. Place in plastic bag and transport with mother.
b. Massage mother’s lower abdomen until firm.
c. Place a sterile pad over vaginal opening.
9. Estimate time of delivery and blood loss. Treat for shock as necessary.
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OBSTETRICAL EMERGENCIES (continued)
E. There are two situations where you do not attempt delivery in the field:
1. Prolapsed cord (cord presents through the birth canal before delivery).
a. Place mother in knee-to-chest position.
b. For transport place mother with hips elevated, Trendelenburg position.
2. Breech birth (buttocks or extremities presents first during the delivery).

M8
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F. Transport the patient in left lateral recumbent position or position of comfort – except as
noted above.
G. EMT – If transport time from the scene to Yakima is less than 30 minutes, transport all thirdtrimester pregnancy complications, traumas, or premature births to Virginia Mason
Memorial.
H. For those patients who suffer cardiopulmonary arrest, who are in the third trimester of
pregnancy, full resuscitative measures should be continued, even if it is obvious that the
mother will not survive.
I. EMTIV – Establish large-bore peripheral IV with 1000 ml of NaCl or LR @ a rate to maintain
patient’s systolic blood pressure > 90mmHg. If possible, consider a 2nd peripheral IV.
J. PARAMEDIC – If postpartum hemorrhage is profuse, and patient is exhibiting signs of
shock, administer PITOCIN 20 units in 1000 ml NaCl or LR and titrate to control uterine
bleeding.
K. PARAMEDIC – If patient seizes, consider eclampsia and, administer MAGNESIUM
SULFATE 2 g in 10 ml NaCl, IV.
1. Consider VALIUM 2 - 10 mg IV slow.
L. Transport
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SEIZURES
EMR, EMT, AEMT & PARAMEDIC
A. Establish and maintain airway.
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B. Prevent injury to the patient.
C. If possible and time/manpower exists time how long the seizure lasts. Patient care should
always come first.
D. Administer high flow oxygen with a non-rebreather 10 - 15 lpm.
E. Obtain history.
F. Determine blood glucose.
1. If hypoglycemic, see Protocol M5.
G. EMT – If available, establish 4-Lead cardiac monitor, and perform 12-lead.
H. EMTIV – Establish peripheral IV access with a saline lock or NaCl @ a rate to maintain
patient systolic blood pressure > 90mmHg.
I. PARAMEDIC – Status epilepticus lasting greater than 10 minutes with no postictal period:
1. Administer ATIVAN 2 - 4 mg slow IV, IO every 3 - 5 minutes as indicated, systolic BP is
< 100mmHg, or respiratory depression.
OR
2. Administer VALIUM
a. 2 - 10 mg IV, IO, IM
b. Pediatrics 0.2 mg/kg IV, IO
3. If unable to establish IV, administer VERSED 2 - 5 mg IM, IO, IN 10 mg (5 mg each
nostril).
J. PARAMEDIC – may administer patient’s DIASTAT as prescribed. Bring patients used
prescription to the hospital.
K. If a pregnant patient seizes, consider eclampsia and, administer MAGNESIUM SULFATE
2 g in 10 ml NaCl IV.
L. PARAMEDIC – Continue monitoring and protecting airway. For patients in status epilepticus
with seizures lasting 10 minutes or greater with no postictal period consider RSI in
accordance with Appendix A PCR-6.
M. If seizure terminates spontaneously and patient has a history of previous seizures with
ongoing medical management of those seizures, and the clinical situation dictates, the
patient has the option of not being transported to the hospital. If patient is alert, thoroughly
document refusal on the patient care report.
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OVERDOSE
EMR, EMT, AEMT & PARAMEDIC
A. Perform an initial assessment, to include signs of trauma.
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B. Search for and document all toxins to include containers, pill bottles, drug paraphernalia,
and etcetera. If appropriate, bring items to the emergency department.
C. If evidence of an overdose, remove pills, tablets or powder from patient’s mouth or skin.
D. EMT – If chest pain, decreased level of consciousness or unconscious, administer oxygen
via nasal cannula 1 - 4 lpm, non-rebreather 10 - 15 lpm or BVM 15 lpm. If available, use
pulse oximetry to titrate saturation to 94% or greater.
E. EMT – If available, establish 4-Lead cardiac monitor, and perform 12-lead.
F. AEMT – If patient with depressed level of consciousness, and/or inadequate vital signs,
refer to Protocols M2 and M6.
G. PARAMEDIC – Specific Overdoses
1. Tricyclic Antidepressant (TCA) overdose:
a. Widening QRS but HR not increased MAGNESIUM SULFATE 2 g IV slow over 10
minutes.
b. HR sustained greater than 120 bpm; EKG shows QRS widening, hypotension
refractory to fluid bolus SODIUM BICARBONATE 1 mEq/kg IV slow.
c. Hypotension refractory to fluid bolus LEVOPHED 2 - 4 mcg/min.
2. Beta Blocker overdose:
a. Hypotension refractory to fluid bolus administer GLUCAGON 2 mg IV.
b. Bradycardia ATROPINE 0.5 - 1 mg IV q 5-minute intervals until desired response.
c. Consider LEVOPHED DRIP 2 - 4 mcg/min
3. Calcium Channel Blocker overdose:
a. Hypotension refractory to fluid bolus administer GLUCAGON 2 mg IV.
b. Consider CALCIUM GLUCONATE 1 - 2 grams IV over 5 minutes. May repeat dose
in 10 minutes.
c. Consider LEVOPHED 2 - 4 mcg/min IV, IO for persistent hypotension to maintain a
systolic BP > 90mmHg.
4. Suspected Cocaine, Amphetamine, or PCP overdose:
a. Administer ATIVAN 1 - 2 mg increments.
5. Narcotics overdose refer to Protocol M11.
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NARCOTICS OVERDOSE
EMR, EMT, AEMT & PARAMEDIC
A. Establish and maintain airway.
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B. EMT – If ventilating adequately, administer oxygen via nasal cannula 1 - 4 lpm or nonrebreather 10 - 15 lpm. If pulse oximeter is available, titrate saturation to 94% or greater.
C. EMT – If patient is apneic or hypoventilating, assist ventilations with BVM or OPVD and
supplemental oxygen at 10 - 15 lpm, refer to Protocol R1.
D. EMT – If suspected opiate overdose with a respiratory rate less than 8 bpm may administer
NARCAN 4 mg IN (when available) in accordance with Appendix A PCR-14.
1. Pediatric dose contact Medical Control.
E. EMT – If available, establish 4-Lead cardiac monitor, and perform 12-lead.
F. EMTIV – Establish peripheral IV access with a saline lock or NaCl @ a rate to maintain
patient systolic blood pressure > 90mmHg.
G. EMTIV – Consider drawing blood, in accordance with Appendix A PCR-9.
H. PARAMEDIC – Administer NARCAN 0.4 - 4 mg, IV, IO, IM, or 4 mg IN (preferred
2 mg each nostril). With a combined max dose of 10 mg.
1. Pediatric dose NARCAN 0.4 mg/kg max 2 mg, <20 kg: 0.1 mg/kg or refer to pediatric
resuscitation tape.
I. PARAMEDIC – If no response to NARCAN consider D50W, 25 g.
J. If no response, to NARCAN or D50W, and airway or ventilation is compromised, consider
ET intubation, in accordance Appendix A PCR-2 or 6.
K. PARAMEDIC – If the patient has protracted or recurrent nausea or vomiting administer:
1. ZOFRAN 4 mg IV, IM, or 8 mg ODT. A second dose of ZOFRAN IV may be
administered for a max of 8 mg.
OR
2. PHENERGAN 6.25 - 12.5 mg IV, IM.
3. If patient is pregnant, administer PHENERGAN 6.25 - 12.5 mg IV slow.
a. If anxiety or blurred vision develop, administer DIPHENHYDRAMINE 25 - 50 mg IV,
IO, IM, maximum dose 100 mg.
L. PARAMEDIC – For patients that may become uncooperative and/or violent, refer to
Protocol G5.
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INSECT BITES/STINGS
EMR, EMT, AEMT, PARAMEDIC
A. Establish and maintain airway.
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B. Administer oxygen via nasal cannula 1 - 4 lpm or non-rebreather 10 - 15 lpm. If pulse
oximeter is available, titrate saturation to 94% or greater.
C. EMT – If available, establish 4-Lead cardiac monitor, and perform 12-lead.
D. If patient sustains a bite or sting (spider, snake, insect, etc.):
1. Scrape site to remove stinger; do not pull straight out.
2. Remove constricting items (e.g., rings) before swelling occurs.
3. Keep limb immobilized below the heart.
4. If a snakebite, restrict patient’s movement (do not apply cold pack).
a. Transport to closest definitive care that carries antivenom.
AEMT
A. For snakebites start IV and monitor patient.
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POISONING
EMR, EMT, AEMT & PARAMEDIC
A. Establish and maintain airway.
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B. Administer oxygen via nasal cannula 1 - 4 lpm or non-rebreather 10 - 15 lpm. If pulse
oximeter is available, titrate saturation to 94% or greater.
C. Ensure patient is properly decontaminated.
D. EMT – If available, establish 4-Lead cardiac monitor, and perform 12-lead.
E. EMT IV – Establish peripheral IV access with a saline lock or NaCl @ a rate to maintain
patient systolic blood pressure > 90mmHg.
F. EMT – If unconscious or the airway is not successfully maintained by BLS measures, place
King Airway in accordance with Appendix A PCR-1.
G. EMT – Notify Medical Control or receiving facility that you are transporting a patient
contaminated with hazardous materials. Request direction from receiving facility on where to
go prior to entering the emergency department. DO NOT enter the emergency department
until told to do so by qualified hospital staff.
H. PARAMEDIC – If unconscious or decreased level of consciousness, and unable to maintain
airway, consider ET intubation in accordance with Appendix A PCR-2 or 6.
I. PARAMEDIC – Specific Poisoning
1. Organophosphate Poisoning
a. Signs & symptoms
Salvation
Diarrhea or diaphoresis
Lacrimation
Urination
Urination
Miosis or muscle contractions/twitch
Defecation
Bronchospasms
Gastrointestinal upset Bradycardia
Emesis
Emesis
Lacrimation
Lethargy
Salivation
b. Administer ATROPINE 2 mg IV, IO repeat doses 2 - 10 mg every 5 - 15 minutes for
copious secretions, altered mental status, or cardiac dysrhythmias.
c. PARAMEDIC – Verbal order – Pediatric ATROPINE dose:
i. Less than 2 y/o: 0.02 mg/kg IV, IO every 5 - 10 minutes PRN.
ii. 2 - 10 y/o: 1 mg IV, IO every 5 - 10 minutes.
2. Carbon Monoxide
a. High flow oxygen.
2018 Yakima County
Prehospital Care Protocols
Version 1
Updated June 2018

