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24.1.1 - STANDARD OF CARE 

GENERAL CONSIDERATIONS 
 
All patients are to be treated with respect. 
 
An individual becomes a patient when presenting with a chief complaint, evidence of a medical condition or 
injury, or upon discovery of vital signs outside the normal values. 
 
Consultation with an OLMCP (online medical control physician) prior to initiation of non-life threatening 
therapeutic modalities outside the context of these protocols remains the standard. The sole exception is life-
saving care, defined as any or all measures which have the purpose of immediate preservation of life and/or the 
establishment of means by which life might be preserved. The medical control physician shall be defined as the 
emergency department attending physician at UF Health Shands Hospital. 
 
Patient care is unpredictable by nature, and patients may require care derived from multiple protocols, or in the 
absence of these, online medical control. The following protocols are written with this reality in mind. Deviations 
from protocol will be tolerated only when intended to further patient care. Such deviations must in no way 
detract from the high level of patient care expected from !ƭŀŎƘǳŀ /ƻǳƴǘȅΩǎ pre-hospital care providers. 
 
All patients transported will be secured to the stretcher with three (3) straps, one of which must be the 
torso/waist restraint. 
 
¢ƘŜ /!.Ωǎ όCirculation, Airway, Breathing) will always take priority in patient management. Maneuvers required 
to establish adequate tissue perfusion, secure the airway, and ensure adequate gas exchange should always 
supersede specific protocol statements. 
 
¢ƘŜ ǇŀǘƛŜƴǘΩǎ ŎƻƴŘƛǘƛƻƴ ǿƛƭƭ ƳŀƴŘŀǘŜ Ƙƻǿ ƻŦǘŜƴ Ǿƛǘŀƭ ǎƛƎƴǎ are obtained: 

¶ For a CRITICAL patient, every 5 minutes 

¶ For a NON-CRITICAL patient, every 10 minutes 

¶ If transport is greater than one hour, every 15 minutes 
 
Two sets of vital signs shall be obtained on all transported patients. Temperatures are required on the following: 
abdominal pain, altered mental status, apparent life threatening event, heat illness, hypertension, hypothermia, 
overdose and poison ingestion, sepsis, STEMI, and stroke. 
 
Orders communicated directly from OLMCP to the paramedics caring for the patient may supersede established 
protocols, and should be reflected in the run report with the ŘƻŎǘƻǊΩǎ name included.  
 
The Company Officer of each unit is responsible for the completion of a patient care report on every patient 
contact, regardless of treatment administered. Paramedics will complete ALS reports and EMTs may complete 
BLS reports at the discretion of the Company Officer, who is responsible for the report and its content.  
 
Complications, problems, or requests for additional orders during treatment will be directed to the OLMCP. 
Additional questions or problems should be directed to the Medical Director after the incident 
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24.1.2 - RADIO REPORT 

GENERAL CONSIDERATIONS 
 
Include the following information when calling in radio report to the appropriate facility and/or online medical 
control physician: 
 

¶ Unit ID number 

¶ tŀǘƛŜƴǘΩǎ ŀƎŜ ŀƴŘ ƎŜƴŘŜǊ 

¶ tŀǘƛŜƴǘΩǎ ŎƘƛŜŦ ŎƻƳǇƭŀƛƴǘ and time of onset 

¶ Brief history relevant to the chief complaint / illness, medications used, allergies 

¶ Vital signs (as appropriate for circumstances) 

¶ Mechanism of injury for trauma patients 

¶ General appearance, including GCS 

¶ Pertinent physical findings 

¶ Treatment rendered and response to treatment 

¶ Request for orders needed and confirmation of any orders given 

¶ Estimated time of arrival (ETA) 
 
Information about the arriving patient is to be relayed to the receiving facility in a timely manner. 
 
If the transporting paramedic is occupied treating the patient, an abbreviated report may be given by the 
paramedic or driver to the facility and/or CCC (Combined Communications Center) to relay to the facility. 
 
