
Aurora Fire Authorized Version  5.12.2010 

1 

 

 
 
 
 
 
 
 

DENVER METROPOLITAN  
PREHOSPITAL PROTOCOLS 

 
  

Aurora Fire Department Authorized Version  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

These protocols are effective July 1, 2010



CITY OF AURORA PREHOSPITAL PROTOCOL MANUAL ACKNOWLEDGEMENT OF RECEIPT: 

 
 PROVIDER PRACTICE EXPECTATIONS 

 
 
The completed information below verifies that the CITY OF AURORA Prehospital 
Protocol Manual has been received and that the recipient accepts the responsibility for 
knowing and practicing as an EMT and/or paramedic in accordance with these protocols. 
 
 
______________________________________________________________ 
Name of Recipient (please print)    Date Received 
 
 
______________________________________________________________ 
Signature of Recipient     Date 
 
 
___________________________________________ 
Agency 
 
 
 
 
For office and administrative use only: 
 
 
______________________________________________________________________ 
Protocol Examination Results 
 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 



 ACKNOWLEDGEMENTS 
This version of the Denver Metro Emergency Medical Services Medical Directors 
protocols has been produced based on previous protocols produced by the following.  
 

The Denver Metropolitan Physician Advisor Group 
F. Keith Battan, M.D.     Christopher Colwell, M.D. 
James Cusick, M.D.     Eugene Eby, M.D. 
James Hogan, M.D.     Benjamin Honigman, M.D. 
Arthur Kanowitz, M.D.     Ron Keller, M.D. 
Mark Kozlowski, M.D.     Donald Massey, D.O. 
David McArdle, M.D.     Gilbert Pineda, M.D. 
John Riccio, M.D.     Ray Rossi, M.D. 
W. Peter Vellman, M.D.  
 
Special thanks and recognition to:  
Mike Armacost, MS, EMT-P    Timothy Keane, EMT-P  
Eric Bettinger, EMT-P     Wilson Lindquist 
Michael Bilo, EMT-P     Rick Lindsey, EMT-P 
Marilyn Bourn, RN, MSN, EMT-P   Robert Marlin, EMT-P 
Colleen Bruntz     Kathy Mayer, RN, MSN 
Thomas Candlin, III, EMT-P    Bill Mayfield, RN 
Jami Mari Cavos      Ron McCuiston 
Anne Clouatre, MHS, EMT-P    Scott Nelson, EMT-P 
Jim Cloud      David Patterson, EMT-P 
Tracy Collins, RN     Randy Pennington, EMT-P 
Ray Coniglio, RN     Scott Phillips, EMT-P 
Brian Daley, EMT-P     Lorna Prutzman 
David Day, EMT-P     Ron Quaife, RN, EMT-P 
Jean Distretti      Joe Rockwell, EMT-P 
Jeff Fletcher, BS, EMT-P    David Sanko, BA, EMT-P 
Douglas Frosh, BS, EMT-P    Mike Shabkie, EMT-P 
John Glenn, EMT-P     Bill Spialek, EMT-P 
Craig Gravitz, RN, EMT-P    Tracy Thomas, EMT-P 
Garet Hickman, EMT-P    Thomas Tkach, EMT-P 
Ted Hockenberry, EMT-P    Patricia Tritt, RN, MS 
Carol Hurdelbrink, RN     Ted Vargas 
Carol Jenks      Sam Walters 
Jacob Johnson, EMT-P    Danny Willcox, EMT-P 
Kathee Johnson     Jean Zambrano, EMT-P  
 
 

These protocols have been developed specifically for the Denver metropolitan 
community.  They represent consensus among all of the Denver metropolitan EMS 
agency Medical Directors.  The protocols express a commitment to a consistent 
approach to quality patient care. 
The process that has been initiated in the construction of this revised set of metro-wide 
protocols will remain in place.  The authors will continue to edit and revise the protocols 
to reflect the dynamic role of emergency medical services within the medical care 
community. 
We wish to acknowledge the contributions, talent, and cooperation of all members of the 
EMS community who bring purpose to the protocols and humanity to their patients. 



 
Special thanks to project coordinator for these protocols 

Nick Boukas, BS, NREMT-P 
 

 
The Denver Metro EMS Medical Directors 

F. Keith Battan, M.D.     Christopher Colwell, M.D. 
James Cusick, M.D.     Eugene Eby, M.D. 
James Hogan, M.D.     Benjamin Honigman, M.D. 
Arthur Kanowitz, M.D.     Ron Keller, M.D. 
Mark Kozlowski, M.D.     Donald Massey, D.O. 
David McArdle, M.D.     Gilbert Pineda, M.D. 
John Riccio, M.D.     Ray Rossi, M.D. 
W. Peter Vellman, M.D.  
 
Special thanks and recognition to:  
Portia Benson      Gerald Estep, MD 
Scott Branney, MD     Robert Marlin, EMT-P 
Thomas Candlin, III, EMT-P    Kathy Mayer, RN, MSN 
Tracy Collins, RN     Melody Mesmer, EMT-P 
Ray Coniglio, RN     Thomas Resignolo, EMT-P 
Katie Dougherty     Scott Phillips, NREMT-P 
      
 
Dedicated to Carol J. Shanaberger, Esq., EMT-P.  May her memory be eternal. 



 Table of Contents 
 

I. Introduction 
II. Purpose and scope of protocols 

III. Confidentiality / HIPAA 
IV. Consent 
V. Physician on scene 
VI. Medical/legal issues 

VII. DNR/ Advanced Directives 
VIII. Reporting Abuse & Neglect 
 

Protocol 
Number 

Protocol Title Last Revision Date 

1000 Airway  

1010 Obstructed Airway  

1020 Clearing and Suctioning the Airway  

1030 Assisting Ventilations  

1040 Orotracheal Intubation  

1050 Nasotracheal Intubation  

1060 End-Tidal CO2 Monitoring  

1070 Percutaneous Cricothyrotomy  

1080 Other Airway Devices  

   

2000 Cardiac Emergencies  

2000 Medical Cardiac Arrest  

2010 Basic Life Support/ Automatic External 
Defibrillator 

 

2020 Ventricular Fibrillation/ Ventricular Tachycardia  

2030 Asystole  

2040 Pulseless Electrical Activity  

2050 General treatment of Arrythmias  

2060 Premature Ventricular Contractions  

2070 Bradycardia  

2080 Narrow Complex Tachycardia  

2081 Wide Complex Tachycardia  

2090 Chest Pain  

   

3000 Pulmonary/ Respiratory Emergencies  

3010 Respiratory Distress  

3020 Asthma  

3030 Chronic Obstructive Pulmonary Disease  

3040 Pulmonary Embolism  

3050 Pulmonary Edema  

3060 Hyperventilation  

3070 Pneumothorax  

3080 Pneumonia  

   

4000 Medical Emergencies  

4010 Neurological Emergencies  



4011 Stroke  

4012 Coma  

4013 Seizure  

4014 Syncope  

4020 Allergies & Anaphylaxis  

4030 Abdominal (including GI/GU)  

4031 Vomiting  

4040 Poisoning & Overdose  

4050 Environmental  

4051 High Altitude  

4052 Drowning/Near Drowning  

4053 Cold Emergencies  

4054 Heat Emergencies  

4055 Bites & Stings/ Snake Bites  

4056 Snake Bites  

4060 Shock-Medical  

4070 Psychiatric/ Behavioral Emergencies  

4080 Obstetrics/ Gynecological Emergencies  

   

5000 Trauma  

5010 Trauma Arrest  

5020 Amputations  

5030 Head Injuries  

5040 Face & Neck Trauma  

5050 Spinal  

5060 Chest Trauma  

5070 Abdominal  

5080 Extremity Injuries  

5090 Burns  

   

6000 General Guidelines for Pediatrics  

6005 Pediatric Patient Assessment  

6010 Infant and Child Resuscitation  

6020 Sudden Infant Death Syndrome  

6030 Pediatric Dehydration  

6040 Pediatric Respiratory Distress  

6050 Pediatric Seizures  

6060 ALTE  

   

7000 Pharmacology. Medication Administration  

7010 Medication Administration  

7020 Medication Administration (Parental)  

7030 Medications  

 ADENOSINE (ADENOCARD)  

 ALBUTEROL SULFATE   

 AMIODARONE (CORDARONE)  

 ASPIRIN (ASA)  

 ATROPINE SULFATE  

 DEXTROSE 50%  



 DIAZEPAM (VALIUM)  

 DIPHENHYDRAMINE (BENADRYL)  

 DOPAMINE (INTROPIN)  

 EPINEPHRINE (ADRENALIN)  

 EPINEPHRINE AUTO-INJECTOR  

 FENTANYL  

 FUROSEMIDE (LASIX)  

 GLUCAGON  

 IPRATROPIUM BROMIDE (ATROVENT)  

 IV SOLUTIONS  

 LIDOCAINE 2% SOLUTION  

 MAGNESIUM SULFATE  

 MARK I NERVE AGENT ANTIDOTE KIT  

 METERED DOSE INHALER  

 METHYLPREDNISOLONE (SOLU-MEDROL)  

 METOCLOPRAMIDE (REGLAN)  

 MIDAZOLAM (VERSED)  

 NALOXONE (NARCAN)  

 NITROGLYCERINE  

 ODANSETRON (ZOFRAN)  

 ORAL GLUCOSE   

 OXYGEN  

 PHENYLEPHRINE (INTRANASAL)  

 RACEMIC EPINEPHRINE (VAPONEPHRINE)  

 SODIUM BICARBONATE  

 TOPICAL OPHTHALMIC ANESTHETICS  

   

8000 System Specific Guidelines  

   

Appendix   

Procedures Bandaging  

Procedures Cardioversion  

Procedures Continuous Positive Airway Pressure (CPAP)  

Procedures Defibrillation  

Procedures Field Drawn Blood Samples  

Procedures Blood Draw for Law Enforcement  

Procedures Percutaneous Cricothyrotomy  

Procedures Pneumatic Anti-Shock Garment (PASG)  

Procedures Restraints  

Procedures Splinting: Axial  

Procedures Splinting: Extremity  

Procedures Tension Pneumothorax: Needle Decompression  

Procedures Transcutaneous Cardiac Pacing  

Procedures Transport of the Handcuffed Patient  

Procedures Tasered Patients  

Procedures Vascular Access Devices  

Procedures Venous Access Technique-General Principle  

Procedures Venous Access Technique-Saline Lock  

Procedures Vascular Access Technique-External Jugular  



Vein 

Procedures Venous Access Technique-Extremity  

Procedures Venous Access Technique-Intraosseous 
Infusion 

 

Assessment Assessment/ MOI  

Assessment History  

Assessment Documentation  

Assessment Commonly Accepted Abbreviations  

Operations Combined Advanced Directives  

Operations Communication  

Operations Destination Policy  

Operation Destination Policy: Divert  

Operations Incident Command System  

Operations START Triage  

Operations Hazardous Materials / WMD  

Operations Infectious Diseases  

Operations Non-Transport of Patients  

Operations Non-Transport of Patients: Refusals  

Operations Non-Transport of Patients: Field 
Pronouncements 

 

Operations Emergent vs. Non-Emergent Transport  

Miscellaneous Lab Values  

Miscellaneous 12-Lead EKG Landmarks & Infarct Patterns  

    



Aurora Fire Authorized Version  5.12.2010 

9 

 

 INTRODUCTION 

 
The following PROTOCOLS define the rules of medical care by EMS Providers. These 
protocols delineate the expected practice, actions and procedures of EMS providers in 
the field.  They have been developed in conjunction with and are sanctioned by the 
Denver Metro EMS Medical Directors (DMEMSMD).  Deviation from the protocols is 
occasionally necessary due to the vast array of complex clinical presentations.  It should 
always be done with the patientôs best interest in mind and backed with documentable 
and defendable clinical reasoning and judgment. 
 
When protocol variance occurs it should be approached in a logical and knowledgeable 
manner, done in the best interests of the patient, and well documented.  In essence it 
should be done ñin good faith.ò  Deviation from standing order protocols should be done 
with the support of online medical control and/or reported to the agencyôs Medical 
Director for offline medical control and review. 
 
The prehospital protocols are categorized in accordance with the National Standard 
curriculum and further broken down by sub-categories within a section. 
 
Advanced procedures are those techniques that require physician direction in teaching, 
skill maintenance, and use. Some procedures are suitable for a standing order while 
others are categorized as a direct order that requires base contact.  A number of 
treatment, medication, procedure, and operational guidelines protocols require base 
contact for specific circumstances.  A list of protocols that require base contact can be 
found in the appendix. 
 
Please remember that protocols define process; people provide care. 

 
 PROTOCOL KEY 
 
The following symbols denote assessments and treatments that are limited to a certain 
level of prehospital provider: 
 

EMT with IV certification 
 

 
 

Paramedic 
 
The following symbol denotes assessments and treatments that are specific to 
prehospital pediatric care. 

 
Pediatric Care 

 

P 

IV 
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 CONFIDENTIALITY 
A. The patient-physician relationship, the patient-registered nurse relationship, and 

the patient-EMT relationship are recognized as privileged.  This means that the 
physician, nurse, or EMT may not testify as to confidential communications 
unless: 

 the patient consents or  

 the disclosure is allowable by law (such as Medical Board or Nursing Board 
proceedings, or civil litigation in which the patient's medical condition is in 
issue) 

B. The patient's medical information must be kept confidential by the prehospital 
provider as private information in medical care.  The patient likely has an 
expectation of privacy and trusts that personal, medical information will not be 
disclosed by medical personnel to any person not directly involved in the patient's 
medical treatment. 

 Exceptions 

A. The patient is not entitled to confidentiality of information that does not pertain to 
the medical treatment, medical condition, or is unnecessary for diagnosis or 
treatment. 

B. The patient is not entitled to confidentiality for disclosures made publicly. 
C. The patient is not entitled to confidentiality with regard to evidence of a crime. 

 Additional Considerations 

A. Any disclosure of medical information should not be made or allowed unless 
necessary for the treatment, evaluation or diagnosis of the patient. 

B. Any disclosures made by any person, medical personnel, the patient, or law 
enforcement should be treated as limited disclosures and not authorizing further 
disclosures to any other person. 

C. Any discussions of prehospital care by and between the receiving hospital, the 
crew members in attendance, or at in-services or audits are done strictly for 
educational purposes.  Further disclosures are not authorized. 

D. Radio communications should not include disclosure of patient names. 
E. This procedure does not preclude or supersede your agencyôs HIPAA policy and 

procedures.
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 CONSENT 

 General Principles: Adults 

A. An adult in the State of Colorado is 18 years of age or older. 
B. Every adult is presumed capable of making medical treatment decisions.  This 

includes the right to make "bad" decisions that the prehospital provider believes 
are not in the best interests of the patient. 

C. A person may have decision-making capacity if he/she has the ability to provide 
informed consent, i.e., the patient: 

1. Understands the nature of the illness/injury or risk of injury/illness; 
2. Understands the possible consequences of delaying treatment/refusing 

transport; and 
3. Given the risks and options, the patient voluntarily refuses or accepts 

treatment/transport. 
D. A call to 9-1-1 itself does not prevent a patient from refusing treatment.  A patient 

may refuse medical treatment (IVs, oxygen, medications), but you should try to 
inform the patient of the need for therapies, offer again, and treat to the extent 
possible. 

E. The odor of alcohol on a patientôs breath does not, by itself, prevent a patient 
from refusing treatment. Refer to ñ Clinically Intoxicated Protocolò 

F. Implied Consent:  An unconscious adult is presumed to consent to treatment for 
life-threatening injuries/illnesses. 

G. Involuntary Consent:  In rare circumstances, consent may be authorized by a 
person other than the patient (such as a court order [guardianship], from a peace 
officer for prisoners in custody or detention, and persons under a mental health 
hold or commitment who are a danger to themselves or others or are gravely 
disabled). 

 Procedure: Adults 

A. Consent may be inferred by the patient's actions or by express statements.  If 
you are not sure that you have consent, clarify with the patient or CONTACT 
BASE (TMCA, AIP, or Childrenôs - based upon location).  This may include 
consent for treatment decisions or transport/destination decisions. 

B. Determining whether or not a patient has decision-making capacity to consent or 
refuse medical treatment in the prehospital setting can be very difficult. Every 
effort should be made to determine if the patient has decision-making capacity, 
as defined above under C. 

C. For patients who do not have decision-making capacity, BASE CONTACT may 
be required. 

D. If the patient lacks decision-making capacity and the patient's life or health is in 
danger, and there is no reasonable ability to obtain the patient's consent, 
proceed with transport and treatment of life-threatening injuries/illnesses.  If you 
are not sure how to proceed, CONTACT BASE (TMCA, AIP, or Childrenôs - 
based upon location). 

E. For patients who refuse medical treatment. 
F. If you are unsure whether or not a situation of involuntary consent applies, 
CONTACT BASE (TMCA, AIP, or Childrenôs - based upon location) 



 General Principles: Minors 

A. A parent, including a parent who is a minor, may consent to medical or 
emergency treatment of his/her child.  There are exceptions: 

1. Neither the child nor the parent may refuse medical treatment on religious 
grounds if the child is in imminent danger as a result of not receiving 
medical treatment, or when the child is in a life-threatening situation, or 
when the condition will result in serious handicap or disability. 

2. The consent of a parent is not necessary to authorize hospital or 
emergency health care when an EMT-P in good faith relies on a minor's 
consent, if the minor is at least 15 years of age and emancipated or 
married. 

3. Minors may seek treatment for abortion, drug addiction, and venereal 
disease without consent of parents.  Minors > 15 years may seek 
treatment for mental health. 

B. When in doubt, your actions should be guided by what is in the minor's best 
interests and base contact. 

 Procedure: Minors 

A. A parent or legal guardian may provide consent to or refuse treatment in a non-
life-threatening situation. 

B. When the parent is not present to consent or refuse: 
1. If a minor has an injury or illness, but not a life-threatening medical 

emergency, you should attempt to contact the parent(s) or legal guardian.  
If this cannot be done promptly, transport. 

2. If the child does not need transport, they can be left at the scene in the 
custody of a responsible adult (e.g., teacher, social worker, grandparent). 
It should only be in very rare circumstances that a child of any age be left 
at the scene if the parent is not also present. 

3. If the minor has a life-threatening injury or illness, transport and treat per 
protocols.  If the parent objects to treatment, CONTACT BASE (TMCA, 
AIP, or Childrenôs - based upon location) immediately and treat to the 
extent allowable, and notify police to respond and assist. 
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 PHYSICIAN AT THE SCENE/MEDICAL DIRECTION 

 Purpose 

A. To provide guidelines for prehospital personnel who encounter a physician at the 
scene of an emergency 

 General Principles 

A. The prehospital provider has a duty to respond to an emergency, initiate 
treatment, and conduct an assessment of the patient to the extent possible. 

B. A physician who voluntarily offers or renders medical assistance at an 
emergency scene is generally considered a "Good Samaritan."  However, once a 
physician initiates treatment, he/she may feel a physician-patient relationship has 
been established. 

C. Good patient care should be the focus of any interaction between prehospital 
care providers and the physician. 

 Procedure 

See algorithm. 