EBOLA
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Introduction
The following protocol was developed for emergency medical services in the event of a local
pandemic outbreak as recommended by the Washington State Department of Health EMS &
Trauma Division.
A pandemic for the purposes of this protocol will be defined as an epidemic of infectious
disease that spreads through populations across a large region; for instance, a continent, or
even worldwide. Moreover, has the following characteristics:
A. Emergence of a disease new to a population.
B. Agents infect humans, causing serious illness.
C. Agents spread easily and sustainably among humans.
EMR, EMT, AEMT, & PARAMEDIC
A. An Ebola patient must be declared by one or more of the listed agencies:
1. 911 Operations
2. Local Fire Department
3. Ambulance Company
4. The Medical Control Officer for each agency/department

B. Declaration of localized (Yakima County) Ebola patient alert then the following shall be
implemented:
1. 911 access – Patients with Ebola symptoms will be asked if they have been in West
Africa within the past 21 days or had contact with someone who has (effective week).
2. Dispatch will dispatch/relay information to responding units indicating the patient meets
Ebola criteria and ensure units responding confirm receipt of this information.
3. All EMS agencies shall appoint an Infection Control Officer locally to establish a
decontamination and health care screening site(s) to clear employees prior to entering
the work site and the start of each shift.
C. The established Infection Control Office for each EMS agency shall be responsible for the
following:
1. Ensuring all personnel are trained in donning and doffing of proper PPE.
2. Transport units are equipped with proper supplies for the personnel and the unit.
D. Ebola like symptoms shall be defined as any patient presenting with any of the following
symptoms:
1. Fever
2. Severe headache
3. Muscle pain
4. Weakness
5. Fatigue
6. Diarrhea
7. Vomiting
8. Abdominal (stomach) pain
9. Unexplained hemorrhage (bleeding or bruising)

2018 Yakima County
Prehospital Care Protocols
Version 1
Updated June 2018

1 of 2

M14

EBOLA (continued)
E. EMS provider requirements for contacting a patient who has Ebola like symptoms and
who meets the criteria of a possible Ebola patient shall follow enhanced PPE
guidelines above the standard precautions of patient care.
1. Standard universal precautions or PPE including gloves, NIOSH approved N-95 mask,
and eye protection.
2. PPE outlined above and disposable gown/overalls and shoe covers.
3. Members will crosscheck each other for complete coverage and respiratory protection
prior to entering the immediate area or building where the patient is located.
4. Direct contact with patient should be limited to the primary transport agency.
a. Non-transport or volunteer EMS agencies should restrict entry or exit from home until
primary transport agency arrives to take over.
b. Contact with patient should be limited to primary care provider in the field.
c. Primary contact/support volunteer should don appropriate PPE before any contact.

F. Patient Care and Transport to the ED of a patient with Ebola like symptoms, who also meets
the high-risk criteria, the following procedures shall be followed:
1. The crew will exit the area.
2. The crew will decontaminate if there is any bodily fluid contact.
3. Dispatch will be notified that you have contacted an Ebola patient and the Yakima
County Health District will be notified at (509) 249-6541 or 1-800-535-5016 ext 541.
4. The crew will don appropriate PPE.
5. Assess the patient for Priority Symptoms
a. Chief Complaint
b. Medical History and Travel History
6. Allow the patient to achieve a position of comfort
7. Patient care and contact will be limited to that which is necessary.
8. EMTIV, AEMT or Paramedic – IV therapy will only be initiated if it is determined the
patient needs timely IV fluids or medications delivered intravenously.
9. Provide the patient’s family and/or friends with the Ebola Newsletter from Washington
State DOH at
www.doh.wa.gov/YouandYourFamily/IllnessandDisease/Ebola/Newsletterarticle
G. Use proper patient isolation techniques:
1. Close off ambulance driver’s compartment.
2. Drape patient allowing airway control.
3. Early EMS report to receiving facility.
H. Care and No Transport
1. Notify the Yakima County Health District at (509) 249-6541 or 1-800-535-5016 ext 541
that the patient does not want transport.
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RESPIRATORY DISTRESS
EMR, EMT, AEMT & PARAMEDIC
Respiratory distress can be divided into processes involving the upper or lower airway.
Examples of upper airway obstruction include foreign body, epiglottitis, croup, and trauma.
Diseases that cause lower airway obstruction include asthma, COPD, pneumonia, CHF, and
pneumothorax.

If unable to differentiate the cause of respiratory distress, open and maintain airway, administer
oxygen, ensure adequate ventilation and transport rapidly.
A. Assess adequacy of airway and ventilation to include:
1. Vocalization
2. Rate
3. Depth
4. Breath sounds
5. Cyanosis
6. Signs of respiratory distress
B. Perform brief cardiovascular assessment.
C. Check vital signs to include SpO2 and ETCO2 when available.
D. Obtain brief history to include:
1. Onset
2. Presence of chest pain
3. Potential aspiration
4. Fever
5. Past medical history
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ASTHMA
EMR, EMT, AEMT & PARAMEDIC
A. Establish and maintain airway.

R2

B. Administer oxygen via nasal cannula 1 - 4 lpm or non-rebreather 10 - 15 lpm. If available,
use pulse oximetry to titrate saturation to 94% or greater.
C. If patient has no gag reflex, establish oropharyngeal or nasopharyngeal airway and assist
ventilations with pocket mask, or BVM and supplemental oxygen at 15 lpm.
D. EMT – If patient has a known history of respiratory difficulties, is conscious, having difficulty
breathing, and has a physician prescribed metered-dose inhaler:
1. Encourage the patient to administer his or her metered-dose inhaler.
2. Assist the patient in administering his or her metered-dose inhaler.
E. EMT – If available, consider CPAP, see Appendix A PCR-3.
F. EMT – If Supraglottic Airway technician is on scene, consider placement of King Airway, in
accordance with Appendix A PCR-1.
G. EMT – If available, establish 4-Lead cardiac monitor, and perform 12-lead.
H. EMTIV – Establish peripheral IV access with a saline lock or NaCl @ a rate to maintain
patient systolic blood pressure > 90mmHg.
I. AEMT – Consider ALBUTEROL 2.5 mg in 2.5 ml NaCl, per nebulizer mask; repeat
immediately if indicated clinically.
J. AEMT – Establish cardiac monitor with capnography, if available.
K. PARAMEDIC – Consider administration of ATROVENT 0.5 mg in 2.5 ml NaCl or Duo-Neb.
Monitor heart rate for tachycardia.
L. PARAMEDIC – If patient is not responding to ALBUTEROL, administer SOLUMEDROL
125 mg IV.
M. PARAMEDIC – Consider MAGNESIUM SULFATE 2 g IV over 5 minutes.
N. PARAMEDIC – If patient is not elderly, hypertensive, and has no cardiac history, consider
EPINEPHRINE 1:1,000, 0.1 mg/kg IM up to a maximum of 0.3 ml.
O. PARAMEDIC – Verbal Order – If patient is not responding to ALBUTEROL, symptoms are
severe and patient is elderly, hypertensive, or has a cardiac history, consult Medical Control
Facility regarding EPINEPHRINE.
P. PARAMEDIC - If respiratory effort or level of distress deteriorates be prepared for RSI in
accordance with Appendix A PCR-6.
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CHRONIC OBSTRUCTIVE PULMONARY DISEASE
EMR, EMT, AEMT & PARAMEDIC
A. Establish and maintain airway.

R3

B. Administer oxygen via nasal cannula 1 - 4 lpm or non-rebreather 10 - 15 lpm. If pulse
oximeter is available, titrate saturation to 90% or greater.
C. EMT – If available, administer C-PAP (Continuous Positive Airway Pressure), as necessary.
See Appendix A PCR-3.
D. EMT – If hypoventilation, assist ventilations with BVM. Consider King Airway in accordance
with Appendix A PCR-1.
E. EMT – If available, establish 4-Lead cardiac monitor, and perform 12-lead.
F. EMTIV – Establish peripheral IV access with a saline lock or NaCl @ a rate to maintain
patient systolic blood pressure > 90mmHg.
G. AEMT – Administer ALBUTEROL 2.5 mg in 2.5 ml NaCl per nebulizer mask, repeat
immediately if clinically indicated.
H. PARAMEDIC – Administer ALBUTEROL 2.5 mg in 2.5 ml NaCl per nebulizer, and
ATROVENT 0.5 mg in 2.5 ml NaCl or Duo-Neb per nebulizer mask.
I. PARAMEDIC – Administer SOLUMEDROL 125 mg IV.
J. PARAMEDIC – Administer C-PAP (Continuous Positive Airway Pressure), See Appendix A
PCR-3.
K. PARAMEDIC – If unconscious or decreased level of consciousness, and unable to maintain
airway, consider ET intubation in accordance with Appendix A PCR-2 or 6.
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UPPER AIRWAY OBSTRUCTION
EMR, EMT, AEMT & PARAMEDIC
A. If there is partial foreign body airway obstruction and patient is breathing satisfactorily, or is
hypoxic after removing the obstruction, administer oxygen titrate saturation to 94% or
greater and transport in a position of comfort.