Include at least the following: 

¶ Estimated time of arrival, ETA 

¶ Chief complaint 

¶ Age and gender of patient 
  
No contact made with receiving facility via radio:  

¶ If the receiving facility cannot be reached, relay a brief report to the CCC to relay to the receiving facility 
  
Online medical control physician calls: 

¶ For online medical control or to request orders: contact CCC, ask them to connect you with online 
medical control. This can be done by calling 352-955-1818 or contacting CCC by radio.  

o If calling by phone, request the conversation to be on a recorded line 
o Document in your report the name of the physician, time, and orders given 

¶ Start your request with the reason for calling, followed by a full report as detailed above 
o Example: ά¢Ƙƛǎ ƛǎ wŜǎŎǳŜ мл ŎŀƭƭƛƴƎ ǘƻ ǊŜǉǳŜǎǘ ŀŘŘƛǘƛƻƴŀƭ CŜƴǘŀƴȅƭ ƻǊŘŜǊǎΦ ¢ƘŜ ǇŀǘƛŜƴǘ ƛǎ ŀ 60 year 

old male with concerns of a right hip deformity after a fall. He has received 100 mcg of Fentanyl 
ōǳǘ ǊŜǇƻǊǘǎ ǘƘŀǘ Ƙƛǎ Ǉŀƛƴ ƛǎ млκмлΦ Iƛǎ Ǿƛǘŀƭ ǎƛƎƴǎ ŀǊŜΦΦΦέ 
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24.1.3 - INITIATION OF CPR /  TERMINATION OF RESUSCITATION 

INFORMATION 
 
CPR will be initiated for adults, children, or infants when a patient is found to be:  

¶ Unresponsive 

¶ Pulseless 

¶ Apneic (except agonal respirations) 
AND  

¶ Does NOT meet the requirements for Determination of Death (See 24.1.4 - Determination of Death) 

¶ Does NOT have in his or her possession / at the bedside a completed, legal, yellow State of Florida Do 
Not Resuscitate Order (DNR) (HRS Form 1896) 

  
CPR may be terminated when:  

¶ A patient has in his or her possession (or at the bedside) a completed, legal, yellow State of Florida Do 
Not Resuscitate Order (DNR) (HRS Form 1896) 

o If there is any doubt to the validity of the DNR form, initiate or continue CPR and contact OLMCP 

¶ Spontaneous circulation has been restored (return of spontaneous circulation, ROSC) and effective 
spontaneous or assisted ventilations are achieved, per current AHA guidelines 

¶ Resuscitation efforts have been transferred to person(s) of no less skill than the initial providers 

¶ Rescuers are exhausted and physically unable to continue resuscitation  

¶ Patient meets requirements for Determination of Death protocol (See 24.1.4 - Determination of Death) 

¶ The online medical control physician (OLMCP) advises termination of resuscitation 
 
Additionally, the paramedic may terminate resuscitative efforts for cardiac arrest τ without contacting 
OLMCP τ if ALL of the following criteria exist:  

¶ The patient is 18 years or older 

¶ EMS has provided > 20 minutes of CPR 

¶ Initial rhythm is Asystole or PEA, confirmed in two leads on a printed rhythm strip 

¶ Rhythm remains in Asystole or PEA throughout resuscitative efforts (no VFib or VTach) 

¶ No return of spontaneous circulation (ROSC) 

¶ No defibrillation is performed 

¶ Arrest was not witnessed by EMS 

¶ Secure airway is confirmed by digital waveform capnography (ETT, I-Gel, or King LT) 

¶ Quantitative end-tidal CO2 (ETCO2) value is < 10 mmHg despite effective CPR 
 
For all other cardiac arrests, the OLMCP must provide authorization prior to termination of resuscitation. 
 