 Special notes 

A. Every situation may be different, based on the physician, the scene, and the 
condition of the patient. 

B. CONTACT BASE (TMCA, AIP, or Childrenôs - based upon location) when any 
question(s) arise. 

 
NOTE TO PHYSICIANS ON INVOLVEMENT WITH EMTs 

 
THANK YOU FOR OFFERING YOUR ASSISTANCE. 
 
The prehospital personnel at the scene of this emergency operate under standard 
policies, procedures, and protocols developed by their physician advisor.  The drugs 
carried and procedures allowed are restricted by law and written protocols. 
 
After identifying yourself by name as a physician licensed in the State of Colorado and 
providing identification, you may be asked to assist in one of the following manners: 
 

1. Offer your assistance or suggestions, but the prehospital care providers will 
remain under the medical control of their base physician or 

2. With the assistance of the prehospital care providers, talk directly to the base 
physician and offer to direct patient care and accompany the patient to the 
receiving hospital. Prehospital care providers are required to obtain an order 
directly from the base physician for this to occur. 

 
THANK YOU FOR OFFERING YOUR ASSISTANCE DURING THIS EMERGENCY. 

 
            
Medical Director    Agency 



PHYSICIAN AT THE SCENE/MEDICAL DIRECTION ALGORITHM 

 

 
Document patient care on run report. 

Document difficulties or problems on the unusual circumstance report. 

EMT arrives on scene 

EMS attempts patient care 

Physician reports on patient.  
Relinquishes patient care. 

Provide care per protocol 

Physician wants to help or is 
involved in patient care and will 
not relinquish patient care 

Prehospital provider identifies 
self and level of training 

Physician wishes to just help 
out 

Physician requests or performs 
care inappropriate or 

inconsistent with protocols 

Provide general instructions 
and utilize physician assistance 

Prehospital care provider shares 
Physician at the Scene/Medical 
Direction note with physician.  

Advise physician of your 
responsibility to patient 

Physician does not relinquish 
patient and continues care 
inconsistent with protocols 

Physician complies 

Contact base physician 

Follow base physicianôs 
direction 

Continue per patient protocol 
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 RESUSCITATION AND FIELD PRONOUNCEMENT GUIDELINES 

 Purpose 

A. To provide guidelines for resuscitation and field pronouncement of patients in 
cardiac arrest in the prehospital setting 

 General Principles 

A. Agency policy determines base contact requirements for patients for whom 
resuscitative efforts are being withheld. 

B. All patients found pulseless and apneic are to be resuscitated, except patients 
found in any of the following conditions: 
1. Decapitation or 
2. Decomposition or 
3. Third degree burns over more than 90% of the total body surface area or 
4. Dependent lividity or rigor mortis or 
5. A valid CPR directive present with the patient or 
6. Evidence of massive blunt head, chest, or abdominal trauma 

 Special Considerations in Resuscitation Decisions: 

A. All cases described below require contact with a base physician to approve 
termination of treatment. 
1. Blunt Trauma:  Resuscitative efforts may be withheld or terminated in patients 

found apneic and pulseless with: 
a. Blunt trauma to the head, neck or torso; and 
b. No spontaneous pulse or respirations following appropriate medical 

interventions, which include, for example:  ensuring a patent airway or 
chest decompression.  (The majority of injuries sustained by these 
patients are not compatible with life.  "Appropriate" interventions will 
vary and should be dictated by guidance from the base.) 

2. Penetrating Trauma: 
a. Research data shows that a significant number of victims of 

penetrating trauma to the neck or torso, who are found without signs 
of life, may be successfully resuscitated.  Therefore, resuscitation and 
rapid transport to a trauma facility should be initiated on all patients 
found in full arrest secondary to penetrating trauma.  Exceptions may 
exist in the following circumstance: 

i. Patients found pulseless and apneic with penetrating trauma if 
the provision of ALS (EMT-Intermediate or EMT-Paramedic or 
emergency department) has been unavailable for at least 10 
minutes from the time EMS personnel initiate on-scene 
assessment.  (Some of the injuries sustained by these patients 
may be compatible with life.  "Appropriate" interventions will 
vary and should be dictated by guidance from the base 
physician.) 

ii. However, if there is any doubt about duration of the arrest, 
then resuscitation and rapid transport should be initiated. 

3. Medical Patients (i.e., no evidence of trauma and presumed medical arrest) 
should receive resuscitative treatment until there is: 



a. No return of spontaneous pulse or respirations during 15 minutes of 
CPR (after successful intubation and medications) and no reversible 
causes have been identified; or 

b. Continuous asystole for at least 10 minutes in the adult patient, and 
30 minutes in a pediatric patient (after successful intubation and 
medications), and no reversible causes have been identified 

c. The following patients found pulseless and apneic warrant 
resuscitation efforts beyond 30 minutes and should be transported: 

i. Hypothermic; or 
ii. Drowning with submersion less than 60 minutes (with 

hypothermia); or 
iii. Pregnant and estimated to be 20 weeks or later in gestation 

4. After pronouncement, do not alter condition in any way or remove equipment 
(lines, tubes, etc.) as the patient is now a potential coronerôs case. 

 Advance Medical Directives 

A. There are several types of advance medical directives (documents in which a 
patient identifies the treatment to be withheld in the event the patient is unable to 
communicate or participate in medical treatment decisions). 

B. Do not resuscitate (DNR) orders are generally intended to be written by a 
physician for a patient whose medical condition is such that commencement of 
resuscitation efforts would be futile. 

C. A Colorado living will ("Declaration as to Medical or Surgical Treatment") requires 
a patient to have a terminal condition, as certified in the patient's hospital chart by 
two physicians.  For the document to become operative, the patient must be 
unresponsive because of a terminal condition for a period of seven days. 

D. Other types of advance directives may be a "Durable Medical Power of Attorney," 
or "Health Care Proxy" (the CPR Directive is covered separately.  Each of these 
documents can be very complex and require careful review and verification of 
validity and application to the patient's existing circumstances.  Therefore, the 
consensus is that resuscitation should be initiated until a physician can review 
the document or field personnel can discuss the patientôs situation with the base 
physician. 

E. Resuscitation may be withheld from or terminated for a patient who has a valid, 
written do not resuscitate order or other advance medical directive. 
1. The document is clear, unequivocally to the prehospital provider that CPR, 

intubation and defibrillation are refused by the patient or by the patient's 
attending physician who has signed the document; and 

2. Base physician has approved of withholding or ceasing resuscitative efforts; 
and 

3. There is no apparent indication of suicidal gesture or intent by the patient. 
F. If there is disagreement at the scene about what should be done, the base 

should be contacted immediately for guidance. 
G. Prehospital providers presented with equivocal DNR orders or advance medical 

directives should proceed with resuscitation and establish base contact for 
guidance on treatment and transport. 
1. If the directive document is long and detailed, then it is probably more 

reasonable for resuscitation to be initiated and the patient to be transported 
so that the base physician can review the document and possibly contact the 
patient's attending physician. 



2. The duration of the resuscitation should be guided by the same factors of any 
medical cardiac arrest. 

H. Verbal DNR "orders" are not to be accepted by the prehospital provider.  In the 
event family or an attending physician directs resuscitation be ceased, the 
prehospital provider should immediately CONTACT BASE (TMCA, AIP, or 
Childrenôs - based upon location).  The prehospital provider should accept 
verbal orders to cease resuscitation only from the base physician. 

I. There may be times in which the prehospital provider feels compelled to perform 
or continue resuscitation, such as a hostile scene environment, family members 
adamant that "everything be done," or other highly emotional or volatile 
situations.  In such circumstances, the prehospital provider should attempt to 
confer with the base for direction and if this is not possible, the prehospital 
provider must use his or her best judgment in deciding what is reasonable and 
appropriate, including transport, based on the clinical and environmental 
conditions, and establish base contact as soon as possible. 

 Additional Considerations: 

A. Mass casualty incidents are not covered in detail by these guidelines.  (See 
Colorado State Unified Disaster Tag and Triage System:  A Guide to MCI). 

B. These guidelines apply to both adult and pediatric patients. 
C. If the situation appears to be a potential crime scene, EMS providers should 

disturb the scene as little as possible. 
D. ALS personnel should document asystole for 10 seconds in at least two leads 

prior to withholding or terminating resuscitative efforts.  However, base 
physicians and prehospital providers must use discretion when considering the 
need for a rhythm strip (i.e., monitor strips are not necessary in patients found 
decapitated, decomposed or with dependent lividity or rigor mortis). 

E. Mechanism for disposition of bodies by means other than EMS providers and 
vehicles should be prospectively established in each county or locale. 
1. In all cases of unattended deaths occurring outside of a medical facility, the 

coroner should be contacted immediately. 
2. Patients with valid DNR orders or advance medical directives should receive 

medical treatment and supportive or comfort care prior to cardiac arrest.
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 1000 
 AIRWAY & VENTILATION 
 GENERAL PRINCIPLES 

 
The following protocols are recommended as a guide for approaching difficult medical 
and trauma airway problems. They assume that the responder is skilled in the various 
procedures, and will need to be modified according to training level.  Advanced 
procedures should only be attempted if simpler ones fail and if the technician is qualified.  
Individual cases may require modification of these protocols. 
 
All patients require continuous monitoring of their airways to ensure airway patency.  
Wherever the term "Monitor airway" is used throughout these protocols, the following 
elements shall be utilized: 

 Position of the patient's head 

 Need for airway adjuncts 

 Need for oropharyngeal suctioning; 

 Need for Advanced Life Support airway management techniques 

 Use of Pulse Oximetry (SpO2), if available 

 Use of secondary form of Endotracheal Tube confirmation (Example: End Tidal 
Capnography (ETCO2).  Secondary confirmation devices are not a substitute for 
primary confirmation techniques that rely upon direct visualization and 
auscultation, but serve as an additional method of documenting proper 
endotracheal tube placement. 

 

 Definitions 

Respiratory distress ï Signs and symptoms may include increased respiratory effort, 
peripheral cyanosis, tachypnea, accessory muscle use, anxiety and adventitious lung 
sounds upon auscultation. 
 
Respiratory insufficiency/failure ï signs and symptoms include the above with central 
cyanosis and insufficient air exchange, tiring, and inability to speak in complete 
sentences. 
 
Pediatric respiratory distress is characterized by increased respiratory effort with 
peripheral cyanosis, i.e. anxiety, tachypnea, nasal flaring and intercostal retractions. 
 
Respiratory failure in a child is characterized by ineffective respiratory effort with central 
cyanosis, i.e. agitation or lethargy, severe dyspnea or labored breathing, bobbing or 
grunting, and marked intercostal and parasternal retractions. 
 
Use appropriate airway adjuncts as indicated ï These are devices that are approved for 
the level of the provider and by the agencyôs Medical Director. 
 
NOTE: Bradycardia is an ominous sign that indicates hypoxic cardiac arrest may be 
imminent 



 

 
Providers are reminded that aggressive treatment is indicated for better outcomes. 

METHODS OF OPENING THE AIRWAY 

 
HEAD TILT-CHIN LIFT: 

Technique: From beside head, place one hand on forehead.  Grasp lower edge of 
chin with fingers of other hand and lift chin forward.  Teeth may come 
together. 

Indications: Medical patient.  May require less neck extension than head tilt.  Useful 
with dentures.  May be used without head tilt in trauma victims. 

 
JAW THRUST: 

Technique: Position yourself above patient.  Place fingers of each hand under angle 
of jaw, just below ears.  Lift jaw, using forearms to maintain head 
alignment. 

Indications: Trauma victim or medical patient, where neck extension is not possible.  
Another rescuer must do BVM ventilation, and this is a fatiguing method.  
May be used with dentures in place. 
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 1010 
 OBSTRUCTED AIRWAY 

 Indications 

A. Complete or partial obstruction of the airway due to a foreign body. 
B. Complete or partial obstruction due to airway swelling from anaphylaxis, croup, 

or epiglottitis. 
C. Patient with unknown illness or injury who cannot be ventilated after procedures 

of previous protocol:  Opening the Airway. 

 Precautions 

A. Perform chest thrusts only in visibly pregnant patients, obese patients, and in 
infants. 

B. Patients with partial airway obstruction can be very uncomfortable and 
vociferous.  Abdominal or chest thrusts will not be effective and may cause injury 
to the patient who is still breathing.  Be ready to intervene promptly if arrest 
occurs. 

C. Hypoxia from airway obstruction can cause seizures.  Chest or abdominal thrusts 
may not be effective until the patient becomes relaxed after the seizure is over. 

 Technique 

A. COMPLETE AIRWAY OBSTRUCTION: 
1. Open airway using head tilt-chin lift or jaw thrust. 
2. Attempt to ventilate using BVM ventilations or mouth to mask. 
3. If unable to ventilate, reposition airway and reattempt ventilations. 
 
4. If airway remains obstructed, visualize with laryngoscope and remove any 

obvious foreign body. 
 
5. If unable to ventilate, administer 5 subdiaphragmatic abdominal thrusts. 
6. Reposition the airway and reattempt to ventilate. 
7. Consider percutaneous cricothyrotomy if obstruction is above the cords 

unrelieved or unusable to ventilate adequately with bag-valve.  See Appendix 
for more information. 

 
8. When obstruction is relieved: 

a. Keep patient on side, sweeping airway to remove debris. 
b. Administer high flow oxygen via reservoir mask. 
c. Assess adequacy of ventilation, and support as needed. 
d. Suction aggressively. 
e. Restrain if combative 

. 
B. PARTIAL AIRWAY OBSTRUCTION: 

1. Have patient assume most comfortable position. 
2. Administer high flow oxygen by non-rebreather mask. 
3. Attempt suctioning of upper airway. 
4. If patient is unable to move air, confused, or otherwise deteriorating, visualize 

airway, remove foreign body or perform abdominal thrusts as noted above. 

  

P 



 Complications 

A. Hypoxic brain damage and death from unrecognized or unrelieved obstruction. 
B. Trauma to ribs, lung, liver and spleen from chest or abdominal thrusts 

(particularly when forces are not evenly distributed). 
C. Vomiting and aspiration after relief of obstruction. 
D. Creation of complete obstruction after blind incorrect finger probing. 
E. Tonsillar or pharyngeal laceration from over vigorous finger sweep. 
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 1020 
 CLEARING AND SUCTIONING THE AIRWAY 

 Indications 

A. To remove foreign material that can be removed by a suction device. 
B. To remove excess secretions or pulmonary edema fluid in upper airway or lungs 

(with endotracheal tube in place). 
C. To remove meconium or amniotic fluid in mouth, nose and oropharynx of 

newborn 

 Technique 

A. Turn patient on side if possible, to facilitate clearance. 
B. Open airway and inspect for visible foreign material. 
C. Remove large or obvious foreign matter with gloved hands.  Use padded tongue 

blade or oropharyngeal airway (do not pry) to keep airway open.  Sweep finger 
across posterior pharynx and clear material out of mouth. 

D. Suction of oropharynx: 
1. Attach tonsil tip (or use open end for large amounts of debris). 
2. Ventilate and oxygenate the patient as needed prior to the procedure. 
3. Insert tip into oropharynx under direct vision, with sweeping motion. 
4. Continue intermittent suction interspersed with active oxygenation by mask or 

cannula.  Use positive pressure ventilation if needed. 
 

E. Catheter suction of endotracheal tube: 
1. Hyperventilate patient prior to any suctioning attempts. 
2. Put on sterile gloves. 
3. When catheter tip has been gently advanced as far as possible, apply suction 

and withdraw catheter slowly. 
NOTE: Suctioning should only done with a sterile catheter. 

4. Rinse catheter tip in sterile water or saline. 
5. Administer oxygen appropriately following suctioning. 

 
F. Suction of the newborn: 

1. Use neonatal suctioning device. 
2. As soon as infant's head has delivered, insert suction tip into the mouth and 

back to oropharynx. 
3. Apply suction while slowly withdrawing catheter from the mouth. 
4. Insert catheter tip into each nostril and back to posterior pharynx. 
5. Apply suction while slowly withdrawing catheter from each nostril. 
6. As soon as infant has delivered, repeat process. 

   
G. Suction trachea under direct vision with laryngoscope if there is evidence of 

meconium aspiration. 

 Complications 

A. Hypoxia due to excessive suctioning time without adequate ventilation between 
attempts. 

B. Persistent obstruction due to inadequate tubing size for removal of debris. 
C. Lung injury from aspiration of stomach contents due to inadequate suctioning. 

P 
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D. Asphyxia due to recurrent obstruction if airway is not monitored after initial 
suctioning. 

E. Conversion of partial to complete obstruction by attempts at airway clearance. 
F. Trauma to the posterior pharynx from forced use of equipment. 
G. Vomiting and aspiration from stimulation of gag reflex. 
H. Induction of cardiorespiratory arrest from vagal stimulation. 

 Side Effects and Special Notes 

A. Complications may be caused both by inadequate and overly vigorous 
suctioning.  Technique and choice of equipment are very important.  Choose 
equipment with enough power to suction large amounts rapidly to allow time for 
ventilation. 

B. Proper airway clearance can make the difference between a patient who survives 
and one who dies.  Airway obstruction is one of the most common treatable 
causes of prehospital death. 



Aurora Fire Authorized Version  5.12.2010 

24 

 

 1030 
 ASSISTING VENTILATION 

 Indications 

A. Inadequate patient ventilation due to fatigue, coma, or other causes of respiratory 
depression. 

B. To apply positive pressure ventilation in patients with pulmonary edema and 
severe fatigue. 

C. To ventilate patients in respiratory arrest. 

 Precautions 

A. Two people are often required to obtain an adequate mask fit and also ventilate. 
B. Assisted ventilation will not hurt a patient, and should be used whenever the 

breathing pattern seems shallow, slow, or otherwise abnormal.  Do not be afraid 
to be aggressive about assisting ventilation, even in patients who do not require 
or will not tolerate intubation. 

C. Early intubation may be of benefit for patients who continue to bleed or vomit. 

 Technique 

A. Open the airway.  Check for ventilation. 
B. Administer ventilations.  If unsuccessful, go to Airway Obstruction protocol. 
C. Check pulse. If absent, go to Cardiac Arrest protocol. 
D. Attach oxygen to BVM. 
E. Attach Capnography sensor to BVM. 
F. Position yourself above patient's head, continue to hold airway position, seat 

mask firmly on face, and begin assisted ventilation. 
G. Watch chest for rise, and feel for air leak or resistance to air passage.  Adjust 

mask fit as needed. 
H. If patient resumes spontaneous respirations, continue to administer supplemental 

oxygen.  Intermittent assistance with ventilation may still be needed. 
I. Continuous monitoring of pulse oximetry is required. 