B. Complete foreign body airway obstruction
1. Adult: Heimlich maneuver until obstruction is relieved or the patient loses consciousness.
Once the patient becomes unresponsive:
a. Open airway with a head tilt chin lift and attempt to ventilate.
If unable to ventilate reposition the head and attempt to ventilate a second time.
b. If unsuccessful, perform CPR in accordance to Protocol C5.
c. Remove object(s) from patient mouth if they become visible.
2. Child (1y/o to puberty): Heimlich maneuver until obstruction is relieved or the patient
loses consciousness. Once the patient becomes unresponsive:
a. Open airway with a head tilt chin lift and attempt to ventilate.
b. If unable to ventilate reposition the head and attempt to ventilate a second time.
c. If unsuccessful, perform CPR in accordance to Protocol P1.
d. Remove object(s) from patient mouth if they become visible.
3. Infant (birth to 1yr): Perform 5 back blows and 5 chest thrusts until the obstruction is
relieved or the patient loses consciousness.
a. Open airway with a head tilt chin lift and attempt to ventilate.
If unable to ventilate reposition the head and attempt to ventilate a second time.
b. If unsuccessful, perform CPR in accordance to Protocol P1.
c. Remove object(s) from patient mouth if they become visible.
C. PARAMEDIC – If there is a complete foreign body airway obstruction and basic life support
procedures were not successful perform direct laryngoscopy and attempt to removal of the
airway obstruction with Magill forceps, Kelly clamp, or other appropriate instrument.
1. Forceps-removal of the foreign matter must only be attempted with direct visualization of
the obstruction.
2. If spontaneous respirations resume within 5 - 10 seconds, remove laryngoscope blade,
monitor status, and administer oxygen at 15 lpm per non-rebreather mask.
3. If spontaneous respirations do not resume within 5 - 10 seconds, insert an ET tube in
accordance with Appendix A PCR 2 or 6.
D. PARAMEDIC – If attempts at removal are unsuccessful and ventilation is still not possible,
perform cricothyroidotomy per Appendix A PCR-4.
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CARDIAC EMERGENCIES
CHEST PAIN (STEMI or NSTEMI)
EMR, EMT, AEMT, & PARAMEDIC
A. Administer oxygen via nasal cannula 1 - 4 lpm or non-rebreather 10 - 15 lpm. If pulse
oximeter is available, titrate saturation to 94% or greater.
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B. EMT – Adult administer 324 mg ASPIRIN.
C. EMT – If patient has known cardiac history, is suffering from chest pain, has a systolic blood
pressure > 100mmHg, and has his/her own physician-prescribed NITROGLYCERIN
(spray or tablet):
1. Encourage patient to administer his or her own NITROGLYCERIN.
2. Assist patient in administering his or her NITROGLYCERIN.
3. Verbal Order – Administer the NITROGLYCERIN for patient. Administer 1 dose
sublingually, wait 5 minutes, and recheck blood pressure before giving another dose.
May administer a total of 3 doses.
4. If available, establish 4-Lead cardiac monitor, and perform 12-lead.
D. EMTIV – Establish peripheral IV access with a saline lock or NaCl @ a rate to maintain
patient systolic blood pressure > 90mmHg.
E. EMTIV – Consider drawing blood in accordance with Appendix A PCR-9.
F. AEMT – If systolic blood pressure is > 100mmHg, administer NITROGLYCERIN (tablet or
spray) 0.4 mg sublingual, up to a total of 1.2 mg, unless systolic BP < 100 mmHg.
G. PARAMEDIC – Perform a 12 Lead EKG and interpret for signs of an Acute MI. If diagnostic
of an MI:
1. Notify the receiving hospital immediately of a STEMI Alert.
2. Scene times should be minimized.
H. PARAMEDIC – NITROGLYCERIN SPRAY or tablet 0.4 mg every 5 minutes for a max of
1.2 mg in 15 minutes PRN for pain.
I. PARAMEDIC – For prolonged transport, consider NITROGLYCERIN Paste 1”. Remove for
systolic blood pressure < 100mmHg.
J. PARAMEDIC – If pain is not relieved by NITROGLYCERIN, and BP > 100mmHg systolic,
administer MORPHINE 4 mg IV. Subsequent doses may be given in 2 mg increments, until
pain is relieved or hypotension occurs, for a max of 50 mg.
1. If allergic to MORPHINE, administer FENTANYL 50 mcg IV. Subsequent doses may be
given in 50 mcg increments, until pain is relieved or hypotension occurs, up to a total of
500 mcg.
2. Should hypotension occur, consider fluid challenge.
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C1

CHEST PAIN (STEMI or NSTEMI) (continued)
K. PARAMEDIC – If the patient has protracted or recurrent nausea or vomiting administer:
1. ZOFRAN 4 mg IV, IM, or 8 mg ODT. A second dose of ZOFRAN IV may be
administered for a max of 8 mg.
OR
2. Administer PHENERGAN 6.25 - 12.5 mg IV, IM
3. If patient is pregnant, administer PHENERGAN 6.25 - 12.5 mg, IV slow.
a. If anxiety or blurred vision develop, administer DIPHENHYDRAMINE 25 - 50 mg IV,
IO, IM, maximum dose 100 mg.
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L. PARAMEDIC – If patient is having a STEMI administer HEPARIN 70 units/kg IV bolus up
to a maximum of 4000 units (hold for concern about recent or ongoing bleeding problems).
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CONGESTIVE HEART FAILURE WITH ACUTE PULMONARY EDEMA
EMR, EMT, AEMT & PARAMEDIC
A. Administer oxygen via nasal cannula 1 - 4 lpm or non-rebreather 10 - 15 lpm. If pulse
oximeter is available, titrate saturation to 94% or greater.

C2

B. EMT – If available, consider use of CPAP see Appendix A PCR-3.
C. EMT – If available, establish 4-Lead cardiac monitor, and perform 12-lead.
D. EMTIV – Establish peripheral IV access with a saline lock or NaCl @ a rate to maintain
patient systolic blood pressure > 90mmHg.
E. AEMT – If systolic blood pressure is > 100mmHg, administer NITROGLYCERIN (tablet or
spray) 0.4 mg sublingual, up to a total of 1.2 mg, unless systolic BP < 100 mmHg.
F. PARAMEDIC – If systolic blood pressure > 100mmHg:
1. Administer LASIX 40 mg (or double the patient’s daily dosage) IV or IM slow. Max
dose 100 mg.
2. If symptoms continue and patient is not obtunded, consider MORPHINE 2 - 10 mg, IV
slow.
G. PARAMEDIC – If unconscious or decreased level of consciousness, and unable to maintain
airway, consider ET intubation according to Appendix A PCR 2 or 6.
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CARDIAC DYSRHYTHMIAS

C3

EMR, EMT, AEMT & PARAMEDIC
A. Administer oxygen via nasal cannula 1 - 4 lpm or non-rebreather 10 - 15 lpm. If available,
use pulse oximetry to titrate saturation to 94% or greater.
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B. EMT – If available, establish 4-Lead cardiac monitor, and perform 12-lead.
C. EMTIV – Establish peripheral IV access with a saline lock or NaCl @ a rate to maintain
patient systolic blood pressure > 90mmHg.
D. PARAMEDIC- Consider H’s & T’s
Hypovolemia
Hypoxia
Hydrogen ion (acidosis)
Hypo-/hyperkalemia
Hypothermia

Tension Pneumothorax
Tamponade (cardiac)
Toxins
Thrombosis (pulmonary or coronary)
Trauma

E. PARAMEDIC- A-Fib/A-Flutter
1. Rate > 150 & less than 24 hours
a. Administer DILTIAZEM 0.25 mg/kg IV slow over 2 minutes.
b. If no response, administer DILTIAZEM 0.35 mg/kg IV slow over 2 minutes.
2. VERBAL ORDER If hypotension occurs; consider CALCIUM GLUCONATE 10 ml over
5 minutes
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ADULT TACHYCARDIA WITH A PULSE ALGORITHM
Assess appropriateness for clinical condition.
Heart rate typically ≥ 150/minute if tachyarrhythmia.

C3
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Doses/Details
Synchronized
cardioversion:
Initial recommended doses:
Narrow regular: 50-100 J
Narrow irregular: 120-200 J
biphasic or 200 J
monophasic
Wide regular: 100 J
Wide irregular: defibrillation
dose (not synchronized)

BLS & AEMT
Identify and treat underlying cause
1. Maintain patent airway; assist breathing as necessary
2. Oxygen (if hypoxemic)
3. Cardiac monitor to identify rhythm; monitor blood
pressure and oximetry, if available

1.
2.
3.
4.
5.

EMT-P
Persistent tachyarrhythmia
causing:
Hypotension?
Acutely altered mental status?
Signs of shock?
Ischemic chest discomfort?
Acute heart failure?

Yes

4.

No
Wide QRS?
≥ 0.12 second

Yes

5.

6.
7.

1.
2.
3.
4.
5.

EMT-P
IV access and 12-lead ECG if available
Vagal maneuvers
Adenosine (if regular)
ß-Blocker or calcium channel blockers
Consider expert consultation
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EMT-P
Synchronized
cardioversion
1. Consider sedation
2. If regular narrow
complex, consider
adenosine

EMT-P
IV access and 12-lead
ECG if available
Consider adenosine
only if regular and
monomorphic
Consider antiarrhythmic
infusion
Consider expert
consultation

Adenosine IV dose:
First dose: 6 mg rapid IV
push; follow with NS flush.
Second dose: 12 mg if
required.

Antiarrhythmic
Infusions for Stable
Wide-QRS Tachycardia
Amiodarone IV dose:
First dose: 150 mg over
10 minutes. Repeat as
needed if VT recurs.
Follow by maintenance
infusion of 1 mg/min for
first 6 hours.

ADULT BRADYCARDIA WITH A PULSE ALGORITHM
Assess appropriateness for clinical condition.
Heart rate typically < 50/minute if bradyarrhythmia.