Do not terminate resuscitation efforts if transport has been initiated. 
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SPECIAL CONSIDERATIONS 
 
Key determinants of survival: 

¶ High-quality chest compressions with minimal interruptions 

¶ Earliest possible defibrillation of VF or VT 

¶ Reduce time between CPR pause, defibrillation, and CPR start 
o When possible, continue CPR while charging defibrillator 

¶ Avoid hyperventilation (only 8 to 10 breaths / min) 

¶ LŘŜƴǘƛŦȅ ŀƴŘ ǘǊŜŀǘ ǊŜǾŜǊǎƛōƭŜ ŎŀǳǎŜǎ όIΩǎ ŀƴŘ ¢Ωǎύ 
 
When to consider a request for termination of resuscitation: 

¶ Use the team lŜŀŘŜǊΩǎ ōŜǎǘ ŎƭƛƴƛŎŀƭ judgment, in consultation with other team members 

¶ Always maintain initial resuscitation efforts until adequate information is available 

¶ Based on outcomes research, our general approach is to consider termination of CPR after 20 minutes of 
EMS resuscitation if there is no ROSC or viable cardiac rhythm, and no reversible factors are present 

 
Critical information for the OLMCP and your report: 

¶ Witnessed arrest? 

¶ Was bystander CPR performed? 

¶ Initial rhythm? (VF, VT, PEA, asystole) 

¶ Subsequent rhythms? 

¶ Number of shocks? 

¶ Intubated? 

¶ !ƴȅ ƻǘƘŜǊ ƳŜŀǎǳǊŜǎΚ ό!/[{ ƳŜŘǎΣ IΩǎ ϧ ¢Ωǎ ŎƻƴǎƛŘŜǊŜŘ ŀƴŘ ŀŘŘǊŜǎǎŜŘύ  

¶ Time since arrest? 

¶ Time to first defibrillation? 

¶ Total CPR time? 

¶ Time to ROSC? 
 
Important principles in cardiac arrest: 

¶ Initiate CPR immediately to ensure the best possible prognosis 

¶ Waveform capnography (ETCO2) is required on every patient with an ETT, I-Gel, or King LT in place 

¶ When asystole is seen on the cardiac monitor, verification of the rhythm shall include a printed rhythm 
strip as well as interpretation of the rhythm in more than one lead  

o Low amplitude VF or PEA may be difficult to distinguish from asystole when using only the 
cardiac monitor display for interpretation 

¶ Patients in a hypothermic environment may respond to resuscitation measures for a longer period of 
time. Hypothermic patients should be resuscitated until normal body temperature is achieved. 

¶ Advanced age is not an independent predictor of survival 
 
Note: The Paramedic may continue resuscitation efforts even if Termination of Resuscitation criteria are met if 
scŜƴŜ ǎŀŦŜǘȅΣ ƭƻŎŀǘƛƻƴΣ ǇŀǘƛŜƴǘΩǎ ŀƎŜΣ ǘƛƳŜ ƻŦ ŀǊǊŜǎǘΣ ƻǊ ōȅǎǘŀƴŘŜǊ ƛƴǇǳǘ ŎƻƳǇŜƭǎ ǘƘƛǎ ŘŜŎƛǎƛƻƴ.  
 
In the case of extenuating circumstances, contact Medical Control for direction. 
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24.1.4 - DETERMINATION OF DEATH 

ALS 
 
The EMS team does not pronounce death; rather, it is determined to exist.  
 
If CPR has been initiated but ALL of the components below have been confirmed, CPR may be discontinued. 
Contact Medical Control as needed.  
 
Death is DETERMINED to be present if ALL of the following exist:  

¶ Non-responsive τ Does not respond to any external stimulus; pupils are non-reactive 

¶ Pulseless τ No palpable arterial pulses; evaluate for 30 seconds 

¶ Apneic τ Absence of respirations confirmed by looking, listening, and feeling for 30 seconds 

¶ Absence of electrical activity on the cardiac monitor in two leads or more τ confirmed by printing a 
rhythm strip and looking for at least 30 seconds 

AND 
ONE of the following must be present to determine that death has occurred:  

¶ Dependent lividity τ diffuse purple-red discoloration of gravity-dependent areas, occurring hours after 
death, from blood pooling in areas of the body lower than the heart 

¶ Rigor mortis τ rigid stiffening of the muscles  

¶ Decapitation τ separation of the head from the body 

¶ Incineration τ to burn or reduce to ashes 

¶ Decomposition of body tissue  
 

When in doubt, resuscitate and transport. 
 
These criteria do not apply in a mass-casualty incident (MCI). 
 