 Complications 

A. Continued aspiration of blood, vomitus, and other upper airway debris 
B. Inadequate ventilations due to poor seal between patient's mouth and ventilatory 

device 
C. Gastric distention, possibly causing vomiting 
D. Trauma to the upper airway from forcible use of airways 
E. Pneumothorax 

  



 
 

  

Adult Respiratory  

Failure / Arrest 

Requiring Assisted Ventilations 

BVM with  capnography  

Detectable CO2 

waveform ?
*
 

Yes No 

BVM  

 

 

BVM  

or 

ETT  intubation
**  

 or 

King  Airway  ***  

 

King  Air way***  

 

(maintain and 

ventilate per 

protocol) 

CO2 waveform 
*
 

Goal is early and continuous  

oxygenation and ventilation 
 

*All patients requiring assisted ventilations patients must have 

continuous capnography utilized, printed, and documented 

regardless of method used to assist ventilations. 

 

**ETT intubation should not be attempted on patients  

without detectable CO2  

 

*** Patient must be over 4 ft in height 

Yes 
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 1040 
 OROTRACHEAL INTUBATION 

 Indications 

A. In most cases orotracheal intubation provides definitive control of the airway.  Its 
purposes include:   
1. Actively ventilating the patient 
2. Delivering high concentrations of oxygen 
3. Suctioning secretions and maintaining airway patency 
4. Preventing aspiration of gastric contents, upper airway secretions, or 

bleeding 
5. Preventing gastric distention due to assisted ventilation 
6. Administering positive pressure when extra fluid is present in alveoli 
7. Allowing more effective CPR 
8. Administering drugs during resuscitation for absorption through the lungs as a 

last resort. 

 Precautions 

A. Do not use intubation as the initial method of managing the airway in an arrest.  
Oxygenation prior to intubation should be accomplished with pocket mask or 
BVM as needed. 

B. Appropriate intubation precautions should be taken in the trauma patient.  
Nasotracheal intubation is preferred in the breathing patient.  Oral intubation with 
in-line cervical immobilization is the best alternative for a trauma patient requiring 
definitive airway control. 

C. Never lever the laryngoscope against the teeth.  The jaw should be lifted with 
direct upward traction by the laryngoscope. 

D. Prepare suction beforehand.  Vomiting is particularly common when the 
esophagus is intubated. 

E. Intubation should take no more than 20 seconds to complete:  do not lose track 
of time.  If visualization is difficult, stop and re-ventilate before trying again. 

F. If unable to accomplish intubation after two (2) total attempts, proceed to other 
airway management technique(s). 

G. Orotracheal intubation can be accomplished in trauma victims if an assistant 
maintains stabilization and keeps the neck in neutral position.  Careful 
visualization with the laryngoscope is needed, and McGill forceps may be helpful 
in guiding the ET tube. 

 Technique 

A. Use BSI including gloves, mask, eye protection.  Assemble the equipment while 
continuing ventilation:   
1. Choose tube size (see table on next page).  Use the largest tube available. 
2. Introduce the stylette and be sure it stops İò short of the tubeôs end. 
3. Assemble laryngoscope and check light. 
4. Connect and check suction. 

B. Position patient:  neck flexed forward, head extended back.  Back of head should 
be level with or higher than back of shoulders. 

C. Give a minimum of 4 good ventilations before starting procedure.   

P 



D. Have an assistant apply gentle cricothyroid pressure to prevent aspiration and to 
assist in visualization of vocal cords. 

E. Gently insert laryngoscope to right of midline.  Move it to midline, pushing tongue 
to left and out of view.   

F. Lift straight up on blade (no levering) to expose posterior pharynx.   
G. Identify epiglottis:  tip of curved blade should sit in vallecula (in front of epiglottis); 

straight blade should slip over epiglottis.   
H. With gentle further traction to straighten the airway, identify trachea from 

arytenoid cartilages and vocal cords. 
I. Insert tube from right side of mouth, along blade into trachea under direct vision. 
J. Advance tube so cuff is 1-1½" beyond cords.  Inflate cuff with 5-10 ml of air, 

clamp if necessary to secure against leaks. 
K. Ventilate and watch for chest rise.  Listen for breath sounds over stomach 

(should not be heard), lungs and axillae.   
L. Note proper tube position and secure tube with tape or ties.   
M. Re-auscultate over stomach and both sides of chest whenever patient is moved. 
N. Tube placement should also be evaluated by other devices such as an end-tidal 

CO2 detector. 
O. Accurate documentation includes indications for intubation as well as measures 

taken for tube verification. 

 Complications 

A. Esophageal intubation:  particularly common when tube not visualized as it 
passes through cords.  The greatest danger is in not recognizing the error.  
Auscultation over stomach during trial ventilations should reveal air gurgling 
through gastric contents with esophageal placement.  Also make sure patient's 
color improves as it should when ventilating.   

B. Intubation of right mainstem bronchus:  be sure to listen to chest bilaterally.   
C. Upper airway trauma due to excess force with laryngoscope or to traumatic tube 

placement 
D. Vomiting and aspiration during traumatic intubation or intubation of patient with 

intact gag reflex 
E. Hypoxia due to prolonged intubation attempt 
F. Cervical spine fracture in patients with arthritis and poor cervical mobility 
G. Cervical cord damage in trauma victims with unrecognized spine injury 
H. Ventricular arrhythmias or fibrillation in hypothermia patients from stimulation of 

airway 
I. Induction of pneumothorax, either from traumatic insertion, forceful bagging, or 

aggravation of underlying pneumothorax 



 

 OROTRACHEAL TUBE SIZE  

  AGE ENDOTRACHEAL TUBE  

  Preemie 
 Newborn 
 6 mos. 
 18 mos. 
 3 yrs. 
 5 yrs. 
 8 yrs. 
 15 yrs. 
 Adult 

2.5 - 3.0 uncuffed 
3.0-3.5 uncuffed 
3.5 uncuffed 
4.0 uncuffed 
4.5 uncuffed 
5.0 uncuffed 
6.0 cuffed 
6.5-7.0 cuffed 
7.0-9.0 cuffed 
 

 

Note:  The pediatric BroselowÊ tape is the most accurate predictor of tube 
size.  



Aurora Fire Authorized Version  5.12.2010 

29 

 

 1050 
 NASOTRACHEAL INTUBATION 

 Indications 

A. Same function as orotracheal intubation in patients greater than 12 years of age 
B. Used in the breathing patient requiring intubation 
C. Asthma or pulmonary edema with respiratory failure, where intubation may need 

to be achieved in a sitting position 

 Precautions 

A. Head must be exactly in midline for successful intubation. 
B. Have suction ready.  Vomiting can occur, as with any stimulation of the airway. 
C. Often nares are asymmetrical and one side is much easier to intubate.  Avoid 

inducing bilateral nasal hemorrhage by forcing a nasotracheal tube on multiple 
attempts. 

D. The use of nasotracheal intubation should be discouraged in patients with 
significant nasal or craniofacial trauma. 

E. Blind nasotracheal intubation is a very gentle technique.  In the field, the secret of 
blind intubation is perfect positioning and patience. 

F. Only absolute contraindication is apnea 
 

G. Should not be attempted in children under 12 years of age 

 Technique 

A. Choose correct ET tube size (usually 7 mm tube in adult).  Limitation is nasal 
canal diameter. 

B. Position patient with head in midline, neutral position (cervical collar may be in 
place, or assistant may provide cervical stabilization in trauma patients). 

C. Administer phenylephrine nasal drops, 1 ï 2 gtts, in both nostrils. 
D. Assist ventilations prior to procedure if spontaneous respirations are inadequate.  
E. Lubricate ET tube with Xylocaine jelly or other water-soluble lubricant. 
F. With gentle steady pressure, advance the tube through the nose to the posterior 

pharynx.  Use right or largest nostril.  Abandon procedure if significant resistance 
is encountered. 

G. Keeping the curve of the tube exactly in midline, continue advancing slowly. 
H. There will be a slight resistance just before entering trachea.  Wait for an 

inspiratory effort before final advance into trachea.  Patient may also cough or 
buck just before breath. 

I. Continue advancing until air is exchanging through the tube. 
J. Advance about 1 inch further, then inflate cuff. 
K. Ventilate and auscultate chest and abdomen for proper tube placement. 
L. If unable to accomplish intubation after two (2) total attempts, proceed to other 

airway management technique(s). 
M. Note proper tube position and tape securely. 

 Complications 

A. Same as orotracheal intubation. In addition: 
1. Further craniofacial injury particularly in patients presenting with facial trauma 
2. Nasal bleeding caused by tube trauma. 
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3. Vomiting and aspiration in the patient with intact gag reflex. 
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 1060 
 END-TIDAL CO2 MONITORING 

 Indications 

A. All intubated patients require utilization of continuous end-tidal CO2 monitoring. 
B. In the event of an equipment failure a colormetric detector may be utilized.  
C. Capnography wave forms and capnometry values must be recorded and 

documented: 
a. Upon initiation of mechanical ventilaions and 
b. Upon initiation of transport (if applicable) and 
c. Upon arrival at Emergency Department 

 Precautions 

A. Caution should be exercised to ensure that the clinical picture matches the end-
tidal CO2 detector reading. 

 Technique - Colorimetric End-tidal CO2 Detectors 

A. The colorimetric end-tidal CO2 detector should be placed in-line between the 
BVM/face mask, BVM/endotracheal tube, BVM/King Airway, or BVM / 
Cricothyrotomy device upon initiation of mechanical ventilation. 

B. Proper tube placement is confirmed by a color change in the colorimetric device, 
indicating the elevated concentrations of CO2 expected in the trachea.  Elevated 
concentrations of CO2 are not expected in the esophagus. 

 Complications 

A. Contamination with blood and secretions may render end-tidal CO2 detectors 
ineffective. 

B. Colormetric devices may be ineffective or inaccurate in patients without 
spontaneous circulation. 

 Note 

A. Adhere to the expiration dates on these devices. 
B. Follow manufacturers instructions for appropriate ranges and color indications. 
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 1070 
 PERCUTANEOUS CRICOTHYROTOMY 

 Introduction 

A. Percutaneous cricothyrotomy is a difficult and hazardous procedure that is to be 
used only in extraordinary circumstances as defined below.  The reason for 
performing this procedure must be documented and submitted for review to the 
physician advisor or designee within 24 hours.  Percutaneous cricothyrotomy is 
to be performed only by paramedics trained in the procedure. 

 Indications 

A. When a life threatening condition exists and advanced airway management is 
indicated, and you are unable to establish airway by other means. 

 Precautions 

A. This device / technique is not to be utilized in patients < 12 years old. 
B. Bleeding is possible, even with correct technique.  Straying from the midline is 

very dangerous and likely to cause hemorrhage from the carotid or jugular 
vessels, or their branches. 

 Technique ï Rusch QuickTrach 

1. Using aseptic technique (Betadine/alcohol wipes) cleanse the area. 

2. Position the patient in a supine position, with in-line spinal immobilization if 
indicated. 

3. Assure stable positioning of the neck. If you do not suspect trauma, place a 
pillow or rolled blanket or towels under the patientôs shoulders and 
hyperextend the neck. 

4. Secure the larynx laterally between the thumb and forefinger. 

5. Find the cricothyroid ligament. 

6. A scalpel may be used to make a ıò vertical incision through the skin over 
the cricothyroid membrane. The scalpel should not be used to penetrate the 
cricothyroid membrane. 

7. Firmly hold the device and puncture the cricothyroid ligament at a 90o angle.  

8. After puncturing the cricothyroid ligament, check the entry of the needle into 
the trachea by aspirating air through the syringe. If air is present, the needle 
is within the trachea.  

9. Change the angle of insertion to 60o and advance the device forward into the 
trachea to the level of the stopper. 

10. Remove the stopper. DO NOT ADVANCE THE DEVICE WITH THE NEEDLE 
STILL ATTACHED. 

11. Hold the needle and syringe firmly and slide only the plastic cannula along 
the needle into the trachea until the flange rests on the neck. Carefully 
remove the needle and syringe. 

12. Secure the cannula with the neck tape, apply the connecting tube to the 
15mm connection, and connect the other end to the resuscitation bag or 
ventilation circuit. 
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13. Ventilate with BVM and 100% oxygen. 

14. Confirm tube placement is successful.  (Chest rise and fall, breath sounds, 
secondary confirmation device).  Observe for subcutaneous air, indicating 
tracheal injury or improper placement. 



 

 

 1080 
ALTERNATIVE AIRWAY DEVICE 

KING LTS-D 
Indication  

 An alternative to intubation for airway management in patients greater than 4 
feet tall to secure a patent airway and deliver ventilations.  

 
Contraindications  

A. Responsive patients with an intact gag reflex.  
B. Patients with known esophageal disease.  
C. Any patients that have ingested caustic substances.  
D. Patients who are less than 4 feet tall.  

 
Technique  

Use BSI including gloves, mask, and eye protection. Assemble the equipment 
while continuing ventilations.  

Choose the correct tube size based on the patientôs height. (See chart)  
 4-5 feet tall = Size 3  
 5-6 feet tall = Size 4  
 > 6 feet tall = Size 5 

 Check inflatable cuffs for leaks.  

Apply water soluble lubrication to the tip.  
Prepare and turn on suction.  
Apply chin lift and introduce the King airway in to the corner of the mouth.  
Advance tip under the base of the tongue while rotating the tube back to midline.  
Without excessive force, advance the tube until the base of the connector is 
aligned   with the patientôs teeth or gums.  

Inflate cuff based on tube size.  
Size 3 = 50 millileters  
Size 4 = 70 millileters  

Size 5 = 80 millileters 
Attach the BVM. While gently bagging slowly withdraw the tube until ventilation is 

easy to administer with necessary tidal volume and minimal airway pressure. 
Adjust cuff inflation, if necessary, to obtain an airway seal at peak ventilation 

pressure. 
Assess for proper tube placement.  

 Assess breath sounds.  

 Assure chest rise and fall  

1. Attach patient to continuous end tidal CO2 monitoring.  

Continue to reassess that tube is properly placed and that patient ventilation is 
easy and free flowing with chest rise and adequate breath sounds.  

If at any time the provider is unsure of proper placement ï deflate cuff, 
remove and use BVM for ventilation.  

Secure tube using appropriate device/methods.  
Document proper tube position.  
LTS-D should not be removed by prehospital providers for sole purpose of ETT 

placement. 
 

P 



 

 

Notes  

A. The key to insertion is to get the distal tip of the King airway around the corner in 
the posterior pharynx under the base of the tongue. A chin lift along with the 
lateral approach has been shown to help facilitate tube placement.  

Alternatively, a laryngoscope or tongue depressor can be used to lift the tongue to 
the anterior to allow easy advancement of the King tube into the proper position.  

Insertion can also be accomplished using a midline approach by applying a chin lift 
and sliding the distal tip along the palate and into position in the hypopharynx. In 
this instance, head extension may also be helpful.  

B. It is important to maintain the tube midline after it is advanced around the corner 
in the posterior pharynx. Keeping the tip at the midline assures the distal tip is 
properly placed in the hypopharynx/upper esophagus.  

C. Depth of insertion is key to proper tube placement.  
1. With deeper initial insertion only withdrawal is required to accomplish a patent 

airway. A shallow insertion requires cuff deflation to advance the tube deeper.  
2. Once the tube is withdrawn the proximal opening will be the first to align with 

the laryngeal inlet. Since the proximal opening is closest to the proximal cuff 
there is less chance of airway obstruction.  

3. Withdrawal of the airway with the cuffs inflated results in retraction of tissues 
away from the laryngeal opening encouraging a more patent airway.  

D. During ventilation the epiglottis or other tissue can be drawn into the distal ventilatory 
opening resulting in obstruction. Advancing the tube 1-2 cm or initiating deeper 
placement normally eliminates the obstruction. 

E. Ensure the cuff is not over inflated. Cuff pressure should be adjusted until air 
does not leak around the cuff at peak inspiratory pressure.  

F. Medications cannot be administered directly through this airway.  
G. To remove the King airway:  

1. Suction above the cuff in the oral cavity if indicated.  
2. Fully deflate both cuffs before removal. 
3. Remove the tube when the gag reflex has returned.  

 



 

 

 2000 
 CARDIAC ARREST 

 GENERAL PRINCIPLES 

 Specific Information Needed 

A. History of arrest: onset, preceding symptoms, bystander CPR, other treatment, 
duration of arrest 

B. Past history: medical/surgical history, medications, allergies 
C. Surroundings: environmental conditions, evidence of drug ingestion, trauma, 

other unusual presentations 

 Document Specific Objective Findings 

A. Absence of consciousness 
B. Agonal or no respirations 
C. Absence of pulse 
D. Signs of trauma, blood loss 
E. Skin temperature 

 General Treatment Guidelines 

A. Assure unobstructed airway 
B. Request ALS assistance if not already on scene or responding. 
C. Refer to appropriate protocol 

1. Automated External Defibrillator (AED) ï protocol 2010 
2. Witnessed/Unwitnessed Adult Cardiac Arrest ï protocol 2020 
3. Trauma Arrest - protocol 5010 
4. Pediatric Arrest - protocol 6020 

 Special Notes 

A. Survival from cardiac arrest is related to the time to BOTH BLS and ALS 
treatment.  Don't forget CPR in the rush for advanced equipment.  A call for back-
up should be initiated promptly by any BLS unit.  Likewise, standing order 
administration of the first steps in treatment is recommended to minimize time 
delays to ALS. 

B. Large peripheral veins (antecubital or external jugular) are preferred IV sites in 
cardiac arrest.  IO access should be considered if peripheral access is 
unobtainable or difficult. 

C. Quick-look paddles-or Combi-Pads are preferred for initial rhythm check.  Be 
sure machine is set to record from whichever mode is in use. 

D. Be sure to recheck for pulselessness and unresponsiveness upon arrival, even if 
CPR is in progress.  This will avoid needless and dangerous treatment of 
"collapsed" patients who are inaccurately diagnosed initially, or who have 
spontaneous return of cardiac function after an arrhythmia or vasovagal episode. 

E. After conversion to another rhythm, providers should switch to the appropriate 
protocol for continued and ongoing treatment. 

F. QCPR should be utilized during resuscitation of medical cardiac arrests >8 years 
old (>25kg). 



 

 

 
Therapeutic Induced Hypothermia for Cardiac Arrest  

 
 
Indications: ( Patients must meet all criteria) 

1. Non-traumatic cardiac arrest and return of 
spontaneous circulation (ROSC) regardless of 
initial rhythm 

2. > 16 years old 
3. Lack of purposeful response to painful stimuli. 
4. Down time less than 60 minutes 

 
Contraindications:  

1. Valid DNR documentation 
2. Conscious patient able to follow commands 

3. Suspected accidental hypothermia (eg: 
drowning, cold environmental exposure) 

4. Known pregnancy 

5. Age < 16 years 

6. Obvious major bleeding (e.g. GI bleed) 
 
 
Procedure:  

1. Expose patient as much as possible while 
preserving patient dignity 

2. Apply cold packs to axillae and groin. 
3. Document neuro exam: GCS  
4. Administer 30 cc/kg (maximum of 2 liters) cold normal saline IV/IO bolus 

as fast as possible using Blood Pump administration set.  
5. Adminster Midazolam (Versed) per protocol for shivering. 