BLS & AEMT
Identify and treat underlying cause
Maintain patent airway; assist breathing as necessary
Oxygen (if hypoxemic)
Cardiac monitor to identify rhythm; monitor blood
pressure and oximetry
IV access
12-lead ECG if available; don’t delay therapy

No
1.
2.
3.
4.
5.

EMT-P
Persistent bradyarrhythmia
causing:
Hypotension
Acutely altered mental status?
Signs of shock?
Ischemic chest discomfort?
Acute heart failure?

C3
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Doses/Details
ATROPINE IV Dose:
First dose: 0.5 mg bolus, if no
response after 1 mg move to
atropine ineffective on flow
chart. If effective Repeat
Atropine every 3 – 5 minutes
Max dose 3 mg.
DOPAMINE IV/IO Infusion:
Usual infusion rate is 2-20
mcg/kg per minute. Titrate to
patient response; taper slowly.
OR
LEVOPHED IV/IO Initial rate of
2-4mcg/min, titrated to maintain
systolic blood pressure
>90mmHg

Yes
EMT-P
If ATROPINE ineffective:
1. Transcutaneous pacing
OR
2. DOPAMINE infusion
OR
3. EPINEPHRINE infusion

EMT-P
Consider:
1. Expert consultation
2. Transvenous pacing
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EPINEPHRINE IV/IO Infusion:
2-10 mcg per minute infusion.
Titrate to patient response.

CARDIOGENIC SHOCK
EMR, EMT, AEMT & PARAMEDIC
A. Establish and maintain airway.

C4

B. Administer oxygen via nasal cannula 1 - 4 lpm or non-rebreather 10 - 15 lpm. If available,
use pulse oximeter to titrate saturation to 94% or greater.
C. EMT – If available, establish 4-Lead cardiac monitor, and perform 12-lead.
D. EMTIV – Establish large-bore IV with NaCl, and fluid challenge to maintain a systolic blood
pressure > 90mmHg with an attempt to return patient to a normal blood pressure. Consider
drawing blood, in accordance with Appendix A PCR-9.
1. If no improvement with first IV, establish a second large-bore IV with NaCl to maintain
patient systolic blood pressure > 90mmHg.
2. Lung sounds should be reassessed every 250 ml.
3. Watch for fluid overload.
E. PARAMEDIC – If no response, or inadequate response to fluid challenge, and systolic BP
< 90mmHg:
1. Administer DOPAMINE 5 - 20 mcg/kg/min, IV piggyback with metered flow tubing, until
blood pressure reaches 90mmHg or greater systolic. Mix DOPAMINE 400 mg in 250 ml
NaCl, for a concentration of 1600 mcg/ml.
OR
2. Administer LEVOPHED 2 - 4 mcg/min IV, IO titrate to maintain systolic blood pressure >
90mmHg.
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CARDIOPULMONARY ARREST
EMR, EMT, AEMT & PARAMEDIC
A. GOALS OF RESUSCITATION
1. High quality CPR
a. Compressions first, performed at a rate of 30:2.
b. Compressors switching every 2 minutes.
c. Minimizing interruptions to chest compressions.

C5

B. EMT – If Supraglottic Airway technician is on scene, consider placement of King Airway in
accordance with Appendix A PCR-1. Chest compressions should not be stopped to place
King Airway.
C. EMT – After an advanced airway is placed give continuous chest compressions without
pauses for breaths.
D. EMTIV – Establish peripheral IV or IO with 1000ml NaCl wide open.
E. PARAMEDIC – If the King Airway is functioning with adequate chest rise and fall,
leave device in place and DO NOT REMOVE.
F. PARAMEDIC – ET intubation only if no interruption to chest compressions. If unable
to do that, utilize the King Airway.
G. PARAMEDIC – Once an advanced airway is placed, monitor ETCO2.
1. If ETCO2 reading < 10:
a. Attempt to improve CPR quality
b. If ETCO2 remains < 10, perform 3 cycles of adequate CPR before considering
termination of efforts.
H. PARAMEDIC – If time allows, insert NG tube for gastric decompression.
I. Perform resuscitation efforts until patient is breathing and has a pulse, care is released to a
higher authority, there are obvious signs of death or an advanced directive is presented.
Prolonged resuscitation (20 minutes or longer) contact Medical Control for advice.
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Adult Cardiac Arrest Algorithm – 2015 Update
Advanced Cardiovascular Life Support

CPR Quality

1

 Push hard (at least 2” [5 cm]) and
fast (100-120/min) & allow
complete chest recoil.
 Minimize interruptions in
compressions.
 Avoid excessive ventilation.
 Rotate compressor every 2 mins, or
sooner if fatigued.
 If no advanced airway, 30:2
compression-ventilation ratio.
 Quantitative waveform
capnography
 If PETCO2 <10 mm Hg, attempt
to improve CPR quality.
 Intra-arterial pressure
 If relaxation PHASE
(DIASTOLIC) PRESSURE
<20 mm Hg, attempt to
improve CPR quality.

Start CPR
1. Give oxygen
2. Attach monitor/defibrillator

Rhythm
shockable?

2

No
9

Asystole/PEA

VF/pVT

3

Shock

Shock Energy for Defibrillation
 Biphasic: Manufacturer
recommendation (e.g., initial dose
of 120-200 J); if u8nknown, use
maximum available.
Second and subsequent doses
should be equivalent, and higher
doses may be considered.
 Monophasic: 360 J

4

CPR 2 min

 IV/IO access
Rhythm

Drug Therapy

No
10

shockable?
Yes
5

CPR 2 min
 IV/IO access
 Epinephrine every 3-5 min
 Consider advanced airway,
capnography

Shock

6

CPR 2 min
 Epinephrine every 3-5 min
 Consider advanced airway,
capnography

Rhythm
shockable?

Yes

Rhythm
shockable?
No

No
11

 EPINEPHRINE IV/IO dose:
1 mg every 3-5 minutes
 Amiodarone IV/IO dose:
First dose: 300 mg bolus.
Second dose: 150 mg.
Advanced Airway
 Endotracheal intubation or
supraglottic advanced airway
 Waveform capnography or
capnometry to confirm & monitor
ET tube placement
 Once advanced airway in place
give 1 breath every 6 seconds (10
breaths/min) with continuous chest
compressions
Return of Spontaneous Circulation
(ROSC)
 Pulse and blood pressure
 Abrupt sustained increase in
PETCO2 (typically ≥ 40 mm Hg)
 Spontaneous arterial pressure
waves with intra-arterial monitoring
Reversible Causes

7

CPR 2 min
 Treat reversible causes

Yes

8

Shock

Rhythm
shockable?

CPR 2 min
 Amiodarone
 Treat reversible causes

Go to 5 or 7

12
1.
2.
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Yes

If no signs of return of spontaneous
circulation (ROSC), go to 10 or 11
If ROSC, go to Post-Cardiac Arrest
Care












Hypovolemia
Hypoxia
Hydrogen ion (acidosis)
Hypo-/hyperkalemia
Hypothermia
Tension pneumothorax
Tamponade, cardiac
Toxins
Thrombosis, pulmonary
Thrombosis, coronary

ADULT IMMEDIATE POST-CARDIAC ARREST CARE ALGORITHM – 2015 UPDATE

C7

Return of spontaneous circulation (ROSC)

Optimize ventilation and oxygenation
All provider levels
 Maintain oxygen saturation ≥94%
EMT, AEMT & EMT-P
 Consider advanced airway (KING or Endotracheal)
EMT-P: Consider wave form capnography
 Do not hyperventilate

Doses/Details
Ventilation/oxygenation:
Avoid excessive ventilation.
Start at 10 breaths/min and
titrate to target PETCO2 of
34-40 mm Hg.
When feasible, titrate FlO2 to
achieve SpO2 ≥94%.
IV bolus:
Approximately 1-2 L normal
saline or lactated Ringer’s

EMT/IV, AEMT & EMT-P
Treat hypotension (SBP < 90mmHg)
 IV/IO bolus
 EMT-P: Vasopressor infusion
 Consider treatable causes

Coronary reperfusion

EMT-P
12-Lead ECG:
STEMI
or
high suspicion of
AMI

Yes

No
Initiate targeted
temperature management

No

Follow
commands?

Initiate targeted
temperature management

Advanced critical care
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Epinephrine IV infusion:
0.1-0.5 mcg/kg per minute (in
70-kg adult: 7-35 mcg per
minute).
Dopamine IV infusion:
5-10 mcg/kg per minute.
Norepinephrine IV infusion:
0.1-0.5 mcg/kg per minute (in
70-kg adult: 7-35 mcg per
minute)

Reversible Causes
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

Hypovolemia
Hypoxia
Hydrogen ion (acidosis)
Hypo-/hyperkalemia
Hypothermia
Tension pneumothorax
Tamponade, cardiac
Toxins
Thrombosis, pulmonary
Thrombosis, coronary