If death has been determined to exist:  

¶ Contact CCC and request that LEA (appropriate Law Enforcement Agency) be contacted and requested  

¶ The body will not be left unattended until LEA is present 

¶ Treat the area as a crime scene. Nothing in and around the immediate area should be disturbed. 

  

SPECIAL CONSIDERATIONS 
 
ω Patients in a hypothermic environment may respond to resuscitation measures for a longer period of time. 

Hypothermic patients should be resuscitated until normal body temperature is achieved.  
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24.1.5 - SUSPECTED CHILD /  ELDER ABUSE 

INFORMATION 
 

¶ Assess the scene closely, make mental notes, and document thoroughly 

¶ Upon arrival at the Emergency Department (ED), a verbal report summarizing your findings should be 
given to the responsible medical personnel. Complete any appropriate paperwork in compliance with 
organizational and administrative procedures.  

¶ Do NOT delay transport to obtain information 

¶ Do NOT make accusatory, confrontational, angry, or threatening statements to any parties present  
 
Reporting information to the Abuse Hotline: 

¶ Rescue Lieutenant or Paramedic should report information to the Department of Children and Families 
(DCF) directly, as well as to the hospital staff 

¶ If we can report exactly what we saw at the home, DCF and the hospital can be more accurate in their 
reports and serve the patient better 

¶ For any non-transported patient, if you have concerns about the possible abuse, it will need to be 
reported to the appropriate local or state agency (Department of Children and Families or LEA) 

o District Chief or supervisor should also be notified 
 
Florida Department of Children and Families (DCF) Abuse Hotline: 1-800-962-2873 
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24.1.6 - DETERMINATION OF HOSPITAL DESTINATION 

INFORMATION 
 
Patients may choose their destination hospital (when operationally feasible), unless the patient is unstable, 
meets alert criteria, or is unable to make a destination judgment:  
 

¶ Transport all Trauma Alerts τ pediatric and adult τ to the South Tower ED at UF Health Shands 
Hospital (See 24.5.1 ς Trauma protocol for criteria) 

¶ Transport all Alerts (STEMI, Stroke, Sepsis) to the nearest designated receiving facility for that alert 

¶ Patients whose condition is judged to be unstable (high acuity or critical) shall be transported to the 
closest appropriate hospital-based emergency department 

¶ If the patient is unable to make a destination judgment, transport to the ED selected by a responsible 
party acting on their behalf (e.g. parent or guardian), or the closest appropriate facility 

 
Free Standing Emergency Department (FSED) policy:  
Patients exhibiting or complaining of any of the following will be excluded and not considered eligible for 
transport to a free-standing emergency department (FSED): 

¶ Alerts (Stroke, STEMI, Sepsis, Trauma)  

¶ Cardiac arrest 

¶ Chest pain  

¶ Shortness of breath / hypoxia 

¶ Abdominal pain 

¶ Abnormal vital signs 

¶ Altered mental status or GCS < 15 

¶ Concern for pulseless / ischemic extremity 

¶ Violent patient 

¶ !ƴȅ ǇŀǘƛŜƴǘ ǇƻǘŜƴǘƛŀƭƭȅ ǊŜǉǳƛǊƛƴƎ ŀŘƳƛǎǎƛƻƴ ƛƴ ǘƘŜ ǇŀǊŀƳŜŘƛŎΩǎ ōŜǎǘ ƧǳŘƎƳŜƴǘ ό9ȄΥ ŜƭŘŜǊƭȅΣ ǿŜŀƪƴŜǎǎΣ 
dizziness, dialysis, etc.) 

 
Pregnant patients: 

¶ Pregnant and meeting Trauma Alert criteria, transport to the UF Health Shands South Tower ED 

¶ Pregnant and en route to UF Health Shands Hospital: 
o If < 20 weeks gestation, transport to South Tower (Adult ED) 
o If җ 20 weeks gestation, transport to North Tower (Pediatric ED): 

Á Ask CCC to notify UF Health L&D and Pediatric ED charge nurse of OB patient arrival 
Á Security will be available at the Pediatric ED to escort EMS to the patient transport 

elevators and to the 3rd floor L&D 
Á L&D charge nurse will meet with EMS, advise appropriate room number, and assume 

transfer of care 
 
Pediatric patients:  