 
Precautions:  

1. If patient loses pulses during TIH, resuscitate according to pulseless arrest 
algorithm.( Do not need to discontinue use of cold saline) 

2. Do not allow induction of hypothermia to interfere with primary 
resuscitation efforts (CPR / Oxygenation / Ventilations / ACLS 
medications) 

 
 
  
 
 

Mild Hypothermia (32-34o C) has been demonstrated to improve  
neurological outcomes in cardiac arrest patients with return of 
spontaneous circulation (ROSC).    

 

Glasgow Coma Score (GCS) 
(Minimum 3, Maximum 15) 

 
Eyes: 

4. Opens eyes spontaneously 
3. Opens eyes to voice 
2. Opens eyes to pain 
1. Does not open eyes 

Verbal: 
5. Oriented 
4. Confused, disoriented 
3. Inappropriate words 
2. Incomprehensible sounds 
1. No sounds 

Motor: 
6. Obeys commands 
5. Localizes to painful stimuli 
4. Withdraws to painful stimuli  
3. Flexion to painful stimuli 
2. Extension to painful stimuli 
1. No movement 
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 2010 
 AUTOMATED EXTERNAL DEFIBRILLATOR 

 Indications 

A. Patient must be unconscious, pulseless and apneic. 

 Precautions  

A. A patient who is talking is not pulseless. 
B. AEDs may be utilized for pediatric arrests in children >1yr. In pediatrics <25 kg 

(>1yr <8yrs) pediatric sized defibrillator pads / energy should be used. If pediatric 
sized defibrillator pads / energy are not available use pediatric pads / with adult 
energy settings. Do not use on trauma patients. 

C. Dry the chest well if wet. 
D. Remove any transdermal patches to avoid igniting a nitroglycerin patch. 
E. If an airway obstruction exists, clear the airway before using AED. 
F. Protect rescuers: ñClearò the patient, use only in safe and dry environment. 
G. May not be able to use in a moving vehicle. 

 Technique 

A. Follow manufacturer directions for AED operation. In absence of specific 
operational instructions, the following technique is used. 
1. Determine unresponsiveness. 
2. Open airway, check for breathing, give a breath if no respirations. 
3. Determine pulselessness. 
4. Apply AED according to manufacturerôs guidelines. 
5. Turn the AED on and follow its instructions. 
6. Assure all rescue personnel are ñClearò and not touching the patient or 

stretcher. 
7. Whenever ñno shock advisedò or following a delivered shock, check patientôs 

pulse. If no pulse, begin CPR and reanalyze every 2 minutes. 
8. Use appropriate airway adjuncts to secure airway.  If there is a pulse, check 

breathing and assist as needed. 
9. Once the AED is applied, necessary steps should begin immediately to 

transport the patient to the hospital or rendezvous with an advanced life 
support ambulance. 

10. Shocks may be continued during transport, as long as indicated. 
11. After 2 minutes of CPR, check pulse again. If no pulse, repeat steps to 

analyze and defibrillate as long as shocks are indicated. 

 Special Notes 

A. A rescuer may be shocked if one forgets to clear the area, or leans against metal 
stretcher or patient during procedure. 

B. Expired AED patches can cause arching of electricity or inadequate shock. 
C. Do not delay this procedure by performing other procedures first, such as airway 

adjuncts and IV access. 
D. In presumed hypothermic patients, institute hypothermia protocol and contact 

base (destination facility). 
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 PULSELESS VENTRICULAR TACHYCARDIA 

 

 

 
*Witnessed Unwitnessed 

Adult (Ó12) Cardiac Arrest 

2 Minutes of Compressions 

(80-100/min) 

No interruptions 

**IV, Epi, Airway  

Check Rhythm 

 

Check Rhythm 

Shockable rhythm? 

Continue CPR while defibrillator is charging 

Give 1 shock 

 Manual biphasic; 150j 

 Resume CPR immediately after the 

shock 

 2 Minutes of CPR 

When IV/IO available, 

 Epinephrine 1 mg IV/IO 

Repeat every 3 to 5 minutes 

Go to 

Box 2 

 If No Pulse, 2 Minutes of CPR 

 If electrical activity, check pulse.  

 If pulse present, begin 

postresuscitation care 

During CPR 
 Push hard and fast (100/min) 

 Ensure full chest recoil 

 Minimize interruptions in chest compressions 

 Avoid hyperventilation 

 Secure airway & confirm placement 

 Rotate compressions every 2 minutes with rhythm checks 

 Search for and treat possible contributing factors: 

Hypovolemia   Toxins 

Hypoxia   Tamponade/cardiac 

Hydrogen ion (acidosis)   Tension pneumothorax 

Hypo-/hyperkalemia   Thrombosis  

Hypoglycemia       (coronary or pulmonary) 

Hypothermia   Trauma 

Check Rhythm 

Shockable rhythm? 

 

Asystole/PEA 

 2 Minutes of CPR 

 Epinephrine 1 mg IV/IO 

Repeat every 3 to 5 minutes 

 Consider Atropine  1 mg IV/IO 

For Asytole or slow PEA rate 

Repeat every 3 to 5 minutes 

(up to 3 doses) 

VF/VT  

Check rhythm 

Shockable rhythm? 

Give 1 shock 

 Manual biphasic; 150j 

 2 Minutes of CPR 

Continue CPR while defibrillator is charging 

Give 1 shock 

 Manual biphasic; 150j 

 Resume CPR immediately after the 

shock 

Consider antiarrhythmics;  give during CPR 

          (before or after shock) 

          Amiodarone (300 mg IV/IO once, then   

          consider additional 150 mg IV/IO once) 

Consider Magnesium, loading dose 1 to 2 g 

          IV/IO for torsades de pointes 

After 2 minutes of CPR, *go to box 5 above 

Yes 

Shockable 

No 

Not 

Shockable 

XXX  

11 

XX

X 

No 

XXX  

No 

XXX  

Give 2 minutes of CPR 

5 

XX

X 
6 

XX

X 

7 

XX

X 
8 

XX

X 

10 

XX

X 

9 

XX

X 

1 

XX

X 
2 

XX

X 

4 

XX

X 

3 

XX

X 

Shockable? 

Y / N 

Shockable 

Shockable 

XXX  

2020 Unwitnessed / Witnessed Cardiac Arrest 

Adult / Normothermic / Non-Traumatic / Non Respiratory Etiology Pulseless Arrest 



 

 

 
Special notes 

A. Torsade de pointes is a rare and special form of ventricular-tachycardia. Consider treating with 
Magnesium sulfate. 

B. The initiation of IV or airway treatments should not delay defibrillation. 
C. After conversion from VF/VT, consider Amiodarone 150 mg IV bolus infusion over 10 minutes. 
 

  

 
D. Pediatric defibrillation dosing:  

 a. 2 joules / Kg initial shock  
 b. 4 joules / Kg repeat shocks
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 2030 
 ASYSTOLE 

 
A. Begin Basic Life Support measures, including CPR 
B. Establish airway. 
C. Establish IV/IO access 
D. Begin cardiac monitoring. Confirm asystole in at least two leads. 
E. Consider transcutaneous pacing. 
F. Administer epinephrine 1.0 mg, (1 ml of a 1:10,000 solution) IV bolus. If no 

change, repeat every 3-5 minutes. 
G. Administer atropine 1.0 mg, IV bolus. If no change, repeat every 3-5 minutes, not 

to exceed 0.04 mg/kg total. 
H. Administer sodium bicarbonate 1.0 mEq/kg, IV bolus. This should be considered 

only in prolonged cardiac arrest situations. 
I. CONTACT BASE (TMCA, AIP, or Childrenôs - based upon location) for 

transport options. 
 

 Special notes 

A. Patients who convert from a viable rhythm into asystole should have 
transcutaneous pacing initiated immediately.  However, pacing should be 
withheld from those patients who present in asystole. 

B. The effectiveness of transcutaneous pacing is directly related to the speed with 
which this therapy is initiated. 

C. When asystole is diagnosed, check the integrity of the leads and electrode 
patches and confirm this interpretation in at least two leads. 

 
D. In pediatric patients, after ABCs have been initiated, ventilate, consider an IV 

fluid bolus of normal saline 20 ml/kg, reassess, consider epinephrine. 

P 
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 2040 
 PULSELESS ELECTRICAL ACTIVITY (PEA) 

INITIATE SUPPORTIVE MEASURES:  

- ABCs  

- CPR  

- Endotracheal intubation  

- Establish venous access  

     Ä  

CONSIDER POSSIBLE CAUSES: TREATMENT: 

Hypovolemia IV fluid bolus (20 ml/kg normal saline) 

Tension pneumothorax Chest decompression (per protocol) 

Hypoxia Ensure airway patency 

Acidosis Ventilation 

Cardiac tamponade IV fluid bolus (20 ml/kg normal saline) 

Hypothermia see 4063 Hypothermia protocol 

Pulmonary embolism  

Myocardial infarction  

Drug overdose  

Hyperkalemia Sodium bicarbonate 

     Ä  

EPINEPHRINE (1:10,000)  

1.0 mg IV push, repeat every 3 ï 5 
minutes 

Pediatric doses: First dose: 0.01 
mg/kg IV/IO/ET (0.1 ml/kg of 1:10,000 
solution); Subsequent doses: 0.01 
mg/kg, IV/IO/ET (0.1 ml/kg of 
1:10,000 solution 

     Ä  

ATROPINE for BRADYCARDIA  

1.0 mg IV push, repeat every 3 ï 5 
minutes, not to exceed 0.04 mg/kg 

Pediatric dose: refer to Length Based 
Measurement tool 

     Ä  

INITIATE TRANSPORT  

Special notes 
A. Standing orders should expedite care - not prolong scene time.  Rapid transport 

is still the goal. 
B. In pediatric patients, ventilate, consider fluid bolus, reassess, consider 

epinephrine. 

P 
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 2050 
 ARRHYTHMIAS: GENERAL CONSIDERATIONS AND TREATMENT 

 Specific Information Needed 

A. Present symptoms:  sudden or gradual onset, palpitations 
B. Associated symptoms:  chest pain, dizziness or fainting, trouble breathing, 

abdominal pain, fever 
C. Prior history:  arrhythmias, cardiac disease, exercise level, pacemaker 
D. Current medications, particularly cardiac 

 Specific Objective Findings 

A. Vital signs 
B. Signs of poor cardiac output: 

1. Altered level of consciousness 
2. "Shocky" appearance: cool/clammy skin, pallor 
3. Systolic blood pressure < 90 mmHg 

C. Signs of cardiac failure (increased back-up pressure): 
1. Neck vein distention 
2. Lung congestion, rales 
3. Peripheral edema: sign of chronic failure, not acute 

D. Signs of hypoxia:  marked respiratory distress, cyanosis, tachycardia 

 Advanced treatment, general 

A. Administer oxygen, position of comfort. 
B. Establish venous access. 
C. Evaluate the patient.  Is the patient perfusing adequately or are there signs of 

inadequate perfusion? 
D. Apply cardiac monitor and evaluate arrhythmia. 

1. Is there a pulse corresponding to monitor rhythm? 
2. Rate:  tachycardia, bradycardia, normal? 
3. Are the ventricular complexes wide or narrow? 
4. What is the relation between atrial activity (P waves) and ventricular 

activity? 
5. Is the arrhythmia potentially dangerous to the patient? 

E. Document the arrhythmia by rhythm strip and 12 lead EKG if available. 
F. Treat if needed according to pulse rate, perfusion status, risk of deterioration or 

as directed by base physician. 
G. Document results of treatment (or lack thereof) by checking pulse and recording 

change on paper tape. 
H. Transport patient.  Monitor condition enroute. 

P 



 

 

 Specific Precautions 

A. Treat the patient, not the arrhythmia!  If the patient is perfusing adequately, he 
does not need emergency treatment.  This is true of bradyarrhythmias as well as 
tachyarrhythmias.  What is normal for one person may be fatal to another. 

B. Documentation of arrhythmias is extremely important.  Field treatment of an 
arrhythmia may be life saving, but long-term treatment requires knowing what the 
problem was.  

C. Correct arrhythmia diagnosis based only on monitor strip recordings is difficult 
and often not possible.  Treatment must be based on observable parameters:  
rate, patient condition and distance from the hospital.  

D. Dangerous rhythms are those which do not necessarily cause poor perfusion, but 
are likely to deteriorate.  They require recognition and treatment to prevent 
degeneration to mechanically significant arrhythmias.  Some of these dangerous 
rhythms include ventricular tachycardia and Mobitz II 2nd degree block. 

E. Cardiac arrest and life-threatening arrhythmias can be treated in the field, and 
show the benefits of "stabilization before transfer" in prehospital care.  The 
patient is better off when the duration of arrest or poor perfusion is minimized. 

 
F. Drug dosages vary in the pediatric and elderly populations. 



 

46 

 

 2060 
 PREMATURE VENTRICULAR CONTRACTIONS (PVCs) 

 
A. The treatment of PVCs is rarely, if ever, indicated in the prehospital setting. 
B. Patients with PVCs and active chest pain should have their pain treated 

aggressively with oxygen, aspirin, nitrates, and pain medications. 
C. Prophylactic use of Amiodarone is contraindicated. 

P 
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 2070 
 BRADYCARDIA WITH PULSE 

Patients who are asymptomatic with normal blood pressure do not need treatment of 
bradycardia in the field, they require transport. 

 

 Special notes 

A. Do not delay Transcutaneous Pacing while awaiting IV access or for atropine to 
take effect if the patient is showing signs of poor perfusion. 

Initiate Supportive Measures: 

 Airway management 

 Initiate oxygen therapy 

 Establish venous access 

Is the patient conscious, alert and 
without signs of poor perfusion? 

Yes No 

Initiate transport Atropine 
0.5-1.0 mg IV 

bolus 
Evaluate response 

Systolic BP >90 
mmHg 

Heart rate normal 
Systolic BP <90 mmHg 

Persistent 
hemodynamically 

unstable bradycardia 

Initiate transport 
Fluid bolus up to 250 cc 

maximum 
Atropine 

0.5-1.0 mg IV push 
Evaluate response 

Initiate transport and contact 
base to consider dopamine 

or epinephrine administration 

Consider 
Transcutaneous pacing, 

if available 

Initiate transport and 
contact base to consider 
dopamine or epinephrine 

administration 

 

P 



 

 

B. When pacing, verify mechanical capture and patient tolerance.  Administer 
midazolam or diazepam per protocol, if conscious, after initial pacing. 

C. Differentiate premature ventricular beats from escape beats, which are wide 
complexes occurring late after preceding beat as a lower pacemaker cell takes 
over.  Escape beats are beneficial to the patient and should be treated by 
increasing the underlying rate and conduction; not by suppressing the escape 
beats. 

 
D. In pediatric patients, bradycardia is most often a sign of hypoxia.  After therapy 

for the ABCs has been initiated, hyperventilate, give fluid bolus, reassess, and 
consider epinephrine.  Epinephrine should be the first medication utilized. 
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 2080 
 NARROW COMPLEX TACHYCARDIA WITH PULSE 

 

 

 Special notes 

A. Valsalvaôs Maneuver 
1. This is any action that causes the patient to bear down against the closed 

glottis. 
2. Carotid sinus massage, orbital pressure or stimulation of mammalian diving 

reflex is Not Permitted. 
B. A narrow, QRS complex is less than 0.12 seconds in duration. 
C. Tachycardia is most likely a secondary problem when the pulse is less than 150 

in an adult.  Treat hypoxia, hypovolemia, pain, and other problems first. 
D. Adenosine is not effective in treating atrial fibrillation, which is an irregular 

rhythm. 
E. Adenosine must be administered over 1-3 seconds and followed by a rapid 20ml 

saline flush.  A proximal vein and port are preferred. 

Initiate Supportive Measures: 

 Airway management 

 Initiate oxygen therapy 

 Establish venous access (If unable and patient is 
hemodynamically unstable, move to synchronized cardioversion) 

Is the patient conscious, alert and without signs of poor perfusion? 

Yes 

 

No 

Attempt Valsalvaôs maneuver Refer to Synchronized Cardioversion 
Protocol (paramedic only) 

Initiate Transport 

Administer Adenosine 6 mg, rapid IV 
bolus followed by 20 ml Normal Saline 

Flush 

If no change, administer Adenosine 12 
mg, rapid IV bolus followed by 20 ml 

Normal Saline Flush 

Contact Base 

Initiate Transport 

Contact Base 

P 



 

 

F. If the patient takes theophylline or xanthine derivatives, higher doses of 
adenosine may be needed. 
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 2081 
 WIDE COMPLEX TACHYCARDIA WITH PULSE 

 

 
 

 Special notes 

A. A wide QRS complex is defined as a complex with a width of 0.12 seconds or 
greater. 

B. A wide complex tachycardia is usually ventricular in origin but may, on occasion, 
be a supraventricular rhythm with aberrant conduction. 

C. Consider midazolam or diazepam for cardioversion in conscious patients. 
D. Immediate cardioversion is rarely needed for heart rates < 150. 

Initiate Supportive Measures: 

 Airway management 

 Initiate oxygen therapy 

 Establish venous access (If unable and patient 
is hemodynamically unstable, move to 

synchronized cardioversion) 

Is the patient conscious, alert and without 
signs of poor perfusion? 

Yes No 

Initiate transport 

Contact Base for consideration of one of 
the following medications: 

 Adenosine 

 Amiodarone 

 Magnesium (paramedics only) 

Refer to synchronized cardioversion 
protocol (paramedic only) 

Initiate transport 

P 
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 2090 
 CHEST PAIN 

 Specific Information Needed 

A. Symptoms: Patient of either gender, more than 20 years old, with any of the 
following chief complaints: 

1. Suspected Acute Coronary Syndrome 
a. Pressure, tightness, heaviness in chest 
b. Chest pain radiating into neck, jaw, shoulders, back, one or both 

arms 
c. Indigestion or heartburn, nausea and/or vomiting 
d. Persistent shortness of breath 
e. Weakness/dizziness/lightheadedness/loss of consciousness 
f. No pain or discomfort; however, patient may experience painless 

syncope, change in mental status, or dyspnea. 
g. Cocaine or other stimulant drug use 

2. Respiratory 
a. Acute onset of shortness of breath 
b. Wheezing 

 Document Specific Objective Findings 

A. Vital signs 
B. General appearance:  color, apprehension, sweating 
C. Signs of heart failure:  neck vein distention, peripheral edema, respiratory 

distress 
D. Lung exam by auscultation: rales, wheezes or decreased sounds 
E. Chest wall tenderness, abdominal tenderness 

 Treatment 

A. Reassure and place patient at rest, position of comfort.  
B. Administer oxygen. 
C. If patientôs history suggests a potential cardiac origin to the chest pain: 

1. Administer chewable aspirin tablets, 81 mg, if patient is able to swallow 
 

2. Establish venous access. 
 

3. Contact base (destination facility) for consideration of administration of 
patient prescribed and supplied nitroglycerin. 

 
4.     Monitor cardiac rhythm and obtain 12 lead EKG if available.   

 
5.  Advance notification and activation of a ñCARDIAC ALERTò along with   

direct  transport to a facility capable of emergent primary coronary 
intervention (PCI) when the patient meets all of the following criteria: 

a. Active chest pain or other classic symptoms of Acute Coronary 
Syndrome (ACS). 

b. Age 35-80 
c. ECG showing ST elevation > (greater than or equal to) 1 

millimeter in at least 2 anatomically contiguous leads. 