T1

TRAUMA EMERGENCIES
Introduction
1 of 3
The following protocols are not intended to encompass all traumatic incidents the EMS
provider may encounter in the field, but to provide general guidelines for the often-encountered
trauma case.
The basic philosophy of prehospital trauma care for the critical trauma patient is RAPID
assessment, RAPID treatment, and RAPID transport. Trauma is a surgical condition; it is
inappropriate to spend time in the field packaging the patient for transport. Because of the time
sensitive nature, procedural interventions may be performed during transport. Attempting to
stabilize the patient in the field should only be done if there is airway compromise or massive
hemorrhage.
Rapid transport should be initiated within 10 minutes of arriving at the scene, unless
extenuating circumstances exist (e.g., prolonged extrication, difficult access, multiple casualty
incident). All on scene times greater than 10 minutes must be documented.
The first certified EMS provider (or agency) on scene will determine whether a patient(s) meets
the trauma triage criteria by using the State of Washington Prehospital Trauma Triage
(Destination) Procedures (WSPTTP), refer to Appendix B. In the event that there is more
than one patient that qualifies as a “Trauma Alert” on scene, the first arriving on-duty paramedic
(equipped with advanced life support supplies) will remain on scene and provide advanced level
care to all patients, coordinating their departure based on severity of their injuries.
In the event that there is more than one EMS transporting agency responding, use radio
frequency assigned by on scene Incident Command for inter-ambulance communications
regarding, for example, a Trauma Alert patient’s location, transport destination, or to give a
short report.
The initial on scene report must include the following:
A. Mechanism of injury.
B. Total number of patients and the number that qualify as Trauma Alerts.
C. Using Appendix B state how each patient qualifies as a Trauma Alert (i.e. patient #1 has a
penetrating injury to the chest; patient #2 was ejected and is unresponsive).
The on scene Incident Command or designee, as well as, the transporting crew will work
together to ensure patient is transported to the closest most appropriate facility whether that
be:
A. The On-line Medical Control Facility of the Day for Yakima County.
B. A landing zone for air transport.
C. Or the facility recommended by the On-line Medical Control Facility of the day.
While en-route to the hospital, the transporting agency must provide a complete patient status
report, via radio or other means, to the receiving trauma facility.
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TRAUMA EMERGENCIES (continued)
Patients who meet the Trauma System Activation Criteria should be transported to the
designated On-line Medical Control Facility of the day in Yakima County.
A. Virginia Mason Memorial Hospital and Yakima Regional Cardiac and Medical Center will
rotate Medical Control Designation on an every-other-day basis at 0700 hours. The
exceptions to this rule are outlined below:
1. Pregnant patients – Virginia Mason Memorial Hospital
2. Pediatric patients 14 years and younger – Virginia Mason Memorial Hospital
PATIENT ASSESSMENT (must be performed on every patient)
EMR, EMT, AEMT & PARAMEDIC
A. Conduct scene size-up, scene safety, BSI, and develop action plan.
B. Perform initial assessment:
1. Form general patient impression.
2. Determine level of consciousness using AVPU.
3. A – Assess airway while protecting c-spine.
4. B – Check for breathing.
5. C – Check circulation and control major bleeding.
If the patient is not critical
C. Perform a focused history:
1. If indicated, immediately stabilize the cervical spine and apply appropriate sized cervical
collar.
2. Obtain history, using S.A.M.P.L.E.
3. Obtain vital signs.
4. Perform a detailed physical exam, followed by a focused exam.
5. Treat for shock.
6. Contact the transporting agency with patient’s condition, vital signs, and care rendered.
7. Continue ongoing assessment.
If patient is critical
D. Perform a rapid trauma assessment:
1. Extricate as necessary.
2. Consider rapid transport.
3. Treat for shock.
4. Activate trauma system by calling a “Trauma Alert”.
a. Contact the medical control hospital of the day upon determining the patient(s)
condition.
5. Contact the responding ambulance with patient status/vital signs.
6. Total on scene time should be limited to 10 minutes:
a. Do not delay on scene time for patient intubation, oxygen saturations, splinting,
bandaging of minor lacerations, etcetera.
b. In the event of ambulance delay, consider immediate transport, rendezvous, or air
transport. See County Operating Procedure #5 “Helicopter Alert & Response”.
c. All on scene times over 10 minutes must be documented.
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TRAUMA EMERGENCIES (continued)
E. In the event of a MCI Level II or greater involving multiple patients or limited resources, use
the Simple Triage and Rapid Treatment (S.T.A.R.T.) method (R=Respirations, P=Pulse,
M=Mental Status). See County Operating Procedure #7 “Mass Casualty Incidents”.
F. EMTIV – Establish peripheral IV access with NaCl @ a rate to maintain patient systolic
blood pressure > 90mmHg. Establish second peripheral IV when possible.
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GENERAL TRAUMA
EMR, EMT, AEMT & PARAMEDIC
A. Assess adequacy of airway and breathing with simultaneous cervical spine consideration.

T2

B. If pulse oximeter is available titrate saturations to 94% or greater via nasal cannula 1 - 4 lpm
or non-rebreather 10 -15 lpm. Assist ventilations as needed with a BVM and oxygen at 15
lpm.
C. Consider placement of a King Airway in accordance with Appendix A PCR-1.
D. Assess cardiopulmonary system with attention to adequacy of perfusion (mental status, skin
moisture and temperature, capillary refill and character of pulses).
E. Assess neurological function (mental status, pupils, motor function, sensation).
F. Obtain brief history of incident and mechanism of injury.
G. Expose injury site.
H. For external bleeding:
1. Apply direct pressure.
2. If bleeding continues, apply tourniquet.
I. Proceed to appropriate trauma protocols for further treatment.
J. EMTIV – Establish peripheral IV access with NaCl or LR @ a rate to maintain patient
systolic blood pressure > 90mmHg. Establish second peripheral IV when possible.
K. PARAMEDIC – Consider pain management:
1. Administer MORPHINE 2 - 10 mg IV, IO q 3-5 minutes for a max of 30 mg
OR
2. FENTANYL 50 - 100 mcg IV, IO q 3-5 minutes for a max of 300 mcg until patient’s pain
is relieved.
a. Doses in excess of above limits require order from on-line medical control.
3. If unable to establish an IV, IO consider MORPHINE 10 mg IM single dose
OR
4. Administer FENTANYL 100 mcg IM single dose.
5. Ketamine may be given in conjunction with the above medications.
KETAMINE 0.2 mg/kg IV, IO or 0.5 mg/kg IM if unable to establish IV or IO access.
a. May repeat dose X 1 in 10 minutes if pain control inadequate, OR proceed to
morphine/fentanyl per 4 a/b below.
b. Must obtain order from on-line medical control to administer additional
ketamine if morphine/fentanyl have been administered OR to administer
ketamine if greater than 10 mg morphine or 100 mcg fentanyl have already been
administered.
c. Must be able to monitor patient SPO2, ETCO2, 4 lead EKG.
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GENERAL TRAUMA (continued)
6. If KETAMINE has been administered and patient is still experiencing pain:
a. A MORPHINE IV, IO 4 mg q 3-5 minutes for a max of 10 mg.
OR
b. FENTANYL IV, IO 25 mcg q 3-5 minutes for a max of 100 mcg.

T2
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L. PARAMEDIC – If the patient has protracted or recurrent nausea or vomiting administer:
1. ZOFRAN 4 mg IV, IM, or 8 mg ODT. A second dose of ZOFRAN IV may be
administered for a max of 8 mg.
OR
2. PHENERGAN 6.25 - 12.5 mg IV, IM.
3. If patient is pregnant, administer PHENERGAN 6.25 - 12.5 mg IV slow.
a. If anxiety or blurred vision develop, administer DIPHENHYDRAMINE 25 - 50 mg, IV,
IO, IM, maximum dose 100 mg.
M. PARAMEDIC – Consider ET intubation only if BLS airway measures are not sufficient. ET
intubation must NOT delay patient transport to the hospital unless advanced airway is
required to maintain ventilation.
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ABDOMINAL TRAUMA

T3

EMR, EMT, AEMT & PARAMEDIC
A. Assess adequacy of airway and breathing with simultaneous cervical spine consideration.
B. Assess abdomen.
1. Visualize for obvious injury.
2. Palpate and note guarding, pain, masses, distension.
C. If patient has an evisceration, cover the exposed abdominal organs with saline or sterile
water-soaked dressings.
D. Open wounds should be covered with occlusive or moist dressings.
E. Penetrating objects should be left in place and secured for transport.
F. Apply an approved pelvic splint device if pelvic fracture is suspected.

G. If pulse oximeter is available titrate saturations to 94% or greater via nasal cannula 1 - 4 lpm
or non-rebreather 10 -15 lpm. Assist ventilations as needed with a BVM and oxygen at
15 lpm.
H. EMTIV – Establish peripheral IV access with NaCl or LR @ a rate to maintain patient
systolic blood pressure > 90mmHg. Establish second peripheral IV when possible.
I. PARAMEDIC – Consider pain management. Use caution with pain management in
abdominal trauma injuries.
1. Administer MORPHINE 2 - 10 mg IV, IO
OR
2. FENTANYL 50 - 100 mcg IV, IO.
a. If patient still experiencing severe pain, contact Medical Control.
3. If unable to establish an IV, IO, consider administration of MORPHINE 10 mg IM
single dose
OR
4. FENTANYL 100 mcg IM single dose.
J. PARAMEDIC – If the patient has protracted or recurrent nausea or vomiting administer:
1. ZOFRAN 4 mg IV, IM, or 8 mg ODT. A second dose of ZOFRAN IV may be
administered for a max of 8 mg.
OR
2. PHENERGAN 6.25 - 12.5mg IV, IM.
3. If patient is pregnant, administer PHENERGAN 6.25 - 12.5 mg IV slow.
a. If anxiety or blurred vision develop, administer DIPHENHYDRAMINE 25 - 50 mg, IV,
IO, IM, maximum dose 100 mg.
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BURNS
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EMR, EMT, AEMT & PARAMEDIC
A. Assess adequacy of airway and breathing with simultaneous cervical spine consideration.
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B. If pulse oximeter is available titrate saturations to 94% or greater via nasal cannula 1 - 4 lpm
or non-rebreather 10 - 15 lpm. Assist ventilations as needed with a BVM or OPVD and
oxygen at 15 lpm.
C. Determine the location and degree of burns, and any associated trauma. Refer to Rule of
Nines Chart in Appendix D, Page 2.
D. Cover minor burns with sterile dressings moistened with NaCl, and consider cooling if
painful.
E. Cover moderate to severe burns with dry sterile dressings. Clean non-sterile sheets may be
used for large BSA.
F. If hands or feet are involved, separate digits with sterile gauze pads.
G. Cover patient to conserve body heat.
H. If chemical burns, brush off any dry chemicals and irrigate appropriately.
I. Obtain history to include:
1. Mechanism or source of burn.
2. Time elapsed since burn.
3. Whether patient was in a confined space with smoke or steam.
a. Including how long.
4. Whether there was a loss of consciousness.
J. EMT – If available, establish 4-Lead cardiac monitor, and perform 12-lead.
K. EMTIV – Establish peripheral IV access with NaCl or LR @ a TKO rate.
1. For partial-thickness (2nd) or full thickness (3rd) burns:
a. PARKLAND BURN FORMULA
0.25 x (Body weight in kg) x (% BSA burned) = Infused during the first hour.
2. Establish second peripheral IV/IO when possible.
L. AEMT – If there are critical burns, such as partial-thickness (2ndº) or full-thickness (3rdº)
involving greater than 10% of the body surface area; facial burns; or respiratory
involvement:
1. Continue to monitor airway status, and treat as indicated.
M. PARAMEDIC – MORPHINE 4 - 10 mg IV, IO q 5 for pain for a max of 50 mg
OR
1. FENTANYL 50 mcg IV, q 5 for a max of 500 mcg.
2. If unable to establish an IV, consider administration of MORPHINE 10 mg IM single dose
or FENTANYL 100 mcg IM single dose.
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BURNS (continued)
N. PARAMEDIC – If the patient has protracted or recurrent nausea or vomiting administer:
1. ZOFRAN 4 mg IV, IM, or 8 mg ODT. A second dose of ZOFRAN IV may be
administered for a max of 8 mg.
OR
2. PHENERGAN 6.25 - 12.5mg IV, IM
3. If patient is pregnant, administer PHENERGAN 6.25 - 12.5 mg IV slow.
a. If anxiety or blurred vision develop administer DIPHENHYDRAMINE 25 - 50 mg, IV,
IO, IM, maximum dose 100 mg.
O. PARAMEDIC – If fire is in an enclosed space, oropharyngeal soot, or burn is present and
patient has stridor, consider early prophylactic intubation before significant airway edema
develops. Refer to Appendix A PCR-6.
P. If there is a chemical burn with hydrofluoric acid (HF), cover with gauze dressing saturated
with CALCIUM GLUCONATE.
1. If patient’s hand is burned with HF, fill a glove with CALCIUM GLUCONATE, place the
burned hand in the glove, and tape to wrist.
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CHEST TRAUMA
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EMR, EMT, AEMT & EMT
A. Assess adequacy of airway and breathing with simultaneous cervical spine consideration.