¶ Transport the patient to the emergency department of the parent or guardianΩs choice unless the 
patient meets Trauma Alert criteria 

¶ If the pediatric patient meets Trauma Alert criteria, transport to the UF Health South Tower  
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SPECIAL CONSIDERATIONS 
 

¶ No paramedic is to influence the ǇŀǘƛŜƴǘΩǎ choice of hospital, nor assume that any hospital cannot offer 
its usual range of services, thereby preferentially re-routing patients to select facilities 

¶ However, paramedics may educate patients regarding their specific type and acuteness of emergency, 
and related hospital services available, consistent with recognized local practice 

 
For patients requesting transport from one hospital ED to another due to prolonged wait times:  

¶ You may inform the patient that you will instead assist them back to the present facility if ALL of the 
following are true: 

o The patient is currently in or within 250 yards of the hospital facility  
o The hospital facility considers them to be a current patient (checked in / registered) 
o The hospital facility can provide the requisite level of care for the ǇŀǘƛŜƴǘΩǎ complaint 
o You have measured vital signs and performed an appropriate assessment 
o Vital signs are within normal range 
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24.1.7 - HOSPITAL EMERGENCY DEPARTMENT EMS BYPASS GUIDELINES 

INFORMATION 
 
The only complete hospital bypass is a result of: 

¶ Hospital disaster (fire, power failure, HAZMAT incident, flooded ED, etc.), or  

¶ Security lockdown (armed and dangerous subject in the ED)  
 
EMS bypass may only be initiated by authorized ACFR officials (hospital designee request approved by the 
ACFR Medical Director).  
 
EMS bypass is a courtesy granted by ACFR to provide the emergency department temporary relief from 
incoming EMS patients. Any hospital on EMS bypass status must notify CCC when the ED has been re-opened. 
 
EMS crews will make every effort to honor the EMS bypass status, except for:  

¶ Patients whose condition is unstable, life-threatening, or deteriorating may be taken to the closest 
appropriate facility, regardless of bypass status. The paramedic attending the patient, not the hospital, is 
ǘƘŜ ǎƻƭŜ ŀǊōƛǘŜǊ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǎǘŀǘǳǎ (stable or unstable).  

¶ The patient insists on transport to a facility on bypass, or a responsible party insists it on their behalf 
o Contact medical control as needed for assistance 

 
If two or more receiving facilities request bypass status at the same time, all bypasses will be terminated. 
Each facilityΩǎ ŀŘƳƛƴƛǎǘǊŀǘƻǊǎ will be notified, and the CCC will issue an administrative page to ACFR and the 
Medical Director. In this event, the hospitals and ACFR will make a joint status decision and notify CCC.  
 
These guidelines apply to patients transported by ACFR units only. Extensions of these guidelines to patients 
transported by EMS units of other agencies may be permitted.  
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24.1.8 - REFUSAL OF SERVICE 

BACKGROUND 
 
A patient is any individual requesting or in need of medical attention or medical assistance of any kind.  
An individual becomes a patient when presenting with a chief complaint, evidence of a medical condition or 
injury, or upon discovery of vital signs outside normal values. 
 
All patients shall be assessed and offered ambulance transport to the nearest appropriate hospital, regardless 
of the nature of their complaint.  
 
A written run report is required for all patient encounters. The written report must include thorough 
documentation describing the situation, physical assessment findings, the suspected chief complaint, vital signs, 
treatment or care rendered, reactions noted, and disposition of the patient, including any instruction given. 
/ƻƴǎƛŘŜǊ ŀƴȅ ǘǊŀǳƳŀǘƛŎ ƛƴƧǳǊȅ ƻǊ ƳŜŘƛŎŀƭ ƛƭƭƴŜǎǎ ǘƘŀǘ Ƴŀȅ ǊŜǇǊŜǎŜƴǘ ŀ ǘƘǊŜŀǘ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǿŜƭƭōŜƛƴƎΦ 
 

The assumption should ALWAYS be that the patient requires medical care and transport. 
 