IV 

P 



 

 

d. No LBBB or paced rhythm. 
 

D. Administer nitroglycerin, 0.4mg SL if BP > 100 systolic.  Repeat every 5 min up to 
3 doses until pain is relieved or systolic BP drops < 100. 

E. If pain persists after third nitroglycerin, administer fentanyl. Consider base 
contact for additional nitroglycerin and/or fentanyl if pain persists.  

 Specific Precautions 

A. ñAll chest pain should be considered cardiac in origin until proven otherwiseò but 
remember, there are many causes for chest pain.  Consider pulmonary 
embolism, pneumonia, aortic aneurysm, pneumothorax. 

B. Consider Normal Saline fluid challenge or vasopressor if hypotensive.  Beware of 
IV fluid overload in the potential cardiac patient.  Document breath sounds. 

C. Patients taking medications for erectile dysfunction such as Viagra (sildenafil), or 
Levitra  (vardenafil) should not be given nitroglycerin within 24 hours, and Cialis 
(tadalafil) within 48 hours of their use, and then only with caution and 
consideration of risk and benefits. Consider base contact  for physician 
consultation.  
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 3000 
 RESPIRATORY EMERGENCIES 

Respiratory emergencies are frequently encountered by prehospital crews; claiming 
many lives each year.  Prehospital providers must promptly assess the patient in 
respiratory distress, identifying the cause, initiate management, and provide appropriate 
care to the hospital.
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 3010 
 RESPIRATORY DISTRESS 

 Specific Information Needed 

A. History:  acute change or injury, slow deterioration 
B. Past history:  chronic lung or heart problems or known diagnosis, medications, 

home oxygen, past allergic reactions, recent surgery, tobacco abuse 
C. Associated symptoms:  chest pain, cough, fever, hand or mouth paresthesia 

 Document Specific Objective Findings 

A. Vital signs 
B. Oxygenation:  level of consciousness, cyanosis 
C. Respiratory effort:  accessory muscle use, forward position, pursed lips 
D. Neurologic signs:  slurred speech, impaired consciousness, evidence of 

drug/alcohol ingestion 
E. Signs of upper airway obstruction:  hoarseness, drooling, exaggerated chest wall 

movements, inspiratory stridor 
F. Signs of congestive failure:  neck vein distention in upright position, rales, 

peripheral edema 
G. Breath sounds:  clear, decreased, rales, wheezing, or rhonchi 
H. Hives, upper airway edema 
I. Evidence of trauma:  crepitation of neck or chest, bruising, steering wheel 

damage, penetrating wounds 

 Treatment 

A. Put patient in position of comfort, usually upright. 
B. Identify and treat upper airway obstruction if present (e.g. suctioning, NPA/OPA,  
 
C. CPAP, endotracheal intubation, etc.). 

 
D. Administer high flow oxygen. 
E. Prepare to assist ventilations if patient fatigues or develops altered mentation, or 

if respiratory arrest occurs. 
F. If diagnosis unclear, place patient in position of comfort, and administer oxygen, 

transport. 
G. Assess and consider treatment for other problems if respiratory distress is severe 

and patient does not respond to proper positioning and administration of oxygen. 
H. Establish venous access. 
I. Monitor cardiac rhythm. 

 Specific Precautions 

A. Don't overdiagnose "psychogenic" in the field.  Your patient could have a 
pulmonary embolus or other serious problem; give him/her the benefit of the 
doubt.  Treatment with oxygen will not harm the ñhyperventilatorò, and it will keep 
you from underestimating the problem. 

B. Wheezing in older persons may be due to pulmonary edema ("cardiac asthma").  
Pulmonary embolus is an uncommon cause of wheezing 

P 

P 
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 3020 
 ASTHMA 

 Specific Objective Findings 

A. Vital signs 
B. Oxygenation:  level of consciousness, cyanosis 
C. Respiratory effort:  accessory muscle use, forward position, pursed lips 
D. Breath sounds:  clear, decreased, wheezing, or rhonchi 

 Treatment 

A. Put patient in position of comfort, usually upright. 
B. Administer high flow oxygen. 
C. Use appropriate airway adjuncts as indicated. 
D. Assess and consider treatment for other problems if respiratory distress is severe 

and patient does not respond to proper positioning and administration of oxygen. 
E. If the patient is wheezing and has a metered dose inhaler (MDI), initiate MDI 

protocol. EMTôs must contact base (destination facility). 
 

F. Establish venous access. 
 

G. Monitor cardiac rhythm 
H. Administer Albuterol Sulfate. Consider adding Ipratropium. 
I. Use continuous nebulization of Albuterol Sulfate for respiratory distress. 
J. Consider Epinephrine, 0.3 mg SQ/IM (0.3 ml of 1:1,000 solution). 
K. Consider Methylprednisolone, 125 mg IV. 
L. CONTACT BASE (destination facility) for Magnesium Sulfate, 2.0 gm, IV bolus, 

over 2 minutes 

 Specific Precautions 

A. Prepare to assist ventilations if patient fatigues or develops altered mentation, or 
if respiratory arrest occurs. 

B. Wheezing in older persons may be due to pulmonary edema ("cardiac asthma").  
Pulmonary embolus is an uncommon cause of wheezing. 

C. If available, utilize pulse oximetry and capnography. 

IV 

P 
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 3030 
 CHRONIC OBSTRUCTIVE PULMONARY DISEASE 

 

 Specific Objective Findings 

A. Vital signs 
B. Oxygenation: level of consciousness, cyanosis 
C. Respiratory effort: accessory muscle use, forward position, pursed lips 
D. Breaths sounds: clear, decreased, rales, wheezing, or rhonchi 

 Treatment 

A. Place patient in position of comfort, usually upright 
B. Identify and treat upper airway obstruction if present  
C. Administer high flow oxygen. 
D. Use appropriate airway adjuncts as indicated. 
E. If the patient is wheezing and has a metered dose inhaler (MDI), initiate MDI 

protocol. EMTôs must contact base (destination facility). 
 

F. Monitor cardiac rhythm. Perform 12-lead, if available. 
G. Assess and consider treatment if respiratory distress is severe and patient does 

not respond to proper positioning and administration of oxygen. 
 

H. Administer Albuterol Sulfate. Consider adding Ipratropium. 
I. Use continuous nebulization of Albuterol Sulfate for respiratory distress. 
J. Consider Methylprednisolone, 125mg IV bolus. 

 
K. CONTACT BASE (destination facility) for Magnesium Sulfate, 2 gms IV over 2 

minutes. 

 Specific Precautions 

A. Wheezing in older persons may be due to pulmonary edema ("cardiac asthma").  
Pulmonary embolus is an uncommon cause of wheezing.  

B. Some COPD patients rely on a hypoxic drive for ventilatory support.  Never 
withhold oxygen for fear of decreasing this hypoxic drive. 

C. If available, utilize pulse oximetry and capnography. 

P 



 

58 

 

 3040 
 PULMONARY EMBOLISM 

 Specific Information Needed 

A. History: diabetes, chronic lung disease, congestive heart failure (CHF). 
B. Past history: sedentary life style, surgery or recent fractures, pregnancy, oral 

contraceptives, atrial fibrillation. 
C. Associated symptoms: anxiety, dyspnea, chest pain, tachycardia, JVD 

 

 Document Specific Objective Findings 

A. Vital signs 
B. Oxygenation: level of consciousness, anxiety  
C. Respiratory effort: dyspnea, tachypnea, shortness of breath 
D. Neurologic signs: impaired consciousness, syncope 
E. Objective findings: distended neck veins, chest splinting, hypotension, 

tachycardia. 
F. Breath sounds: clear, decreased, rales, wheezing, or rhonchi 

 Treatment 

A. Put patient in position of comfort, usually upright. 
B. Identify and treat upper airway obstruction if present 
C. Administer high flow oxygen 
D. Assist ventilation if necessary 
E. If available, utilize pulse oximetry and capnography. 

 Special Precautions 

A. Because prehospital care is primarily supportive and diagnosis difficult; 
understanding the contributing factors is paramount. 

B. A pulmonary embolism should be considered with any person who has an 
unexplained cardiorespiratory problem. 
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 3050 
 PULMONARY EDEMA 

 Specific Objective Findings 

A. Vital signs 
B. Oxygenation: level of consciousness, cyanosis 
C. Respiratory effort: accessory muscle use, forward position, pursed lips 
D. Signs of congestive failure:  Neck vein distention in the upright position, rales, 

peripheral edema. 
E. Breath sounds: clear, decreased, rales, wheezing, or rhonchi. 

 Treatment 

A. Place patient in position of comfort, usually upright. 
1. Sit patient up, legs dangling if possible.  

B. Administer high flow oxygen. 
C. Assist ventilations with pocket mask or bag valve mask if necessary. 
D. Establish venous access. 
E. Monitor cardiac rhythm.  Perform 12-lead, if available. 
F. Consider: 

1. O2 / CPAP if indicated. 
2. Nitroglycerin  
3. Lasix, 20-80mg slow IV push. 

 Specific Precautions 

A. If diagnosis is unclear, place patient in position of comfort, administer oxygen, 
and transport. 

B. Wheezing in older persons may be due to pulmonary edema (ñcardiac asthmaò).  
Pulmonary embolus is an uncommon cause of wheezing. 

C. Prepare to assist ventilations if patient fatigues or develops altered mentation, or 
if respiratory arrest occurs. 

D. utilize pulse oximetry  

P 
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 3060 
 HYPERVENTILATION 

 Specific Information Needed 

A. History:  anxiety provoking episode, acute change or injury 
B. Past history: panic attack, anxiety attack, chronic lung or heart problems or 

known diagnosis, medications, home oxygen, past allergic reactions, recent 
surgery, tobacco use,  

C. Associated symptoms: chest pain, cough, fever, hand or mouth paresthesia, 
carpal pedal spasm, cerebrovascular constriction resulting in headache, 
dizziness or euphoria. 

 Document Specific Objective Findings 

A. Vital signs 
B. Oxygenation: level of consciousness, cyanosis 
C. Respiratory effort: accessory muscle use, forward position, pursed lips. 
D. Neurologic signs: slurred speech, impaired consciousness, evidence of 

drug/alcohol ingestion. 
E. Signs of upper airway obstruction: hoarseness, drooling, exaggerated chest wall 

movements, inspiratory stridor. 
F. Signs of congestive failure: neck vein distention in upright position, rales, 

peripheral edema. 
G. Breath sounds: clear, decreased, rales, wheezing, or rhonchi. 
H. Hives, upper airway edema 
I. Evidence of trauma: crepitation of neck or chest, bruising, steering wheel 

damage, penetrating wounds. 

 Treatment 

A. Put patient in position of comfort, usually upright. 
B. Identify and treat upper airway obstruction if present. 
C. Administer high flow oxygen. 
D. Use appropriate airway adjuncts as indicated. 
E. Assess and consider treatment for the following problems 

1. Coaching of breathing pattern and ventilations. 
2. Calming of anxiety and stress inducing factors. 
3. Suspicion that the symptoms are indicative of other illness, disorder or 

overdose, patient should be transported. 

 Specific Precautions 

A. Donôt over-diagnose ñpsychogenicò in the field. Your patient could have a 
pulmonary embolus or other serious problem; give him/her the benefit of the 
doubt.  Treatment with oxygen will not harm the ñhyperventilatorò, and it will keep 
you from underestimating the problem. 

B. Utilize pulse oximetry and Capnography, if available. 
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 3070 
 SPONTANEOUS PNEUMOTHORAX 

 Specific Information Needed 

A. History: acute change or injury, slow deterioration 
B. Past history: chronic lung or heart problems, medications, home oxygen, past 

allergic reactions, recent surgery, tobacco use 
C. Associated symptoms: chest pain 

 Document Specific Objective Findings 

A. Vitals signs 
B. Oxygenation: level of consciousness, cyanosis 
C. Respiratory effort: accessory muscle use, shortness of breath, tachypnea, 

decreased breath sounds on affected side 
D. Neurologic signs: impaired consciousness, evidence of drug/alcohol ingestion 
E. Signs of upper airway obstruction: exaggerated chest wall movements 
F. Breath sounds: clear, decreased, rales, wheezing, or rhonchi 
G. Assess for evidence of trauma: crepitation of neck or chest, bruising, steering 

wheel damage, penetrating wounds 
H. Other signs and symptoms: sudden onset of chest pain, diaphoresis, pallor, 

subcutaneous emphysema. 

 Treatment 

A. Put patient in position of comfort, usually upright.  
B. Identify and treat upper airway obstruction if present 
C. Administer high flow oxygen. 
D. Use appropriate airway adjuncts as indicated. 
E. Assess and consider treatment for severe cases: airway, ventilatory and 

circulatory support. 
F. If a tension pneumothorax develops, follow ñTension Pneumothoraxò protocol. 

 Special Precautions 

A. May occur in apparently healthy persons; often men between 20 and 40 years of 
age, which are tall and thin.   

B. May occur in patients with COPD, patients with AIDS and pneumonia, history of 
Marfanôs Syndrome, drug abusers. 

C. Utilize pulse oximetry and capnography if available. 
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 3080 
 PNEUMONIA 

 Specific Information Needed 

A. History: acute change or injury, slow deterioration, general malaise. 
B. Past history: chronic lung or heart problems or known diagnosis, medications, 

home oxygen, past allergic reactions, recent surgery, tobacco abuse 
C. Associated symptoms: chest pain, productive cough, fever, sputum production. 

 Treatment 

A. Place patient in position of comfort, usually upright. 
B. Identify and treat upper airway obstruction if present (suctioning, nasopharyngeal 

airway, endotracheal intubation, etc.). 
C. Administer high flow oxygen. 
D. Assist ventilation if necessary. 
E. Assess and consider treatment if respiratory distress is severe and patient does 

not respond to proper positioning and administration of oxygen. 
 

1. Administer Albuterol Sulfate 0.5 mg nebulization. 

 Special Precautions 

A. Pneumonia can be caused by bacterial, viral, or fungal infection; these diseases 
may spread by droplets or contact with infected persons.  Utilize appropriate 
Body Substance Isolation (BSI) precautions. 

B. If diagnosis is unclear, place patient in position of comfort, administer oxygen, 
and transport. 

C. Prepare to assist ventilations if patient fatigues or develops altered mentation, or 
if respiratory arrest occurs. 

D. If available, consider pulse oximetry and capnography. 

P 
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 4000 
 MEDICAL EMERGENCIES 

 
The following are protocols for various medical emergencies.  Treatment for each may 
be unique but there are similar things to consider when treating all medical patients. 
 

A. Ensure the scene is safe and wear the appropriate protective equipment for 
proper body substance isolation. 

B. Obtain clues from the scene to help create a picture of the nature of the illness. 
C. Determine if your patient is physiologically stable or unstable.  Certain 

assessment findings may help determine this, including: 
1. Any airway obstruction that is limiting ventilation. 
2. The patient is unable to maintain or protect their airway. 
3. Not breathing or breathing inadequately. 
4. Absent or diminished breath sounds. 
5. Working hard to breathe and use of accessory chest muscles with retractions. 
6. Absent or weak peripheral or central pulses. 
7. Heart rate that is too fast, too slow, or irregular that is causing other signs and 

symptoms. 
8. Pale or cyanotic skin that may be cool and/or diaphoretic. 
9. No spontaneous eye movement or movement in response to painful stimuli. 
10. Patients that are disoriented to person, place, time and/or event. 
11. Patients that cannot move their toes or fingers on command. 

D. In your initial assessment of the patient remember it is important to correct any 
life-threatening conditions before moving on in your patient care.  The initial 
assessment includes the following: 
1. Your general impression of the patientôs current condition. 
2. Assessment of mental status, airway, breathing, and circulation 
3. Consider the need for aggressive treatment and rapid transportation. 

E. If the patient is unresponsive or has an altered mental status perform a rapid 
assessment.  If the patient is responsive it may only be necessary to do a 
focused assessment. 
1. A rapid assessment involves inspection, palpation, auscultation, and 
percussion of the patientôs body while performing a head to toe exam. 

2. A focused assessment is centered on the patientôs chief complaint and 
evaluating the body systems affected. 

F. Obtain a patient history.  If the patient is unable to provide a good history, try to 
interview family members or friends.  Bystanders may be able to provide 
information about the present illness and what they observed prior to EMS 
arrival. 

G. Determine if the patient lost consciousness.  If there was a loss of consciousness 
remember to establish the following: 
1. How long the patient was unconscious. 
2. If the patient had a seizure.  If someone on scene states they witnessed a 

seizure have them describe the seizure to you. 
3. If the patient had a postictal period and how long it lasted. 
4. Look for chipped teeth or signs of trauma to the inside of the mouth, lips or 

tongue. 
5. Incontinence of urine or bowel. 

H. Establish a baseline set of vital signs. 
I. During transport continue an ongoing assessment. 



 

 

1. Repeat all previous assessments for any change. 
2. Reassess vital signs. 
3. Evaluate the effectiveness of any interventions. 

J. It is always appropriate to err on the side of caution.  If you feel the patient is 
unstable, aggressively treat and transport rapidly to the appropriate facility. 
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 4010 
 NEUROLOGICAL EMERGENCIES 
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 4011 
 STROKE/CVA 

 Indication 

A. For patients presenting with an acute episode of neurological deficits without any 
evidence of trauma as the causative agent. 

 Specific Information Needed 

A. Symptoms:  
1. Altered level of consciousness 
2. Impaired speech 
3. Unilateral weakness / hemiparesis 
4. Facial asymmetry / facial droop 
5. Headache 
6. Poor coordination or balance 
7. Vision changes 
8. Seizure activity 
9. Previous CVA / TIA 
10. Chest Pain 
11. Last time ñwithout symptomsò 

 Document Specific Objective Findings 

A. Vital signs and complete history including patient medications 
B. General appearance:  color, apprehension, sweating 
C. Cincinnati Prehospital Stroke Scale (CPSS) 
 1. Face ï facial droop present 
 2. Arm ï upper extremity arm drift present (arms extended, palms up) 
 3. Speech ï inability to speak a simple sentence 
 4. Time ï time of onset of symptoms / last time without symptoms 
D. Complete Neurologic Exam 
 
E. Determine Blood Glucose level 

 
F. Establish venous access (proximal18 gauge or larger is preferred) 
G. Administer dextrose 25 gm (50 ml of a 50% solution), IV bolus if blood glucose 

reading <60 and if clinically indicated. 
 