B. If pulse oximeter is available titrate saturations to 94% or greater via nasal cannula 1 - 4 lpm
or non-rebreather 10 - 15 lpm. Assist ventilations as needed with a BVM and oxygen at
15 lpm.
C. Penetrating objects should be left in place and secured for transport.
D. Flail or fractured ribs should be stabilized with bulky dressings, pillow or other appropriate
splinting device.
E. EMT – If available, establish 4-Lead cardiac monitor, and perform 12-lead.
F. EMTIV – Establish peripheral IV access with NaCl or LR @ a rate to maintain patient
systolic blood pressure > 90mmHg. If time permits establish a 2nd peripheral IV.
G. PARAMEDIC – Place ET tube when indicated. Watch for signs of tension pneumothorax.
H. PARAMEDIC – If tension pneumothorax develops, perform needle thoracostomy in
accordance with “Suspected Tension Pneumothorax” Appendix A PCR-7.
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SPINAL TRAUMA
EMR, EMT, AEMT & PARAMEDIC
ASSESSMENT OF SPINAL INJURIES
A.
Patients with the following symptoms or
mechanisms of injury should be assessed to
determine whether restriction of spinal motion
is required.
Spine pain/tenderness or
anatomic deformity (neck or back)

High Risk Criteria
Patients with penetrating trauma to
the chest, abdomen, head, neck or
back, may be harmed by
immobilization on a spine board.
Patients with gunshot wounds to the
head do not require immobilization
on a spine board.

Yes
Restrict Spinal Motion
Apply Rigid Cervical Collar

Any altered mental status
Any GCS < 15

Yes

If ambulatory
Allow patient to move to
stretcher mattress with minimal
spinal motion.

Yes

If nonambulatory
Use backboard,
scoop/orthopedic stretcher,
vacuum mattress, or other
device to move patient to
stretcher with minimal spinal
motion

No

Signs of intoxication with alcohol or
drugs
No
Patient distracted by painful injury
(severe pain from fracture)

Yes

No
Neurologic deficit after trauma (signs
or symptoms of extremity numbness
or weakness)

Special Considerations:
Yes

No
If it is NOT necessary to apply cervical
collar or spine board – proceed to
appropriate protocol

WARNING: Criteria cannot be assessed on any patient with
a language or communications barrier that prevents understanding
and appropriately responding to the assessment questions.
If there is any doubt about whether the patient meets any of the
clinical criteria listed above restrict spinal motion.
NOTE: Exclusion criteria should be used to assess the use of
spinal immobilization and is not a definite assessment of
whether the patient has a spinal injury.
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C-collar may be used to further
restrict spinal motion
Transport on stretcher mattress
without backboard if patient
ambulatory or if scoop/orthopedic
stretcher can be removed with
minimal patient motion
In the event that standard c-collar sizes
are not appropriate for your patient(s)
the following may be utilized:
1. Blocks and tape.
2. Towel rolls on either side of patient’s
head and tape.
3. Other approved device for c-spine
immobilization.
NEVER place a towel AROUND the
patient’s neck.

HEAD TRAUMA

T7

EMR, EMT, AEMT & PARAMEDIC
A. Assess adequacy of airway and breathing with simultaneous cervical spine consideration.
B. If pulse oximeter is available titrate saturations to 94% or greater via nasal cannula
1 - 4 lpm or non-rebreather 10 - 15 lpm. Assist ventilations as needed with a BVM and
oxygen at 15 lpm.
C. Cover open wounds with sterile dressings and control external hemorrhage.

D. EMT – If a Supraglottic Airway technician is on scene, consider placement of King Airway, in
accordance with Appendix A PCR-1.
E. EMT – If available, establish 4-Lead cardiac monitor, and perform 12-lead.
F. Consider c-spine/spinal immobilization. See Protocol T6.
G. EMTIV – Establish peripheral IV access with a saline lock or NaCl @ a rate to maintain
patient systolic blood pressure > 90mmHg.
H. AEMT – If vitals are stable, consider elevating the patient’s head 20 - 30 degrees to
decrease the rise in ICP.
I. PARAMEDIC – If Glasgow Coma Scale ≤ 8 or unconscious:
1. Place an ET tube in accordance with Appendix A PCR-2 or PCR-6.
2. Ventilate to an ETCO2 of 35 - 45mmHg.
3. If posturing, unequal pupils selectively ventilate to ETCO2 of 30 - 35mmHg.
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MUSCULOSKELETAL TRAUMA
EMR, EMT, AEMT & PARAMEDIC
A. Assess adequacy of airway and breathing with simultaneous cervical spine consideration.

T8

B. If pulse oximeter is available titrate saturations to 94% or greater via nasal cannula 1 - 4 lpm
or non-rebreather 10 - 15 lpm. Assist ventilations as needed with a BVM and oxygen at 15
lpm.
C. Consider alignment with gentle traction if distal pulses are absent or gross deformity is
noted.
D. Do not reduce dislocations in the field.
E. Immobilize other possible fractures using an appropriate splinting device.
F. Cover open fractures with sterile dressings prior to immobilization.
G. Immobilize isolated mid-shaft femur fractures using a traction splint.
1. If a pelvic fracture exists, do not apply the traction splint, immobilize patient to a longspine board.
H. Apply an approved pelvic splint device if pelvic fracture is suspected.
I. EMTIV – Establish peripheral IV access with a saline lock, NaCl or LR @ a rate to maintain
patient systolic blood pressure > 90mmHg.
J. PARAMEDIC – Consider pain management:
1. Administer MORPHINE 2 - 10 mg IV, IO q 3-5 minutes for a max of 30 mg
OR
2. FENTANYL 50 - 100 mcg IV, IO q 3-5 minutes for a max of 300 mcg until
patient’s pain is relieved.
a. Doses in excess of above limits require order from on-line medical
control.
3. If unable to establish an IV, IO consider MORPHINE 10 mg IM single dose
OR
4. Administer FENTANYL 100 mcg IM single dose.
5. Ketamine may be given in conjunction with the above medications.
KETAMINE 0.2 mg/kg IV, IO or 0.5 mg/kg IM if unable to establish IV or IO access.
a. May repeat dose X 1 in 10 minutes if pain control inadequate, OR proceed to
morphine/fentanyl per 6 a/b below.
b. Must obtain order from on-line medical control to administer additional
ketamine if morphine/fentanyl have been administered OR to administer
ketamine if greater than 10 mg morphine or 100 mcg fentanyl have already been
administered.
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MUSCULOSKELETAL TRAUMA (continued)
c. Must be able to monitor patient SPO2, ETCO2, 4 lead EKG.
6. If KETAMINE has been administered and patient is still experiencing pain:
a. A MORPHINE IV, IO 4 mg q 3-5 minutes for a max of 10 mg.
OR
b. FENTANYL IV, IO 25 mcg q 3-5 minutes for a max of 100 mcg.
K. PARAMEDIC – If the patient has protracted or recurrent nausea or vomiting
administer:
1. ZOFRAN 4 mg IV, IM, or 8 mg ODT. A second dose of ZOFRAN IV may be
administered for a max of 8 mg
OR
2. PHENERGAN 6.25 - 12.5 mg IV, IM.
3. If patient is pregnant, administer PHENERGAN 6.25 - 12.5 mg IV slow.
a. If anxiety or blurred vision develop, administer DIPHENHYDRAMINE 25 - 50
mg, IV, IO, IM, maximum dose 100 mg.
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SOFT TISSUE TRAUMA
EMR, EMT, AEMT & PARAMEDIC
A. Assess adequacy of airway and breathing with simultaneous cervical spine consideration.