INFORMATION 
 
If a patient or guardian refuses transport to the hospital, a documented refusal process MUST be performed: 
 
¢ƻ ǇǊƻǾƛŘŜ άƛƴŦƻǊƳŜŘ ŎƻƴǎŜƴǘ ŦƻǊ ǊŜŦǳǎŀƭΣέ ŀ ǇŜǊǎƻƴ Ƴǳǎǘ legally be one of the following: 
ω Over 18 years of age 
ω A court emancipated minor 
ω A legally married person of any age 
ω An unwed pregnant female under age 18, only for medical issues related to her pregnancy 
ω ! ǇŀǊŜƴǘ όƻŦ ŀƴȅ ŀƎŜύ ƻƴ ōŜƘŀƭŦ ƻŦ ǘƘŜƛǊ ŎƘƛƭŘΩǎ ƳŜŘƛŎŀƭ ŎŀǊŜ 

o Only when the refusal of care does not put the child at risk of harm 
ω When a parent is unavailable, other adult relatives (step-parent, grandparent, aunt, uncle, adult sibling) 

may refuse care on behalf of the minor 
o Consider contacting Medical Control if the parent cannot be contacted 

 
!ŘŘƛǘƛƻƴŀƭƭȅΣ ǘƻ ǇǊƻǾƛŘŜ άƛƴŦƻǊƳŜŘ ŎƻƴǎŜƴǘ ŦƻǊ ǊŜŦǳǎŀƭΣέ ŀ ǇŜǊǎƻƴ must meet ALL of the following: 
ω Awake, alert, and fully oriented to person, place, time, and situation 
ω Has no alterations in mental status or level of consciousness 
ω Has no signs of injury or illness which may limit the ability to make an informed decision 
ω Is not exhibiting clinical signs of intoxication by alcohol or drugs (licit or illicit) 
ω Has no mental illness altering their decision-making ability 
ω Appears to understand all risks of refusal, including death or permanent disability 
ω Demonstrates appropriate decision-making capacity (see below) 

 
Assess decision making capacity: 
ω Decision making capacity is a clinical judgment that must be performed and documented on all refusals. 
ω aŀƴȅ ŎƻƴŘƛǘƛƻƴǎ Ŏŀƴ ŀƭǘŜǊ ǘƘŜ ǇŀǘƛŜƴǘΩǎ capacity to properly make medical decisions, including 

intoxication, head injury, hypoxia, stroke, infection, or mental illness. 
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ω The goal is to be reasonably certain that the patient understands the risks of refusal and can make an 
informed decision at the time of refusal 

ω Assess and document all of the following: 
o Orientation τ to refuse, a patient must be awake, alert, and oriented to person, place, time, 

and situation. Even if the patient is at their baseline, failure at this step prevents a refusal. 
o Gait / coordination τ unsteady gait may indicate an impairment that alters capacity 
o Speech τ slurred, incoherent, or inappropriate speech may indicate an impairment 
o Insight and judgment τ the patient must express good insight into the nature of their 

condition, the risks of refusal, and a reasonable plan to deal with their condition 
o Evidence of psychiatric decompensation τ assess for suicidal or homicidal thoughts, 

hallucinations, delusions, thought disorders, or other mental illness that alter capacity 
 
If the patient (or parent or guardian) is judged competent to refuse transport: 
ω Emphasize the need for care, the risks of refusal of care, and our wish to transport the patient 
ω If patient, parent, or guardian declines care and EMS personnel do not feel hospital transport is 

required, the patient, parent, or guardian must sign the written refusal form in front of two witnesses  
ω If the patient, parent, or guardian judged competent refuses to sign the refusal form: 

o Reassess the competency of the individual  
o If still considered competent to decline care, a verbal statement must be documented on the 

run report and the verbal waiver form completed 
ω Document carefully your refusal processτpatient/parent/guardianΩǎ alertness, orientation, presence or 

absence of alcohol or drug intoxication, evidence or absence of head injury, decision making capacity 
assessment, and informed consent for risks of refusal 

 
If the patient (or parent or guardian) is judged NOT competent to refuse transport: 
ω When a patient does not demonstrate appropriate medical decision making capacity, the patient is 

deemed medically incapacitated, and should be transported to the hospital for further assessment 
o In this case, paramedics are authorized to transport ŀƎŀƛƴǎǘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǿƛƭƭ, using no 

unreasonable force. Refer to Florida Statute 401.445 for further details. 
ω Explain to the patient (or parent/guardian) the need for transport  
ω Reassure the patient that no harm will result from transport but that risksτup to and including deathτ

may result from a delay in treatment 
ω If patient, parent, or guardian continues to refuse care, enlist the OLMCP or law enforcement personnel 

to help secure the patient for transport 
 
All episodes involving refusal of care or assessment of decision making capacity must be documented fully. 
 