G. Monitor cardiac rhythm. Perform 12-lead EKG, if available. 

 Treatment 

A. Reassure and place patient with head slightly elevated (<30 degrees)  
B. Administer oxygen. 
C. NPO 
D. Advance notification and activation of a ñStroke Alertò along with direct  transport 

to appropriate facility when the patient meets all of the following criteria: 
a. Onset 6 hours or less (documented) 
b. Blood Glucose > 60 
c. No seizures at onset or recent head trauma 
d. Must have one or more New Clinical Sign(s) 

IV 
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i. New speech impairment or Aphasia 
ii. Unequal smile or obvious facial asymmetry ï Side R/L 
iii. Arm weakness or drift ï Side R/L 

 
E. Transport to appropriate facility 
F. If patient is less than 12 years old, consider transport to The Childrenôs Hospital 
 

 Special Precautions 

A. Treatment of hypertension in the setting of CVA / TIA is not indicated in the 
prehospital setting. 



 

68 

 

 4012 
 COMA/ALTERED MENTAL STATUS/NEUROLOGIC DEFICIT 

 Specific Information Needed 

A. Present history:  duration of illness, onset and progression of present state 
illness; preceding symptoms such as headaches, seizures, confusion, or trauma. 

B. Past history:  previous medical or psychiatric problems 
C. Medications:  use, misuse, or abuse 
D. Surroundings:  check for pill bottles or syringes and bring with patient.  Note odor 

in house. 

 Specific Objective Findings 

A. Safety of rescuer.  Check for gases or other toxins. 
B. Vital signs 
C. Level of consciousness and neurological status 
D. Signs of trauma 
E. Breath odor 
F. Needle tracks 
G. Medical alert tag 

 Treatment 

A. Use appropriate airway adjuncts as indicated 
B. Administer oxygen. 
C. If patient a known diabetic and can swallow administer one full tube of oral 

glucose per protocol. 
 
D. Establish venous access and fluid bolus as indicated. 
E. Draw appropriate blood tubes.  Test blood glucose level 
F. Administer dextrose 25 gm (50 ml of a 50% solution), IV bolus if blood glucose 

reading <60 and if clinically indicated. 
 
G.  Administer Naloxone up to 2 mg IV or IN (may also be given IM or IO by  

paramedic) if clinically indicated. 
1. If EMT-IV, contact base (destination facility) for consideration of 

administration of Naloxone as described above. 
H. If venous access is unsuccessful and unable to administer dextrose, administer 

Glucagon 1 mg IM. 
I. Monitor cardiac rhythm. 

 
J. Transport in lateral recumbent position.  (If trauma suspected, transport supine 

with cervical collar and backboard; logroll as necessary.) 
K. Monitor vitals during transport. 

 Specific Precautions 

A. Be particularly attentive to airway.  Difficulty with secretions, vomiting, and 
inadequate tidal volume are common. 

B. Hypoglycemia may present as a focal neurological deficit or coma (stroke like 
picture). 

IV 
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C. Coma in the diabetic may be due to hypoglycemia or to hyperglycemia (diabetic 
ketoacidosis).  Dextrose should be given IV Bolus to all unconscious diabetics, 
as well as patients with coma of unknown origin unless a blood glucose reading 
in the high range is obtained.  The treatment may be life saving in hypoglycemic 
patient, and will do no harm in the normal or hyperglycemic patient.  Do not give 
oral sugar to an unconscious patient. 

D. Stroke patients may be alert but unable to respond (aphasic); therefore, 
communicate with the patient and explain what you are doing.  Avoid 
inappropriate comments. 

E. Naloxone is useful in any potential narcotic overdose, but be sure the airway and 
the patient are controlled before giving naloxone to a known drug addict.  The 
acute withdrawal precipitated in an addict may result in violent combativeness. 
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 4013 
 SEIZURES 

 Specific Information Needed 

A. Seizure history: onset, time interval, previous seizures, type of seizure 
B. Medical history: especially head trauma, diabetes, headaches, drugs, alcohol, 

medications, compliance with anticonvulsants, pregnancy 

 Document Specific Objective Findings 

A. Vital signs 
B. Description of seizure activity 
C. Level of consciousness 
D. Head and mouth trauma 
E. Incontinence 
F. Air temperature; patient temperature 
G. Skin color and moisture 

 Treatment 

A. Ensure airway patency.  Nasopharyngeal airways are useful. 
  NOTE: Donôt force anything between the teeth. 

B. Administer oxygen. 
C. Suction as needed. 
D. Protect patient from injury.  
E. Check pulse immediately after seizure stops. 
F. Keep patient on side. 

 
G. Establish venous access. 
H.  Draw appropriate blood tube; test for blood glucose if available. 
I. Administer dextrose 25 gm (50 ml of a 50% solution), IV bolus if blood glucose 

<60 and if clinically indicated. 
J. Administer Naloxone up to 2 mg IV or IN (may also be given IM or IO by 

paramedic) if clinically indicated. 
1. If EMT-IV, contact base (destination facility) for consideration of 

administration of Naloxone as described above 
 

K. Administer diazepam 1-10 mg slow IV push for status epilepticus. 
L. If venous access unsuccessful after two attempts, administer midazolam 1-5 mg 

IM. 
M. If venous access is unsuccessful and unable to administer dextrose, administer 

glucagon 1 mg, IM. 
N. Monitor cardiac rhythm. 

 
O. Keep in lateral recumbent position for transport. 
P. Monitor vitals. 

 Specific Precautions 

A. Move hazardous materials away from patient.  Restrain the patient only if needed 
to prevent injury.  Protect patient's head. 

IV 
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B. Trauma to tongue is unlikely to cause serious problems, however, trauma to 
teeth may.  Attempts to force an airway into the patient's mouth can completely 
obstruct airway.  Do not use bite sticks or jaw screws. 

C. Seizure can be due to lack of glucose or oxygen to the brain, as well as to the 
irritable focus we associate with epilepsy.  Hypoxia from transient arrhythmia or 
cardiac arrest (particularly in younger patients) may cause seizure and should be 
treated promptly.  Don't forget to always check for pulse once a seizure 
terminates. 

D. Hypoxic seizures can also result when the tongue obstructs the airway in the 
supine position, or when overly helpful bystanders prop the patient up or 
improperly elevate the head. 

E. Alcohol related seizures are common, but cannot be differentiated from other 
causes of seizure in the field. Assessment in the intoxicated patient should still 
include consideration of hypoglycemia and all other potential causes.  Field 
management is as for any seizure. 

F. Seizures may be due to arrhythmias or stroke.  It is important to look for and 
recognize arrhythmias in the field since they may be the cause of the seizure. 

G. Medical personnel are often called to assist epileptics who seize in public.  If 
patient clears completely, is taking his/her medications, has his/her own 
physician, and is experiencing his/her usual frequency of seizures, transport may 
be unnecessary.  Consult your base physician. 

H. Diazepam has a tendency to decrease respiratory effort, therefore be prepared to 
assist ventilations. 

I. Seizures in pregnant patients (or even those who are postpartum) may be the 
presenting sign of eclampsia or toxemia of pregnancy. 

 
1. Seizures in those patients will respond better to administration of magnesium 

sulfate. 
P 
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 4014 
 SYNCOPE 

 Specific Information Needed 

A. History of the event:  onset, duration, seizure activity, precipitating factors.  Was 
the patient sitting, standing, or lying?  Pregnant? 

B. Past history:  medications, diseases, prior syncope 
C. Associated symptoms:  dizziness, nausea, chest or abdominal/back pain, 

headache, palpitations 

 Specific Objective Findings 

A. Vital signs 
B. Neurological status:  level of consciousness, residual neurological deficit 
C. Signs of trauma to the head or mouth or incontinence 
D. Neck stiffness 

 Treatment 

A. Place patient in position of comfort:  do not sit patient up prematurely; supine or 
lateral positioning if not completely alert 

B. Monitor vital signs and level of consciousness closely for changes or recurrence. 
 
C. Establish venous access and administer Normal Saline if indicated. 
D. Consider hypoglycemia.  If signs of hypoglycemia are present (clinical indications 

and blood glucose<60): 
1. Establish venous access. 
2. Draw appropriate blood tubes. 
3. Administer dextrose 25 gm (50 ml of a 50% solution), IV bolus. 

 
4. If venous access is unsuccessful and unable to administer dextrose, 

administer glucagon 1 mg IM. 
 

E. If vital signs unstable or age > 40 years: 
1. Administer oxygen. 
2. Keep patient supine, elevate legs 10-12 inches. 

 
3. Establish venous access. 

 
4. Monitor cardiac rhythm.  Consider 12-lead EKG if available. 

 Specific Precautions 

A. Syncope is by definition a transient state of unconsciousness from which the 
patient has recovered.  If the patient is still unconscious, treat as coma.  If the 
patient is confused, treat according to Coma/Altered Mental Status/Neurologic 
Deficit protocol. 

B. Most syncope is vasovagal, with dizziness progressing to syncope over several 
minutes.  Recumbent position should be sufficient to restore vital signs and level 
of consciousness to normal. 

C. Syncope that occurs without warning or while in a recumbent position is 
potentially serious and often caused by an arrhythmia. 

IV 

IV 

P 

P 



 

 

D. Patients with syncope, even though apparently normal, should be transported.  In 
middle-aged or elderly patients, syncope can be due to a number of potentially 
serious problems.  The most important of these to monitor and recognize are 
arrhythmias, occult GI bleeding, seizure, or ruptured abdominal aortic aneurysm. 

E. Any elderly patient with syncope and back pain should be considered to 
have a ruptured abdominal aortic aneurysm until proven otherwise. 

F. In children 1-4 years of age breath-holding spells associated with heightened 
emotional states can cause syncopal-like events. Children may be pallid or 
cyanotic and seizures can occur. No specific treatment is indicated for these 
events. Consult base station if questions. 
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 4020 
 ALLERGY/ANAPHYLAXIS 

 Specific Information Needed 

A. History: current sequence of events, exposure to allergens (bee stings, drugs, 
nuts, seafood most common), prior allergic reactions. 

B. Current symptoms: itching, wheezing, respiratory distress, nausea, weakness, 
rash, anxiety, swelling. 

C. Medications, past medical history. 

 Specific Objective Findings 

A. Vital signs, level of consciousness 
B. Respirations:  wheezing, upper airway noise, effort 
C. Mouth:  tongue and airway swelling 
D. Skin: hives, swelling, flushing  

 Treatment 

A. Ensure airway patency.  Early endotracheal intubation may be advisable before 
swelling becomes severe.  Suction as needed.  Prepare to assist ventilations. 

B. Position of comfort (upright if respiratory distress predominates; supine if shock 
prominent) 

C. Administer oxygen as indicated. 
D. Remove the mechanism of injection if still present (stinger, needle, etc).  Do not 

squeeze venom sac; rather, scrape with straight edge. 
 

E. If signs of severe generalized reaction present establish venous access. 
F. Consider Epi-Pen if available (EMT-B must contact base (destination facility)). 

 
G. Monitor cardiac rhythm. 
H. Administer diphenhydramine 50 mg IV or IM (IO if already established) as 

indicated. 
I. For objective findings of respiratory distress such as stridor, wheezing, hypoxia, 

tachypnea or angioedema, Epinephrine 0.3 mg of 1:1000 SQ/IM is indicated. 
J. CONTACT BASE (destination facility) for additional epinephrine orders. 
K. K. Consider Methylprednisolone, 125 mg IV.  
L. For signs of shock (BP < 90) or altered mental status: 

1. Fluid bolus of Normal Saline at 20 ml/kg 
2. CONTACT BASE (destination facility) for IV epinephrine.  Administer 

epinephrine, 0.1 mg 1:10,000 IV followed by epinephrine 1.0 mg mixed in 250 
ml Normal Saline infusion started at 2 mcg/min.  Titrate to desired effects 
including signs of improved perfusion or a systolic blood pressure greater 
than 90 mmHg. 

 Specific Precautions 

A. Allergic reactions can take multiple forms.  Early consult with base physician is 
encouraged. 

B. Anxiety, tremor, palpitations, tachycardia, and headache are not uncommon with 
administration of epinephrine.  These may be particularly severe with IV 
administration.  In children, epinephrine may induce vomiting.  

IV 
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C. Angina, MI, or dysrhythmias may be precipitated. 
D. Use caution in the administration of epinephrine in cardiac patients or the elderly.   
E. Two forms of epinephrine are carried as part of paramedic equipment.  The 

standard ampules of aqueous epinephrine contain a 1:1000 dilution appropriate 
for SQ or IM injection.  IV epinephrine should be given in a 1:10,000 dilution. Use 
the 1:10,000 premix for IV dosing to avoid mistakes.  Be sure you are giving 
the proper dilution to your patient, and give slowly. 

F. Before treating anaphylaxis, be sure your patient has objective signs as well as 
subjective symptoms and history. Hyperventilators will occasionally think they are 
having an allergic reaction.  Epinephrine will just aggravate their anxiety. 

G. Lethal edema may be localized to the tongue, uvula, or other parts of the upper 
airway.  Examine closely, and be prepared for early intubation before swelling 
precludes this intervention. 
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4030 
ABDOMINAL PAIN 

Specific Information Needed 

A. Pain:  nature (crampy or constant), duration, location; radiation to back, groin, 
chest, shoulder 

B. Associated symptoms:  nausea, vomiting (bloody or coffee ground), diarrhea, 
constipation, black or tarry stools, urinary difficulties, menstrual history, fever 

C. Past history:  previous trauma, abnormal ingestions, medications, known 
diseases, surgery 

Document Specific Objective Findings 

A. Vital signs 
B. General appearance: restless, quiet, sweaty, pale 
C. Abdomen: tenderness, guarding, distention, rigidity, pulsatile mass 
D. Emesis, stool, or urine, describe, amount 
E. Check for equality of pulses. 

Treatment 

A. Place patient in position of comfort 
B. Give nothing by mouth 
C. If BP <90 mmHg systolic and signs of hypovolemic shock: 

1. Administer oxygen. 
 

2. Establish venous access with 2 large bore lines.  Consider Normal Saline 
bolus of 20 ml/kg. 

3. Consider transport to a trauma center based upon destination protocol. 
D. Establish venous access even if vital signs normal. 
 
E. Cardiac monitor and 12 lead EKG (if available) for upper abdomen pain. 
F. Consider pain medication for hemodynamically stable adult patients.  

1. Fentanyl 1-2 mcg/kg IV/IN bolus to a cumulative dose of less than 200 mcg. 
 

G. Monitor vitals during transport.   
H. For patients who are nauseated or vomiting consider antiemetic administration. 

Specific Precautions 

A. The most important diagnoses to consider are those associated with catastrophic 
internal bleeding:  ruptured aneurysm, liver, spleen, ectopic pregnancy, etc.  
Since the bleeding is not apparent, you must think of the volume depletion and 
monitor patient closely to recognize shock.  If a patient presents in shock, 
consider transport to a trauma center where appropriate surgical consultation is 
readily available. 

B. Elderly patients may have significant hypovolemic shock with systolic blood 
pressures above 90 mmHg.  With signs of hypovolemia, treat with fluids.  

C. Upper abdomen and lower chest pain may reflect thoracic pathology such as 
myocardial infarction, etc.  Massive fluid resuscitation may be contraindicated. 

P 
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 4031 
 VOMITING 

 Document Specific Objective Findings 

A. Frequency, duration of vomiting 
B. Presence of blood or bile in vomitus 
C. Associated symptoms: abdominal pain, weakness, confusion 
D. Medication ingestion 
E. Past medical history: diabetes, cardiac disease, abdominal problems, alcoholism 

Vital signs 
F. Color of vomitus: presence of blood 
G. Abdomen: tenderness, guarding, rigidity, distention 
H. Signs of dehydration: poor skin turgor, dry mucous membranes, confusion 

 Treatment 

A. Position patient:  left lateral recumbent if vomiting; otherwise, supine. 
B. Administer oxygen. 
C. Nothing by mouth 

 
D. If BP < 90 mmHg systolic and signs of hypovolemic shock or for signs of poor 

perfusion in pediatric patients: 
1. Elevate legs 10-12 inches. 
2. Establish venous access. 
3. Normal Saline bolus of 20 ml/kg 

 
E. For patients who are nauseated or vomiting consider antiemetic administration. 

 Specific Precautions 

A. Vomiting may be a symptom of a more serious problem.  The most serious 
causes are GI bleed or other intra-abdominal catastrophe.  A rare cardiac patient 
may also present with vomiting as the predominant symptom. 

B. Consider drug overdose; a patient who does not call the ambulance for 
medication ingestion may call later when GI symptoms become severe. 

C. The vast majority of persons with vomiting have become sick over days, not 
minutes. Treat appropriately. 

D. Dehydration may be particularly severe in children with simple vomiting.  IVs may 
be very difficult to start, particularly with infants. 

IV 
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 4040 
 POISONS AND OVERDOSES 

 Specific Information Needed 

A. Type of ingestion: What, when, and how much was ingested?  Bring the poison, 
the container, description of emesis, all medications and everything questionable 
in the area with the patient to the Emergency Department. 

B. Reason for exposure:  think of child neglect, depression, etc. 
C. Symptoms:  respiratory distress, sleepiness, nausea, agitation or decreased level 

of consciousness 
D. Past history:  medications, diseases, psychiatric 
E. Action taken by bystanders: induced emesis? "antidote" given? 

 Document Specific Objective Findings 

A. Vital signs 
B. Airway: patency and adequacy of ventilation 
C. Level of consciousness and neurologic status: check frequently. 
D. Breath odor, increased salivation, oral burns 
E. Skin: sweating, cyanosis 
F. Systemic signs: vomitus, arrhythmias, lung sounds 

 Treatment 

A. Use appropriate airway adjuncts as indicated. 
B. Administer oxygen. 
C. Support patient on side and protect airway. 

 
D. Establish venous access. 
E. Test for blood glucose level, if available. 
F. Administer dextrose 25 gm (50 ml of a 50% solution), IV bolus if blood glucose 

<60 and if clinically indicated. 
G. Administer naloxone  up to 2 mg IV or IN (may also be administered IM or IO) in 

patients with decreased respiratory effort and observe patient for improved 
ventilations. (EMT-IV can only give naloxone IV or IN) 
1. If EMT-IV, contact base (destination facility) for consideration of 

administration of Naloxone as described above 
 

H. If venous access is unsuccessful and unable to administer dextrose, administer 
glucagon 1 mg, IM. 

I. Monitor cardiac rhythm. 
J. Administration of sodium bicarbonate may be necessary with signs of a widened 

QRS or ventricular arrhythmias after excessive tricyclic antidepressant(s) 
ingestion.  Administration of diazepam 1-10 mg slow IV bolus may be necessary 
in suspected stimulant use or abuse (cocaine, Ecstasy, etc.)  CONTACT BASE 
(destination facility) in this circumstance. 

 Specific Precautions 

A. There are few specific "antidotes."  Product labels and home kits can be 
misleading and dangerous.  Watch the ABCs:  these are important. 
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B. Do not neutralize acids with alkalis.  Do not neutralize alkalis with acids.  These 
"treatments" cause heat releasing chemical reactions that can further injure the 
GI tract. 

C. Inhalation poisoning is particularly dangerous to rescuers.  Recognize an 
environment with ongoing contamination and extricate rapidly. 