T9
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B. If pulse oximeter is available titrate saturations to 94% or greater via nasal cannula 1 - 4 lpm
or non-rebreather 10 -15 lpm. Assist ventilations as needed with a BVM and oxygen at
15 lpm.
C. Attempt to control bleeding with direct pressure. If unsuccessful, apply tourniquet in
accordance with Appendix A PCR-13.
D. Penetrating objects should be left in place and secured for transport.
E. If patient sustains an amputation, wrap severed body part in sterile moist dressing, place in
a plastic bag, and transport.
F. EMTIV – Establish peripheral IV access with a saline lock, NaCl or LR @ a rate to maintain
patient’s systolic blood pressure > 90mmHg.
G. PARAMEDIC – Consider pain management:
1. Administer MORPHINE 2 - 10 mg IV, IO q 3-5 minutes for a max of 30 mg
OR
2. FENTANYL 50 - 100 mcg IV, IO q 3-5 minutes for a max of 300 mcg until patient’s pain
is relieved.
a. Doses in excess of above limits require order from on-line medical control.
3. If unable to establish an IV, IO consider MORPHINE 10 mg IM single dose
OR
4. Administer FENTANYL 100 mcg IM single dose.
5. Ketamine may be given in conjunction with the above medications.
KETAMINE 0.2 mg/kg IV, IO or 0.5 mg/kg IM if unable to establish IV or IO access.
a. May repeat dose X 1 in 10 minutes if pain control inadequate, OR proceed to
morphine/fentanyl per 6 a/b below.
b. Must obtain order from on-line medical control to administer additional
ketamine if morphine/fentanyl have been administered or to administer
ketamine if greater than 10 mg morphine or 100 mcg fentanyl have already
been administered.
c. Must be able to monitor patient SPO2, ETCO2, 4 lead EKG.
6. If KETAMINE has been administered and patient is still experiencing pain:
a. A MORPHINE IV, IO 4 mg q 3-5 minutes for a max of 10 mg.
OR
b. FENTANYL IV, IO 25 mcg q 3-5 minutes for a max of 100 mcg.
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SOFT TISSUE TRAUMA (continued)
H. PARAMEDIC – If the patient has protracted or recurrent nausea or vomiting administer:
1. ZOFRAN 4 mg IV, IM, or 8 mg ODT. A second dose of ZOFRAN IV may be
administered for a max of 8 mg
OR
2. PHENERGAN 6.25 - 12.5 mg IV, IM.
3. If patient is pregnant, administer PHENERGAN 6.25 - 12.5 mg IV slow.
a. If anxiety or blurred vision develop, administer DIPHENHYDRAMINE 25 - 50 mg, IV,
IO, IM, maximum dose 100 mg.

2018 Yakima County
Prehospital Care Protocols
Version 1
Updated June 2018

T9
2 of 2

E1

ENVIRONMENTAL EMERGENCIES
HYPOTHERMIA
Page 1 of 2
EMR, EMT, AEMT, & PARAMEDIC
A. Remove patient from inclement environment, move to a warm place, and remove wet
clothing.
B. Handle patient gently, and wrap in blankets to prevent further heat loss.
C. Apply heat packs to the neck, groin, and armpits and attempt to re-warm.
D. If pulse oximeter is available titrate saturations to 94% or greater via nasal cannula 1 - 4 lpm
or non-rebreather 10 - 15 lpm. Assist ventilations as needed with a BVM or OPVD and
oxygen at 15 lpm.
E. Take patient’s oral and/or core temperature.
F. EMT – If patient has altered level of consciousness or is unconscious check blood sugar.
G. EMT – If patient is unconscious, consider administering NARCAN 4 mg IN (when available).
1. Pediatric dose contact medical control.
H. EMT – If a Supraglottic Airway technician is on scene, consider placement of King Airway, in
accordance with Appendix A PCR-1.
I. EMT – If available, establish 4-Lead cardiac monitor, and perform 12-lead.
J. EMTIV – Establish peripheral IV access with a saline lock or NaCl @ a rate to maintain
patient systolic blood pressure > 90mmHg. If possible, warm NaCl should be used.
K. AEMT – If glucose is < 80 and patient has signs and symptoms of hypoglycemia, administer
D50W 25g IV bolus.
1. Pediatric Dose under 2 years of age 2 - 4 g/kg of D25W. Over 2 years of age
1 - 2 g/kg of D50W or refer to pediatric resuscitation tape.
L. PARAMEDIC – Administer NARCAN 0.4 - 4 mg, IV, IO, IM, or 4 mg IN (preferred
2 mg in each nostril) with a combined max dose of 10 mg.
1. Pediatric Dose NARCAN 0.4 mg/kg max 2 mg, <20 kg: 0.1 mg/kg or refer to pediatric
resuscitation tape.
M. PARAMEDIC – If no response to NARCAN consider D50W, 25g.
N. In cases of severe hypothermia, in which patient is unconscious, assess pulses for 30 - 60
seconds. If indicated, a shock can be delivered. If unsuccessful, CPR should be initiated and
re-warming begun.
O. PARAMEDIC – If no response to NARCAN or D50W, and airway or ventilation is
compromised, consider ET intubation, in accordance Appendix A PCR-2 or 6.
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HYPOTHERMIA (continued)
P. PARAMEDIC – If the patient has protracted or recurrent nausea or vomiting administer: Page 2 of 2
1. ZOFRAN 4 mg IV, IM, or 8 mg ODT. A second dose of ZOFRAN IV may be
administered for a max of 8 mg.
OR
2. PHENERGAN 6.25 - 12.5mg IV, IM.
3. If patient is pregnant, administer PHENERGAN 6.25 - 12.5 mg IV slow.
a. If anxiety or blurred vision develop, administer DIPHENHYDRAMINE 25 - 50 mg, IV,
IO, IM, maximum dose 100 mg.
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HYPERTHERMIA
EMR, EMT, AEMT & PARAMEDIC
A. Remove patient from hot environment, move to a cool place and loosen or remove clothing.

Page 1 of 2

B. Apply cold packs to neck, groin, and armpits.
C. If pulse oximeter is available titrate saturations to 94% or greater via nasal cannula 1 - 4 lpm
or non-rebreather 10 - 15 lpm. Assist ventilations as needed with a BVM or OPVD and
oxygen at 15 lpm.
D. Take patient oral and/or core temperature
E. EMT – If patient is responsive and not nauseated, have him/her drink small sips of water. If
this causes nausea or vomiting, do not give any more water. Be alert for vomiting and airway
complications.
F. EMT – If patient experiences muscular cramps, apply moist towels over cramped muscles.
G. EMT – If patient has altered level of consciousness or is unconscious check blood sugar.
H. EMT – If patient is unconscious, consider administering NARCAN 4 mg IN (when available).
1. Pediatric dose contact medical control.
I. EMT – If a Supraglottic Airway technician is on scene, consider placement of King Airway, in
accordance with Appendix A PCR-1.
J. EMT – If available, establish 4-Lead cardiac monitor, and perform 12-lead.
K. EMTIV – Establish peripheral IV access with a saline lock or NaCl @ a rate to maintain
patient systolic blood pressure > 90mmHg. If possible, warm NaCl should be used.
L. AEMT – If glucose is < 80 and patient has signs and symptoms of hypoglycemia, administer
D50W, 25g IV bolus.
1. PEDIATRIC DOSE under 2 years of age 2 - 4 g/kg of D25W. Over 2 years of age
1 - 2 g/kg of D50W.
M. PARAMEDIC – Administer NARCAN 0.4 - 4 mg, IV, IO, IM, or 4 mg IN (preferred 2 mg in
each nostril) with a combined max dose of 10 mg.
1. Pediatric Dose NARCAN 0.4 mg/kg max 2 mg, <20 kg: 0.1 mg/kg or refer to pediatric
resuscitation tape.
N. PARAMEDIC – If no response to NARCAN consider D50W, 25g.
O. PARAMEDIC – If no response to NARCAN or D50W, and airway or ventilation is
compromised, consider ET intubation, in accordance Appendix A PCR-2 or 6.
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HYPERTHERMIA (continued)
P. PARAMEDIC – If the patient has protracted or recurrent nausea or vomiting administer:
1. ZOFRAN 4 mg IV, IM, or 8 mg ODT. A second dose of ZOFRAN IV may be
administered for a max of 8 mg.
OR
2. PHENERGAN 6.25 - 12.5 mg IV, IM.
3. If patient is pregnant, administer PHENERGAN 6.25 - 12.5 mg IV slow.
a. If anxiety or blurred vision develop, administer DIPHENHYDRAMINE 25 - 50 mg, IV,
IO, IM, maximum dose 100 mg.
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E3

NEAR-DROWNING/DROWNING
EMR, EMT, AEMT, & PARAMEDIC
A. If unconscious, provide in-line stabilization and remove patient from the water using a long
backboard. If pulse oximeter is available titrate saturations to 94% or greater via nasal
cannula 1 - 4 lpm or non-rebreather 10 - 15 lpm. Assist ventilations as needed with a BVM
or OPVD at 15 lpm.

B. If no spinal injury is suspected, remove patient from the water, place patient on left side and
allow water, vomit, and secretions to drain from the upper airway. If pulse oximeter is
available titrate saturations to 94% or greater via nasal cannula 1 - 4 lpm or non-rebreather
10 - 15 lpm. Assist ventilations, as needed with a BVM and oxygen 15 lpm.
C. In cases of severe hypothermia, and patient is unconscious; assess pulses for 30 - 60
seconds.
1. If no pulse initiate CPR and re-warming.
D. EMT – If patient is unconscious and Supraglottic Airway technician is on scene, consider
placement of King Airway, in accordance with Appendix A PCR-1.
E. EMT – If available, establish 4-Lead cardiac monitor, and perform 12-lead.
F. EMTIV – Establish peripheral IV access with a saline lock or NaCl @ a rate to maintain
patient systolic blood pressure > 90mmHg.
G. PARAMEDIC – Consider ET intubation in accordance with Appendix A PCR-2 or PCR-6.
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PEDIATRICS
PEDIATRIC CARDIAC ARREST ALGORITHM – 2015 UPDATE
EMR, EMT, AEMT & PARAMEDIC



EMT-P
Medications
administered
via peripheral
IV access
should be
followed by a
20ml NaCl
bolus of IV
fluid.