High risk refusals: 
No refusal of care will occur in the patient who, after evaluation by rescue personnel, is judged to be at risk of or 
suffering from a serious illness or injury, without the involvement of OLMCP and/or law enforcement (LEO). 
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Refusals deemed high risk, requiring OMLCP involvement, include: 
ω Patients age < 1, or > 65 
ω Trauma patients 
ω Intoxicated patients 
ω Chest pain 
ω Abnormal vital signs 
ω Mental health concerns 
ω Status post treatment (seizure, asthma, hypoglycemia, Narcan) 

 
There are six situations where efforts to obtain consent from the patient may be discontinued: 

1. Patient decides to consent 
2. tŀǘƛŜƴǘΩǎ ƭŜǾŜƭ ƻŦ ŎƻƴǎŎƛƻǳǎƴŜǎǎ ŘŜǘŜǊƛƻǊŀǘŜǎ ǘƻ ǘƘŜ Ǉƻƛƴǘ ǘƘŀǘ ǘƘŜȅ ŀǊŜ ƴƻ ƭƻƴƎŜǊ ŀōƭŜ ǘƻ ǊŜŦǳǎŜ ŎŀǊŜ 
3. Patient demonstrates appropriate decision making capacity and undergoes a fully documented refusal 

process involving informed consent (see above) 
4. Patient continues to refuse, physical restraint with law enforcement assistance is needed, law 

enforcement refuses to assist (document), and OLMCP approves discontinuation of efforts 
5. Patient has left the scene and efforts to detain the patient would be inappropriate or dangerous 
6. Contact with medical direction has occurred  

 
Contact with OLMCP for patients refusing care is helpful in many ways. Patients often decide to consent after 
they hear your consultation with OLMCP, and you can ask the OLMCP speak directly with the patient. Even if the 
patient ǊŜŦǳǎŜǎΣ ǘƘŜ Ŏŀƭƭ ǊŜŎƻǊŘǎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƻǿƴ ǾƻƛŎŜ ƻƴ ǘƘŜ ǊŜŎƻǊŘŜŘ ƭƛƴŜ ŀǎ ŀŘŘƛǘƛƻƴŀƭ ŘƻŎǳƳŜƴǘŀǘƛƻƴ ƻŦ 
your sincere efforts to provide informed consent and to encourage the patient to seek medical care. 
 

SPECIAL CONSIDERATIONS 
 
ω It is recommended to call Medical Control for pediatric refusals and refusals by patients for whom the 

paramedic has concerns of serious illness or injury 
ω If EMS is summoned by a third party and either the patient is not found, or no EMS assistance is 
ǊŜǉǳƛǊŜŘΣ ǘƘŜǊŜ ƛǎ άbƻ tŀǘƛŜƴǘ CƻǳƴŘέ ŀƴŘ ƴƻ ǊŜŦǳǎŀƭ ŦƻǊƳ ƛǎ ǊŜǉǳƛǊŜŘ  

o If patient contact is made, a patient care report must be completed 
 
Special considerations for refusal of treatment/transport of minors: 
ω Although care may be refused by a responsible parent or legal guardianτif they meet the criteria 

described aboveτevery effort will be made to transport minors if they exhibit any findings consistent 
with injury, alteration in mental status, or intoxication  

ω If the parents or guardian are not on scene, they may make the refusal over the telephone. Two 
witnesses must confirm the telephone conversation by both signing the waiver form. 