D. Organophosphate exposure may require massive doses of atropine.  CONTACT 
BASE for direction. 

E. For personal exposure to nerve agents refer to Mark I auto-injector protocol. 
 

Rocky Mountain Poison Center #: 303-739-1123 (local) or 1-800-332-3073 (statewide) 
Nationwide Poison Control Access#: 1-800-222-1222 

Poison Control Phone for Hearing Impaired:  303-739-1127 
CHEMTREC: 1-800-424-9300 
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 4050 
 ENVIRONMENTAL EMERGENCIES 
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 4051 
 HIGH ALTITUDE ILLNESS 

 Specific Information Needed 

A. Presenting symptoms generally fall into two categories: 
1. Acute mountain sickness (AMS) - headache, sleeplessness, anorexia, 

nausea, fatigue. 
2. High-altitude pulmonary edema (HAPE) - breathlessness, cough, headache, 

trouble breathing, confusion, fatigue, nausea 
3. High-altitude Cerebral Edema (HACE) ï ataxia, headache, confusion, stroke 

like picture with focal deficits, seizure and coma 
B. Current and highest altitude, time at this altitude, duration of ascent 
C. Medical problems, medications, previous experience at altitude 

 Document Specific Objective Findings 

A. Vital signs 
B. Mental status: confusion, lack of coordination, coma 
C. Lungs: respiratory rate, distress, rales, sputum (bloody or frothy) 

 Treatment 

A. Put patient at rest in position of comfort. 
B. Administer oxygen. 
C. Suction as needed.  Assist ventilation if patient has cyanosis, confusion, and 

poor respiratory effort. 
 

D. Establish venous access if conditions permit 

 Specific Precautions 

A. Recognition of the problem is the most critical part of treating high altitude illness.  
While in the mountains, recognize symptoms which are out of proportion to those 
being experienced by the rest of the party:  fatigue, or trouble breathing 
(particularly at rest). 

B. The mainstay of treatment is descent from altitude.  Even a loss of 1,000 - 1,500 
feet makes enough difference in the oxygen content of air that symptoms may be 
relieved or stop progressing.  Oxygen administration can also relieve symptoms 
and may allow more time for orderly evacuation. 

C. In addition to the more common pulmonary edema, cerebral edema may occur, 
with confusion and a stroke-like picture with focal deficits.  Treatment is the 
same. 

D. Acute mountain sickness, the mild form of illness during altitude adaptation, 
consists of fatigue, headache, and poor sleeping, without severe CNS or 
respiratory symptoms.  Treatment is rest.  This increases the body's time to 
acclimatize.  Descend if symptoms progress, or ataxia present. 

E. Commercial airlines pressurize cabins to a level equivalent to about 5,000 - 
8,000 feet. 

F. Patients at risk for high altitude illness for whatever reason may be taking 
Diamox (acetazolamide).  Diamox may be useful in preventing some altitude 
illness because of direct effects on acid-base balance.  Diuretics are not useful, 

IV 



 

 

however, in treating high altitude pulmonary edema, because the cause is 
excess capillary leakage of fluid, rather than increased venous pressure. 



 

83 

 

 4052 
 DROWNING/NEAR-DROWNING 

 Specific Information Needed 

A. How long patient was submerged? 
B. Degree of contamination, water temperature? 
C. Diving accident? Water depth? 

 Specific Objective Findings 

A. Vital signs 
B. Neurologic status:  monitor on a continuing basis. 
C. Lung exam:  rales or signs of pulmonary edema, respiratory distress 

 Treatment 

A. Clear upper airway of vomitus or large debris. 
B. Start CPR if needed. 
C. Stabilize neck prior to removing patient from water if any suggestion of neck 

injury. 
D. Suction as needed. 
E. Administer oxygen. 
F. If patient not awake and alert: 

1. Assist ventilation if necessary. 
 

2. Establish venous access 
 

3. Intubate when indicated and apply positive pressure ventilation. 
4. Monitor cardiac rhythm during transport; treat arrhythmias per protocol. 

 
G. Transport patient, even if normal by initial assessment. 

 Specific Precautions 

A. Be prepared for vomiting.  Patients should be secured on spineboard when 
indicated for log-rolling to protect the neck and manage the airway. 

B. All near-drownings should be transported.   Even if patients initially appear fine, 
they can deteriorate.  Monitor closely.  Pulmonary edema often occurs due to 
aspiration, hypoxia, and other factors.  It may not be evident for several hours 
after near-drowning. 

C. Beware of neck injuries - they often go unrecognized.  Collar and backboard 
straps can be applied in the water. 

D. If patient is hypothermic, defibrillation and pharmacologic therapy may be 
unsuccessful until the patient is rewarmed.  Prolonged CPR may be needed. 

E. Under current ACLS standards, Heimlich maneuver is not indicated. 

IV 

P 



 

84 

 

 4053 
 HYPOTHERMIA AND FROSTBITE 

 Specific Information Needed 

A. Length of exposure 
B. Air temperature, water temperature, winds, patient wet? 
C. History and timing of changes in mental status 
D. Drugs:  alcohol, tranquilizers, anticonvulsants, others 
E. Medical problems:  diabetes, epilepsy, alcoholism, etc. 
F. With local injury:  history of thawing/refreezing? 

 Specific Objective Findings 

A. Vital signs, mental status, shivering.  (Prolonged observation for 1-2 min. may be 
necessary to detect pulse, respirations.) 

B. Skin temperature (estimated); also note current temperature of environment 
C. Evidence of local injury:  blanching, blistering, erythema of extremities, ears, 

nose 
D. Cardiac rhythm 

 Treatment 

A. Generalized: 
1. CPR, if no pulse 
2. Administer oxygen.  Assist with bag-valve-mask as needed. 
3. Use appropriate airway adjunct only to protect airway or in absence of 

organized cardiac electrical activity. 
4. Avoid unnecessary suctioning or airway manipulation. 
5. Remove wet or constrictive clothes from patient.  Wrap in blankets and 

protect from wind exposure.  Increase ambient temperature in ambulance. 
6. Attempt defibrillation, if appropriate, up to 3 shocks. 

 
7. Establish venous access.  Solution should be warmed if possible.  Do not 

start IV until patient is moved to transport vehicle. 
 
8. Monitor cardiac rhythm. 

 
9. No more than one round of ACLS drugs should be administered to a 

hypothermic patient in the prehospital setting. 
 

B. Local (frostbite): 
1. Remove wet or constricting clothing.  Keep skin dry and protected from wind. 
2. Do not allow the limb to thaw if there is a chance that limb may refreeze 

before evacuation is complete, or if patient must walk to transportation. 
3. Rewarm minor "frostnip" areas by placing in axilla or against trunk under 

clothing. 
4. Dress injured areas lightly in clean cloth to protect from pressure, trauma or 

friction.  Do not rub.  Do not break blisters. 
5. Maintain core temperature by keeping patient warm with blankets, warm 

fluids, etc. 
6. Transport with frostbitten areas supported and elevated if feasible. 

IV 

P 

P 



 

 

 Specific Precautions 

A. HYPOTHERMIA: 
1. Shivering does not occur below 90ę Fahrenheit.  Below this the patient may 

not even feel cold, and occasionally will even undress and appear 
vasodilated. 

2. The heart is most likely to fibrillate below 85-88ę Fahrenheit.  Defibrillation 
should be attempted with no more than 3 shocks. Prolonged CPR may be 
necessary until the temperature is above this level. 

3. ALS drugs should be used sparingly, since peripheral vasoconstriction may 
prevent entry into central circulation until temperature is restored.  At that 
time, a large bolus of unwanted drugs may be infused into the heart. 

4. Bradycardias are normal and should not be treated. 
5. If patient has organized monitor rhythm, CPR is currently felt to be 

unnecessary.  In general, even very slow rates are probably sufficient for 
metabolic demands.  CPR is indicated for asystole and ventricular fibrillation. 

6. Patients who appear dead after prolonged exposure to cold air or water 
should not be pronounced "dead" until they have been rewarmed.  Full 
recovery from hypothermia with undetectable vital signs, severe bradycardia, 
and even periods of cardiac arrest has been reported. 

7. Rewarming should be accomplished with careful monitoring in a hospital 
setting, whenever possible. 

8. Consider other reasons for altered mental status. 
B. FROSTBITE: 

1. Thawing is extremely painful and should be done under controlled conditions, 
preferably in the hospital.  Careful monitoring, pain medication, prolonged 
rewarming, and sterile handling are required. 

2. It is clear that rewarming followed by refreezing is far more injurious to 
tissues than delay in rewarming or walking on a frozen extremity to reach 
help.  Do not rewarm prematurely.  Indications for field rewarming are almost 
nonexistent. 

3. Warming with heaters or stoves, rubbing with snow, drinking alcohol and 
other methods of stimulating the circulation are dangerous and should not be 
used. 
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 4054 
 HYPERTHERMIA 

 Specific Information Needed 

A. Patient age, activity level 
B. Medications:  depressants, tranquilizers, alcohol, etc. 
C. Associated symptoms:  cramps, headache, orthostatic symptoms, nausea, 

weakness 

 Specific Objective Findings 

A. Vital signs:  temperature; usually 104 degrees Fahrenheit or greater (if 
thermometer available) 

B. Mental status:  confusion, coma, seizures, psychosis 
C. Skin flushed and warm to hot:  with or without sweating 
D. Air temperature and humidity; patient dress 

 Treatment 

A. Use appropriate airway adjuncts as indicated. 
B. Remove clothing. 
C. Administer oxygen. 
D. Cool with water-soaked sheets. 

 
E. Establish venous access: 

1. TKO if vital signs stable 
2. IV fluid bolus of 20 ml/kg if signs of hypovolemia. 

 
F. Treat seizures with diazepam 1-10 mg slow IV push. 
G. If unable to obtain venous access after two attempts administer midazolam 1-5 

mg IM. 
H. Monitor cardiac rhythm. 

 

 Specific Precautions 

A. Heat stroke is a medical emergency.  It is distinguished by altered level of 
consciousness.  Sweating may still be present, especially in exercise-induced 
heat stroke.  The other persons at risk for heat stroke are the elderly and persons 
on medications which impair the body's ability to regulate heat. 

B. Differentiate heat stroke from heat exhaustion (hypovolemia of more gradual 
onset) and heat cramps (abdominal or leg cramps).  Be aware that heat 
exhaustion can progress to heat stroke. 

C. Do not let cooling in the field delay your transport.  Cool patient as possible 
while en route. 

D. Do not use ice water or cold water to cool patients, as these may induce 
vasoconstriction. 

P 

IV 
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 4055 
 BITES AND STINGS 

 Specific Information Needed 

A. Type of animal or insect. 
B. Time of exposure. 
C. Symptoms: 

1. Local: pain, stinging 
2. Generalized: dizziness, weakness, itching, trouble breathing, muscle cramps 

D. History of previous exposures, allergic reactions 

 Specific Objective Findings 

A. Identification of spider, bee, marine animal if possible 
B. Local signs:  erythema, swelling, heat in area of bite 
C. Systemic signs:  hives, wheezing, respiratory distress, abnormal vital signs 

 Treatment 

A. SNAKES:  See Snake Bites. 
B. SPIDERS: 

1. Ice for comfort 
2. Bring in spider, if captured and contained or if dead, for accurate 

identification, if possible. 
3. Transport for observation if systemic signs and symptoms present. 

C. BEES AND WASPS: 
1. Remove sting mechanism.  Do not squeeze venom sac if this remains on 

stinger, rather, scrape with straight edge. 
2. Observe patient for signs of systemic allergic reaction.  Treatment per the 

Allergy/Anaphylaxis protocol and transport rapidly if needed  
3. Transport all patients with systemic symptoms or history of systemic 

symptoms from prior bites. 

 Specific Precautions 

A. For all types of bites and stings, the goal of prehospital care is to prevent further 
inoculation and to treat allergic reactions. 

B. Allergy kits consist of injectable epinephrine and oral antihistamine, and are 
prescribed for persons with known systemic allergic reactions.  Prehospital BLS  
personnel must contact the resource hospital before assisting the patient with 
their own medication. 

C. About 60% of patients who have experienced a generalized reaction to a bite or 
sting in the past will have a similar or more severe reaction upon reinoculation.  
Thus, although it is not inevitable, this group of patients must be considered at 
high risk for anaphylaxis.  In addition, a small group of patients will have 
anaphylaxis as a "first" reaction. 

D. Time since envenomation is important.  Anaphylaxis rarely develops more than 
60 minutes after inoculation. 
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 4056 
 SNAKE BITES 

 Specific Information Needed 

A. Appearance of snake (e.g. rattle, color, banding) 
B. Time of bite 
C. Prior first-aid by patient or friends 
D. Symptoms:  local pain and swelling, peculiar or metallic taste sensations.  Severe 

envenomations may result in hypotension, coma, and bleeding. 

 Specific Objective Findings 

A. Bite wound:  location, configuration (1, 2, or 3 fang marks; entire jaw imprint, 
none) 

B. Snake identification: look for elliptical pupils, thermal pit and rattle  
C. Signs of envenomation:  spreading numbness and tingling from the site, local 

edema and pain, ecchymosis, bleeding, hypotension.  Mark time and extent of 
erythema and edema with pen. 

 Treatment 

A. Remove patient and rescuers from area of snake to avoid further injury. 
B. Remove rings or other bands which may become tight with local swelling. 
C. Immobilize bitten part at heart level. 
D. Minimize venom absorption by keeping bite area still and patient quiet. 
E. Transport promptly for definitive observation and treatment. 
F. Do not use ice or refrigerants. 
G. For all suspected envenomations establish venous access and administer 

oxygen. 
H. Monitor vital signs and swelling. 
I. Monitor cardiac rhythm 

 Specific Precautions 

A. The prairie rattlesnake is native to the Denver metro region.  If the snake is dead, 
bring it in for examination.  Do not jeopardize fellow rescuers by attempting to 
"round it up."  Be careful:  a dead snake may still reflexively bite and 
envenomate.  Do not pick up with hands, even if dead.  Use a shovel or stick. 

B. At least 25% of poisonous snake strikes do not result in envenomation.  
Conversely, the initial appearance of the bite may not reflect the severity of 
envenomation. 

C. Fang marks are characteristic of pit viper bites, such as from the rattlesnake, 
water moccasin, or copperhead, which are native to North America.  Jaw prints 
(without fangs) are more characteristic of nonvenomous species. 

D. Ice can cause serious tissue damage.  Never use! 
E. Exotic poisonous snakes, such as those found in zoos, have different signs and 

symptoms than those of pit vipers. 

P 
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 4060 
 SHOCK: MEDICAL 

 Specific Information Needed 

A. Onset: gradual or sudden; precipitating cause or event 
B. Associated symptoms: itching, peripheral or facial edema, thirst, weakness, 

respiratory distress, abdominal or chest pain, dizziness on standing 
C. History: allergies, medications, blood in vomitus or stools, significant medical 

diseases, history of recent trauma, last menstrual period, vaginal bleeding, fever 

 Specific Objective Findings 

A. Vital signs: pulse > 120 (occasionally < 50); Systolic BP < 90 mmHg 
B. Mental status: apathy, confusion, restlessness, combativeness 
C. Skin: flushed, pale, sweaty, cool or warm, hives, or other rash 
D. Signs of trauma 
E. Signs of cardiogenic shock: jugular venous distention in upright position, rales, 

peripheral edema 
F. In children <8 years old, 2 or more of the following signs:  tachycardic for age, 

diminished capillary refill, thready pulses, cool extremities, poor color, altered 
mental status, diminished respiratory effort 

 Treatment 

A. Administer oxygen. 
B. Cover patient to avoid excess heat loss.  Do not over bundle. 
C. Assess for cardiogenic cause: 

 
1. If pulse is > 150 treat tachyarrhythmia according to protocol. 
2. If pulse is < 60 treat bradyarrhythmia according to protocol. 

 
3. If distended neck veins, chest pain, or other evidence of cardiac cause: 

a. Position of comfort 
b. Be prepared to assist ventilations or initiate CPR. 
c. Evaluate for possible tension pneumothorax 

 
d. Establish venous access. 

 
e. Monitor cardiac rhythm. 

D. Consider dopamine. 
 

E. Transport rapidly for definitive diagnosis and treatment. 
F. If no evidence of cardiogenic cause, institute general treatment measures: 

1. Place patient supine, elevate legs 10-12 inches.  (If respiratory distress 
results, leave patient in position of comfort.) 

 
2. Establish venous access. 
3. Administer IV Fluid bolus of normal saline. 

 
G. Assess and treat for specific cause, such as anaphylaxis, if this can be 

determined. 

P 

IV 

IV 

P 



 

 

H. Monitor vital signsand level of consciousness during transport. 
I. Monitor cardiac rhythm enroute 

 Specific Precautions 

A. Shock in a cardiac patient may be caused by hypovolemia; however, contact 
should be made with base prior to administering fluid boluses. 

B. Mixed forms of shock are treated as hypovolemia, but the other factors 
contributing to the low perfusion should be considered.  Neurogenic shock is 
caused by relative hypovolemia as blood vessels lose tone, either from spinal 
cord trauma, drug overdose, or sepsis.  Cardiac depressant factors can also be 
involved.  Anaphylaxis is a mixed form of shock with hypovolemic, neurogenic, 
and cardiac depressant components.  Epinephrine is used in addition to fluid 
load. 

C. Cardiogenic shock from various causes is difficult to treat even in a hospital 
setting.  Rapid transport is recommended. 

 

SHOCK:  MEDICAL 

Mechanism/Causes Differential/Symptoms 

HYPOVOLEMIA 

Dehydration 
Vomiting, diarrhea 

suggestive illness 

Diabetes with hyperglycemia Diabetes; acute illness, increased urine or blood 
loss, thirst, fever 

Ectopic pregnancy female, 12-50 years, abdominal pain 

GI bleed bloody vomitus, black or red stool 

Ruptured abdominal aneurysm severe back/abdomen pain, age, history of high 
blood pressure 

Vaginal bleeding suggestive history, miscarriage, abortion or 
delivery 

Intra-abdominal bleeding minor trauma; abdominal, back, or shoulder pain 

CARDIOGENIC 

Arrhythmia palpitations 

Pericardial tamponade chest area cancer, blunt or penetrating trauma 

Tension pneumothorax respiratory distress, COPD, trauma 

Myocardial failure chest pain, history of congestive failure 

Pulmonary embolus sudden respiratory distress, chest pain, SOB 

MIXED 

Sepsis symptoms fever, elderly, urinary symptoms 

Drug overdose suggestive history 

Anaphylaxis SOB, itching, mouth swelling, dizziness, exposure 
to allergen 

P 

P 
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 4070 
 PSYCHIATRIC/BEHAVIORAL 

 Specific Information Needed 

A. Obtain history of current event, inquire about recent crisis, toxic exposure, drugs, 
alcohol, emotional trauma, suicidal or homicidal ideation 

B. Obtain past history; inquire about previous psychiatric and medical problems, 
medications. 

 Specific Objective Findings 

A. Evaluate vital signs. 
B. Note medic alert tags, odor to breath. 
C. Determine ability to relate to reality. 
D. Note hallucinations and behavior. 