1. Ventilate once every 3
seconds with a BVM
and O2 @ 15 lpm.
2. Add compressions if
pulse is below
<60/min with poor
perfusion despite
adequate oxygenation
and ventilation
3. Recheck pulse every
2 minutes.

Start CPR
Give Oxygen
Attach monitor/defibrillator

Yes

No

Infants (≤ 1 year of age):
1 Rescuer
Begin cycles of 30 Compressions and 2 Breaths
2 Rescuers
Begin cycles of 15 Compressions and 2 Breaths
“Hands encircling the chest” is the preferred
method
Children (≥1 year of age):
Begin cycles of 30 Compressions and 2 Breaths

AEMT &/or EMT-P
If BLS providers, equipped with an AED are already at
the scene and defibrillation is indicated allow them to
complete the shock before disconnecting their device.
EMTIV, AEMT &/or EMT-P
1. Establish Cardiac Monitor
2. Establish peripheral IV access with NaCl @ wide open
3. If peripheral route is not obtained within 2 attempts or 90 seconds
(whichever comes first), attempt intraosseous (IO) route
4. ET Intubation with CPR in progress. If unable to do that, utilize the
King Airway.

P1

1.

2.
3.
4.

Goals of Resuscitation
High Quality CPR
Compressions first (if
respiratory arrest etiology
suspected give 2 breaths
Compressors switching
every 2 minutes
Minimize interruptions to
chest compressions
Drug therapy is prepared
during compression cycle by
anticipating rhythm prior to
rhythm check and given
immediately following a
“shock/no shock advised”
Allow medications to
circulate a FULL 2
MINUTES

1. Once an ADVANCED AIRWAY is in place provide ventilations at a rate of 8 to 10 breaths a minute
without pause in chest compressions
2. Each ventilation should be about 1 second in length, with sufficient chest rise and fall.
3. PARAMEDIC - Monitor end tidal CO2
a. If end tidal CO2 remains less than 10, perform (3) cycles of adequate CPR before considering
termination of efforts
b. If a sudden rise of end tidal CO2 is noted, it is likely the patient may have a ROSC

1. Perform resuscitation efforts until patient is breathing and has a pulse, care is released to a higher
authority or permanent signs of death appear (i.e., lividity, rigor)
2. If prolonged time in the field, contact Medical Control for advice.
1. PARAMEDIC - If time allows, insert NG tube for gastric decompression.
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PEDIATRIC BRADYARRHYTHMIAS
PARAMEDIC

Symptomatic, including unconsciousness and hemodynamic
instability:
1. Reassess adequacy of airway and ventilation
2. Provide BVM assisted ventilations, if appropriate with 15 lpm

1.
2.
3.
4.
5.

Identify and treat underlying cause
Maintain patent airway; assist breathing as
necessary
Oxygen
Cardiac monitor to identify rhythm; monitor blood
pressure and oximetry
IO/IV access
12-lead ECG if available; don’t delay therapy
No

Cardiopulmonary compromise
continues?
Yes
CPR if HR, 60/min
With poor perfusion
despite oxygenation and
ventilation

1. Support ABCs
2. Give oxygen
3. Observe
4. Transport to higher
level of care

No

Bradycardia
persists?
Yes

1. Administer EPINEPHRINE, 1:10,000, 0.1 ml/kg IV or IO
Note: Second and subsequent doses of EPINEPHRINE,
1:10,000,
0.1 ml/kg, IV, IO q 3 minutes
2. Administer ATROPINE, 0.02 mg/kg IV, up to a maximum of 0.1
– 0.5 mg, IV, or IO, for increased vagal tone or primary AV block
3. Initiate external cardiac compressions and ventilations

If pulseless arrest develops, go to Cardiopulmonary Arrest
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P2

PEDIATRIC CARDIOPULMONARY ARREST
VF/Pulseless V-Tach/Asystole & PEA

PARAMEDIC

Start CPR
Give oxygen
Attach monitor/defibrillator
Yes
Rhythm Shockable?

Asystole/PEA

VF/VT

Shock

CPR 2 min
IO/IV access

Rhythm Shockable?
Yes
Shock
CPR 2 min
IV/IO access
Epinephrine every 3-5 min
Consider advanced airway

CPR 2 min
Epinephrine every 3-5 min
Consider advanced airway

Rhythm Shockable?
Yes

Rhythm Shockable?
Yes

No
CPR 2 min
Treat reversible causes

Shock

CPR 2 min
Amiodarone
Treat reversible causes

1. Organized rhythm – check pulse
2. Pulse present (ROSC) – post-cardiac
arrest care
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CPR Quality
1. Push hard (> or = 1/3
diameter of the chest) and
fast (at least 100/min) and
allow complete chest recoil.
2. Minimize interruptions in
compressions
3. Avoid excessive ventilation
4. Rotate compressor every 2
minutes
5. If no advanced airway, 15:2
compression-ventilation
ratio. If advanced airway,
8-10 breaths per minute
with continuous chest
compressions.
Shock Energy for
Defibrillation
First shock 2 J/kg, second
shock 4 J/kg, subsequent
shocks >/= 4 J/kg, maximum 10
J/kg or adult dose.
Drug Therapy
1. Epinephrine IO/IV Dose:
0.01 mg/kg (0.1ml/kg of
1:10,000) Repeat every 3-5
minutes
2. Amiodarone IO/IV Dose: 5
mg/kg bolus during cardiac
arrest. May repeat up to 2
times for refractory
VF/pulseless VT.
Advanced Airway
1. ET tube or supraglottic
advanced airway
2. Waveform capnography or
capnometry to confirm and
monitor ET tube placement
3. Once advanced airway in
place give 1 breath every
6-8 seconds (8-10
breaths/min)
Consider Reversible Causes
Hypoglycemia
Hypovolemia
Hypoxia
Hydrogen ion (acidosis)
Hypo-/hyperkalemia
Hypothermia
Tension Pneumothorax
Tamponade (cardiac)
Toxins
Thrombosis (pulmonary)
Thrombosis (coronary)
Trauma

P4

PEDIATRIC RESPIRATORY EMERGENCIES
EMR, EMT, AEMT & PARAMEDIC
A. If pulse oximeter is available titrate saturations to 94% or greater via nasal cannula 1 - 4 lpm or
non-rebreather 10 - 15 lpm. Assist ventilations as needed with a BVM and oxygen at 15 lpm.
B. Allow the patient to assume a position of comfort if possible.
C. If obstruction is present, treat as per Protocol R4.
D. EMTIV – Establish peripheral IV with NaCl @ TKO or fluid bolus at 20 ml/kg.
E. AEMT – Establish cardiac monitor.

F. PARAMEDIC – If patient does not respond to BVM ventilations, consider placement of an ET tube
in accordance with Appendix A PCR-6.
1. Consider inserting an NG or OG Tube for gastric decompression.
G. PARAMEDIC – Monitor ETCO2 monitoring, if available.
PARAMEDIC – ASTHMA & CROUP/EPIGLOTTITIS
A. ASTHMA
1. ALBUTEROL 2.5 mg in 2.5 ml NaCl per nebulizer mask; repeat immediately if indicated.
2. Consider administration of ATROVENT 0.5 mg in 2.5 ml NaCl or Duo-Neb.
3. Monitor heart rate for tachycardia.
4. VERBAL ORDER – If no response to ALBUTEROL consider EPINEPHRINE 1:1000 IM at
0.01 mg/kg.
5. SOLUMEDROL 1 - 2 mg/kg IV
6. RACEMIC EPINEPHRINE 0.3 - 0.5 ml in 3 cc unit dose of NaCl per nebulizer mask.
B. CROUP/EPIGLOTTITIS
1. For severe stridor or retractions RACEMIC EPINEPHRINE 0.3 - 0.5 ml in 3 cc unit dose of
NaCl per nebulizer mask.
2. If epiglottitis is suspected RACEMIC EPINEPHRINE may be contraindicated. Consider
EPINEPHRINE 1:1000 in 2.5 mg mixed with 2.5 ml NaCl via nebulizer mask.
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PEDIATRIC SEIZURES
EMR, EMT, AEMT & PARAMEDIC
A. Establish and maintain airway.

P5

B. Prevent injury to the patient.
C. If pulse oximeter is available titrate saturations to 94% or greater via nasal cannula 1 - 4 lpm or
non-rebreather 10 - 15 lpm. Assist ventilations as needed with a BVM and oxygen at 15 lpm.
D. If pediatric patient and temperature > 100 degrees or patient feels excessively hot to the touch,
consider possibility of febrile seizure. Remove heavy clothing.
1. PARAMEDIC – Obtain and document temperature and if the temperature is > 100 degrees
and the patient is older than 6 months:
a. Administer either MOTRIN 10 mg/kg or TYLENOL 15 mg/kg.
E. EMTIV – Establish peripheral IV with NaCl @ TKO or fluid bolus at 20 ml/kg. If unable to establish
IV, consider IO.
F. Determine capillary blood glucose.
G. EMTIV – If capillary blood glucose is low, administer D25W 0.5 - 1 g/kg or pediatric resuscitation
tape recommendation.
H. AEMT – Establish a cardiac monitor.
I. Status epilepticus lasting greater than 10 minutes with no postictal period:
1. PARAMEDIC – Administer ATIVAN 0.1 mg/kg slow IV (or use pediatric resuscitation tape
recommendation) every 3 - 5 minutes until seizure ceases, systolic BP is < 100mmHg, or
respiratory depression.
2. PARAMEDIC – May administer patient’s DIASTAT as prescribed. Bring patient’s used
prescription to the hospital.
J. PARAMEDIC – If an IV cannot be established, administer VERSED 0.2 mg/kg IM, IN for a max
of 5 mg or pediatric resuscitation tape recommendation.
K. Continue monitoring and protecting airway.
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