 Treatment 

A. Attempt to establish rapport. 
B. Assure airway. 
C. Restrain if necessary. 
D. Monitor vital signs. 
E. If altered mental status or unstable vital signs: 

1. Administer oxygen. 
 

2. Establish venous access. 
3. Draw appropriate blood tubes. 
4. Administer dextrose 25 gm (50 ml of a 50% solution), IV bolus if blood 

glucose <60 and if clinically indicated. 
5. Administer naloxone  up to 2 mg IV or IN (may also be administered IM or IO) 

in patients with decreased respiratory effort and observe patient for improved 
ventilations. (EMT-IV can only give naloxone IV or IN) 
a. If EMT-IV, contact base (destination facility) for consideration of 

administration of Naloxone as described above 
 

6. If venous access is unsuccessful and unable to administer dextrose, 
administer glucagon 1 mg, IM. 

7. Consider diazepam 1-10 mg slow IV bolus for agitation or stimulant use.  
BASE CONTACT REQUIRED  

 Specific Precautions 

A. Psychiatric patients often have an organic basis for mental disturbances.  
Beware of hypoglycemia, hypoxia, head injury, intoxication, or toxic ingestion. 

B. If emergency treatment is unnecessary, do as little as possible except to 
reassure while transporting.  Try not to violate the patient's personal space. 

C. If the situation appears threatening, consider a show of force involving police 
before attempting to restrain. 

D. Beware of weapons.  These patients can become very violent. 
E. The paramedic may initiate a Mental Health Hold only with the permission and 

online contact with the BASE PHYSICIAN. 

IV 

P 
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 4080 
 OBSTETRICS/GYNECOLICAL EMERGENCIES 

 Specific Information Needed 

A. Symptoms:  pain, cramping, passage of clots or tissue, dizziness, weakness; if 
pregnant, inquire about swelling of face and extremities, urge to push, 
contractions (regularity and timing), ruptured membranes, fever 

B. Obtain menstrual history:  last normal menstrual period, duration of period, 
amount of flow, birth control method 

C. If pregnant, inquire about due date, prior problems with pregnancy. 
D. Past and present history of hypertension (preeclampsia/eclampsia) 
E. Past history:  bleeding problems, pregnancies, medications, allergies 

 Specific Objective Findings 

A. Vital signs and orthostatic changes 
B. Evidence of blood loss, clots or tissue fragments; bring tissue to the ED 
C. Signs of hypovolemic shock, altered mental status, hypotension, tachycardia, 

sweating, pallor 
D. Fever 
E. If pregnant, observe for contractions and relaxation of uterus.  Where privacy is 

possible, examine perineum by observation only for: 
1. Vaginal bleeding or fluid (note color) 
2. Crowning (check during contraction) 
3. Abnormal presentation (i.e. foot, arm, face, or cord) 

 Treatment 

A. If patient is bleeding vaginally (moderate to heavy): 
1. Administer oxygen. 
2. If hypotensive and pregnant, position onto left side. 

 
3. Establish venous access. 
4. If hypotensive, give IV fluid bolus of normal saline, further fluids as directed 

and consider a second line. 
 

B. If patient is delivering: 
1. Use clean or sterile technique. 
2. Administer oxygen. 
3. Guide and control but do not retard or hurry the delivery. 
4. Suction the mouth (not throat) then nose with a bulb syringe. 
5. Protect the infant from fall and temperature loss; wipe off amniotic fluid and 

wrap in a clean or sterile blanket, check vital signs, provide CPR as indicated. 
6. Clamp the umbilical cord in two places approximately 8-10" from the infant. 
7. Cut the cord between the clamps. 
 
8. Establish venous access in mother and monitor vital signs. 

 
9. Do not wait for or attempt delivery of placenta before transporting. If placenta 

delivers spontaneously bring it to the hospital. 
 

IV 

IV 



 

 

 
C. If patient is bleeding in the postpartum period (within 24 hours of delivery): 

1. Massage uterus and have mother nurse infant to aid in uterine contractions. 
2. Administer oxygen. 

 
3. Establish venous access. 

 Specific Precautions 

A. If patient is in late pregnancy and there is crowning or other indication of 
imminent delivery, deliver or transport.  Be prepared to stop ambulance for 
delivery while enroute. 

B. Amount of vaginal bleeding is difficult to estimate.  Try to get an estimate of 
number of saturated pads in previous 6 hours. 

C. Transport immediately any pregnant patient with an abnormal presenting part or 
vaginal bleeding. 

D. A patient in shock from vaginal bleeding should be treated like any other patient 
with hypovolemic shock. 

E. If patient is pregnant, bring in any tissue that was passed.  Laboratory analysis 
may be important in determining status of pregnancy. 

F. Always consider pregnancy as a cause of vaginal bleeding.  The history may 
contain inaccuracies, denial, or wishful thinking. 

G. If the patient is pregnant, ask if she feels as though she is delivering.  Particularly 
with prior deliveries, most mothers will know. 

H. The primary enemy of newborns is hypothermia, which can occur within minutes 
due to increased evaporative heat loss resulting from the infant's large body 
surface area and the presence of amniotic fluid. 

I. Record an APGAR score with vital signs, at one and five minutes. 
 

J. Consider early tracheal suctioning after delivery of the infant with evidence of 
meconium. 

 
APGAR Score 
 

 
Sign 

 
0 

 
1 

 
2 
 

Muscle tone (Activity) Limp Some flexion Active, good flexion 

Pulse Absent <100/min =100/min 

Reflex irritability* 
(Grimace) 

No response Some grimace or 
avoidance 

Cough, cry or sneeze 

Color (Appearance) Blue, pale Pink body, blue 
hands/feet 

Pink 

Respirations Absent Slow, irregular, 
ineffective 

Crying, rhythmic, effective 

 
*Nasal or oral suction catheter stimulus 

IV 

P 
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 5000 
 MULTIPLE TRAUMA OVERVIEW 

 Specific Information Needed 

A. Mechanism of injury: 
1. Cause, precipitating factors, weapons used 
2. Trajectories and forces involved 
3. For vehicular trauma: 

a. Specific description of mechanism such as auto vs. pole, rollover, 
broadside, high speed 

b. Condition of vehicle including windshield, steering wheel, compartment 
intrusion, condition of dashboard/firewall/pedals, type and use of 
seatbelts, supplemental restraint system (e.g. airbag) deployment 

4. Helmet use; motorcycle, bicycle, skiing, snowboarding, skateboarding, 
rollerblading 

B. Patient complaints. 
C. Initial position and level of consciousness of patient.  
D. Patient movement, treatment since injury 
E. Other factors such as drugs, alcohol, medications, diseases, pregnancy 

 Specific Objective Findings 

A. Scene evaluation: 
1. Note potential hazard to rescuers and patient. 
2. Identify number of patients; organize triage operations if appropriate 
3. Observe position of patient, surroundings, probable mechanism, and vehicle 

condition. 
B. Patient evaluation: see treatment below 

 Treatment 

A. Initial assessment in multiple trauma is performed at the same time as treatment. 
B. Airway with spinal precautions and immobilization 
C. Breathing 
D. Circulation, with control of major bleeding 
E. Transport decision 

1. If patient unstable, transport immediately.  Treat enroute. 
2. If patient stable, assess for potentially life-threatening injuries and treat 

accordingly. 
F. Monitor vital signs and neurologic status enroute. 
G. Monitor cardiac rhythm enroute 
 
H. CONTACT BASE (destination facility). 

 Specific Precautions 

A. Assessment and management of trauma in the field has changed considerably in 
the past 5 years. There are patients who cannot tolerate a full assessment before 
life saving intervention is needed.  Likewise, splinting, bandaging, and, often, the 
focused history and physical examination are procedures that may need to be 
bypassed in the critical patient. Time and the treatment available in a trauma 
center are critical elements in resuscitation. Therefore, with severely injured 

P 



 

 

patients, it is most appropriate to rapidly transport (ñload and goò) the patient 
rather than using extended stabilization or the old "grab and run," with no trauma 
stabilization or care rendered. 

B. Critical injuries involve: 
1. Difficulty with respiration. 
2. Difficulty with circulation (hypoperfusion a.k.a. shock). 
3. Decreased level of consciousness. 
4. Any trauma patient with one or more of these above conditions is a "load and 

go," with treatment occurring enroute. 
C. Even in the noncritical patient with significant injury, "stabilization in the field" 

does not occur.  With major injuries, the very most you can do is to buy time.  If 
the initial bolus of fluids results in improved vitals, do not become complacent.  
This patient frequently needs blood and an operating room to truly "stabilize" the 
traumatic process.  Rapid transport is still the highest priority. 

D. Serial vital signs and observations of respiratory, circulatory and neurologic 
status prior to arrival are critical. 

E. The trauma patient is the greatest risk to the rescuer for exposure to "bodily 
fluids."  Use all appropriate body substance isolation precautions. 
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 5010 
 TRAUMA ARREST 

 Specific Information Needed 

A. Time of arrest 
B. Mechanism: blunt vs. penetrating 
C. Signs of irreversible death (decapitation, dependent lividity, etc.) 

 Specific Objective Findings 

A. Vital signs 
B. Evidence of massive external blood loss 
C. Evidence of massive blunt head, thorax or abdominal trauma 

 Treatment 

A. Blunt trauma arrest: 
1. Initiate basic life support 
2. Use appropriate airway adjuncts as indicated. Administer oxygen. 
3. If no vital signs or other signs of life present after above treatments, consider 

field pronouncement. 
4. If pulse returns with above treatment, treat per protocol and transport rapidly 

to a Level I or II trauma center. 
5. CONTACT BASE (destination facility). 

B. Penetrating trauma arrest: 
6. Initiate basic life support 
1. Use appropriate airway adjuncts as indicated. Administer oxygen 
2. Begin rapid transport. 
3. CONTACT BASE (destination facility)to report patient status. 

 
4. Establish venous access, administer IV fluid bolus of normal saline. 

 
5. If cardiac activity returns with above treatment, treat arrhythmias per 

protocols. 
6. Consider field pronouncement (See Resuscitation and Field Pronouncement) 

Guidelines for the following: 
a. Signs of irreversible death 
b. ALS has been unavailable for at least 20 minutes from the time EMS 

personnel initiate on-scene assessment and there is no return of vital 
signs or signs of life 

 Specific Precautions 

A. Victims of blunt trauma arrest without vital signs at the scene after initiation of 
ALS have a mortality rate of 100%. 

B. Trauma arrests secondary to penetrating truncal injuries can be resuscitated and 
saved.  There is a higher rate of survival in victims of low velocity penetrating 
injuries versus victims of high velocity injuries. 

IV 
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 5020 
 AMPUTATIONS 

 Specific Information Needed 

History:  time and mechanism of amputation; care for severed part prior to rescuer 
arrival 
Past history:  medications, bleeding disorders, medical problems 

 Specific Objective Findings 

A. Vital signs 
B. Other injuries 
C. Blood loss at scene 
D. Structural attachments in partial amputations if identifiable 

 Treatment 

A. Manage airway and breathing 
B. Resuscitate and treat other more urgent injuries. 
C. Control hemorrhage with direct pressure, elevation.  
D. If hypotension or signs of shock: 
 

1. Establish venous access. 
2. Fluid bolus: normal saline 
3. CONTACT BASE (destination facility). 

 
E. Patient:  gently cover stump with sterile dressing.  Saturate with sterile saline.  

Cover with dry dressing.  Elevate. 
F. Severed part:  wrap in sterile gauze, preserving all amputated material.  Moisten 

with sterile saline.  Place in watertight container (specimen cup, plastic bag, etc).  
Place container in cooler with ice (do not freeze). 

G. CONTACT BASE (destination facility) for optimal transport destination. 

 Specific Precautions 

A. Partial amputations should be dressed and splinted in alignment with extremity to 
ensure optimum blood flow.  Avoid torsion in handling and splinting. 

B. Do not use dry ice to preserve severed part. 
C. Control all bleeding by direct pressure only to preserve tissues.  The most 

profuse bleeding may occur in partial amputations, where cut vessel ends cannot 
retract to stop bleeding.  Avoid tourniquet if at all possible. Never clamp bleeding 
vessels. 

D. Many factors enter into the decision to attempt replantation (age, location, 
condition of tissues, other options).  A decision regarding treatment cannot be 
made until the patient and part have been examined by a physician and may not 
be made at the primary care hospital.  Try to help the family and patient 
understand this, and don't falsely elevate hopes. 

IV 
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 5030 
 HEAD TRAUMA 

 Specific Information Needed 

A. History: mechanism of injury, estimate of force involved; helmet use. 
B. History since injury: loss of consciousness (duration), change in level of 

consciousness, memory loss for events before and after trauma, movement 
(spontaneous or moved by bystanders), seizure activity 

C. Past history: medications (esp. insulin), medical problems, seizure history, 
alcohol or drug use 

 Specific Objective Findings 

A. Vital signs (note respiratory pattern and rate) 
B. Neurologic assessment: Glasgow Coma Score 
C. External evidence of trauma:  contusions, abrasions, lacerations, drainage from 

nose, ears 

 Treatment 

A. Assess airway and breathing; treat life threatening conditions.  Use assistant to 
provide in-line cervical immobilization when indicated, while managing respiratory 
difficulty.  

B. Administer oxygen. 
C. Control hemorrhage.  Stop scalp bleeding with direct pressure.  Continued 

pressure may be needed. 
D. TRANSPORT RAPIDLY if patient has multiple injuries, or unstable neurologic, 

respiratory or circulatory status. 
E. Obtain initial vital signs, neurologic assessment. 
F. If unconscious: 

1. Assist ventilations. 
2. Consider airway adjuncts 
3. Ventilate at 10 breaths per minute for adults (15 breaths for children, 20 

breaths for infants). 
4. If signs of cerebral herniation are present, hyperventilate at 20 bpm for adults 

(30 bpm for children, 35 bpm for infants). 
5. CONTACT BASE (destination facility). 

G. Immobilize cervical, thoracic and lumbosacral spine when indicated. 
H. If signs of hypovolemic shock are present, initiate treatment en route: 

 
1. Establish venous access. 
2. Fluid bolus of normal saline. 

 
3. Look carefully for possible sources of bleeding (abdomen, pelvis, chest). 
4. CONTACT BASE (destination facility). 

I. If patient stable: 
 

1. Establish venous access. 
 

2. Complete detailed assessment. 
3. Splint fractures and dress wounds if time permits. 
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J. Monitor and record airway, vital signs, and level of consciousness repeatedly at 
scene and during transport.  Status changes are important. 

 Specific Precautions 

A. When head injury patients deteriorate, check first for airway, oxygenation and 
blood pressure.  These are the most common causes of "neurologic" 
deterioration.  If the patient has tachycardia or hypotension, evaluate for 
hypovolemia from associated injuries. 

B. Secondary brain injury and adverse outcomes can occur in brain-injured patients 
who exhibit hypotension and/or hypoxia.  Early aggressive treatment of 
hypotension and administration of high flow oxygen may prevent further injury.     

C. The most important information you provide for the base physician is level of 
consciousness and its changes. Is the patient stable, deteriorating or improving? 

D. Restlessness can be a sign of hypoxia.  Cerebral anoxia is the most frequent 
cause of death in head injury. 

E. Hypoventilation aggravates cerebral edema. 
F. Scalp lacerations can cause profuse bleeding, and are difficult to define and 

control in the field.  If direct local pressure is insufficient to control the bleeding, 
evacuate any large clots from flaps and large lacerations with sterile gauze, and 
use direct hand pressure to provide hemostasis.  If the underlying skull is 
unstable, pressure should be applied to the periphery of the laceration over intact 
bone. 

G. Routine prophylactic hyperventilation should be avoided. It has been shown to be 
detrimental to cerebral blood flow and patient outcome. Hyperventilation in the 
field for head trauma is indicated only when signs of cerebral herniation such as 
extensor posturing or pupillary abnormalities (asymmetric or bilaterally fixed and 
dilated pupils) are present after correcting hypotension and/or hypoxemia. 
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 FACE AND NECK TRAUMA 

 Specific Information Needed 

A. Mechanism of injury: impact to steering wheel, windshield, or other objects; 
clothesline type injury to face or neck; blunt object to head, face, or neck 

B. Management before arrival by bystanders, first responders 
C. Patient complaints: areas of pain; trouble with vision, hearing; neck pain; dental 

occlusion, tooth loss; short of breath 
D. Past medical history: medications, medical illnesses 

 Specific Objective Findings 

A. Vital signs 
B. Airway: jaw or tongue instability, loose teeth, vomitus or blood in airway, other 

evidence of impairment or obstruction 
C. Neck: tenderness, crepitation, hoarseness, bruising, swelling, stridor 
D. Blood or drainage from ears, nose 
E. Level of consciousness, evidence of head trauma 
F. Injury to eye: lid laceration, blood anterior to pupil, abnormal pupil, abnormal 

globe position 

 Treatment 

A. Control airway with cervical spine immobilization if indicated: 
1. Open airway using jaw thrust, keeping neck in alignment with in-line cervical 

immobilization. 
2. Use finger sweep to remove oral foreign bodies. 
3. Suction blood and other debris. 
4. Stabilize tongue and mandible with chin lift.  Manual traction of the tongue 

may be necessary to keep posterior pharynx open as needed. 
5. Note evidence of laryngeal injury and transport immediately if signs present. 
6. If bleeding is severe, attempt to manage with suctioning, oral airway, and 

bag-valve-mask. 
7. Support breathing as needed. 
8. Use appropriate airway adjuncts as indicated. 

 
9.  If intubation cannot be performed due to severe facial injury, attempt to 

manage with suctioning and bag-valve-mask. 
10. If necessary, consider percutaneous cricothyrotomy 

 
B. Administer oxygen. 
C. Control hemorrhage, check pulse and circulation. 

 
D. Establish venous access: 

1. TKO if stable 
2. With signs of hypovolemia: 

a. Fluid bolus of normal saline; CONTACT BASE (destination facility). 
 

E. Cover injured eyes with protective shield or cup; avoid pressure or direct contact 
to eye. 

P 
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F. Do not attempt to stop free drainage from ears, nose.  Cover lightly with dressing 
to avoid contamination. 

G. Bring avulsed teeth with you.  Keep moist in saline soaked gauze. 
H. Monitor airway closely during transport for development of obstruction or 

respiratory distress.  Suction and treat as needed. 

 Specific Precautions 

A. Fracture of the larynx should be suspected in patients with respiratory distress, 
abnormal voice, and history of direct blow to neck from steering wheel, rope, 
fence wire, etc.  Both intubation and percutaneous cricothyrotomy may be 
unsuccessful in the patient with a fractured larynx, and attempts may result in 
increased injury.  Transport rapidly for definitive treatment if you suspect this 
potentially lethal injury.  Do not attempt intubation or percutaneous 
cricothyrotomy unless the patient is in severe respiratory distress. Bag-valve-
mask ventilation is preferred. 

B. Airway obstruction is the primary cause of death in persons sustaining head and 
face trauma.  Meticulous attention to suctioning and basic airway maneuvers 
may be the most important treatment rendered. 

C. Remember that the apex of the lung extends into the lower neck and may be 
injured in penetrating injuries of the lower neck, resulting in pneumothorax or 
hemothorax. 

D. Do not be concerned with contact lens removal in the field. 
E. When midface fractures are suspected, nasotracheal intubation is 

contraindicated. 
F. No nasotracheal intubation under age 12. 












































































































































































































































































































































