ω If no parent or guardian is available, and there are reports or findings of injury or illness, intoxication, 
and/or alterations in mental status, level of consciousness, or vital signs, the minor will be transported 

ω If the minor is a college student, the paramedic will contact OLMCP prior to obtaining a refusal  
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Specific refusal of transport τ bronchospasm resolved after nebulizer treatment: 
ω After treatment of bronchospasm and return to an asymptomatic state, some patients will refuse 

transport. The following items must be present and included in the assessment and documentation: 
o The presentation is consistent with a mild exacerbation of asthma 
o No severe dyspnea at onset 
o No pain, sputum, fever, or hemoptysis 
o Not initially hypoxic (oxygen saturation < 90%) 
o Significant improvement after a single nebulizer treatment 
o Complete resolution of symptoms 
o Vital signs within normal limits after treatment given (BP, HR, RR, SpO2 all must be documented) 

ω Additional patient safety measures: 
o A family member or caregiver should stay with the patient and assist if a relapse occurs 
o Assure the patient understands transport has been offered and subsequently refused 
o Have the patient sign the written refusal form in front of two witnesses 
o Inform the patient to follow-up with their physician as soon as possible and/or call 911 if 

symptoms reoccur 
 
Specific refusal of transport τ insulin-induced hypoglycemia, resolved: 

This protocol applies only to insulin dependent diabetic patients who are refusing hospital transport 
after the resolution of insulin-induced hypoglycemia by the administration of dextrose or oral glucose. 
After treatment of hypoglycemia, and return to an asymptomatic state, some patients will refuse 
transport to the hospital. 

ω The following items must be present and included in the assessment and documentation: 
o The patient is on insulin only (does not take oral diabetic medications) 
o The presentation is consistent with hypoglycemia 
o Rapid improvement, and complete resolution of symptoms, after dextrose or oral glucose 
o Vitals signs within normal limits after treatment (BP, HR, RR, SpO2, and blood sugar > 70) 
o There is no indication of an intentional overdose or dosing error 

ω Additional patient safety measures: 
o A family member or caregiver should stay with the patient and assist if a relapse occurs 
o Assure the patient understands transport has been offered and subsequently refused 
o Have the patient sign the written refusal form in front of two witnesses 
o Inform the patient to follow-up with their physician as soon as possible and/or call 911 if 

symptoms reoccur 
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Refusal of Service Flowchart 
 

 
  
* High Risk patients who require contact with OLMCP prior to refusal of care include:  

Patients age < 1 or > 65, trauma, intoxication, chest pain, abnormal vital signs, mental health concerns, or 
status post treatment (seizure, asthma, hypoglycemia, Narcan) 

.

No 

Yes 

May obtain refusal  
(if not High Risk*) 

Age җ 18, or 
adult parent/guardian? 

Alert and Oriented x 4? 

Yes 

Refusal is not indicated. 
Transport required. 

Contact OLMCP  
or LEA as needed. 

No 

Yes 

Yes 

Yes 

Yes 

Altered mental status or 
level of consciousness? 

No  

Injury or illness limits 
decision-making ability?  

No  

Drug/ETOH intoxication? 

No  

No 
Appropriate decision-

making capacity? 

Transport encouraged, 
and pt understands all  

risks of refusal? 

 Yes 

No 
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24.1.9 - PHYSICIAN ON SCENE 

INFORMATION 
 
When a physician on scene wishes to assist prehospital care, he or she must be willing to:  
ω Produce documentation of a valid license to practice medicine (M.D. or D.O.) 
ω Assume full responsibility for patient outcomes related to his or her oversight 
ω Agree to accompany the patient during transport (if deemed necessary) 

 
Determine whether the physician is asking to assist care or assume command: 
ω Assistance τ the physician wishes to assist the paramedic but not take over scene command 

o In this situation, the paramedic remains in command 
o The physician acts as either an extra set of hands, as a resource for procedures selected by the 

paramedic (e.g., endotracheal intubation), or both 
ω Command τ scene command may be granted ONLY if: 

o The physician agrees to sign the narrative section (at the bottom right corner of the run report), 
accompany the patient to the hospital, and take full responsibility for patient outcomes 

o OLMCP is contacted and relinquishes responsibility of patient care to the on-scene physician 
 
If a physician assumes on scene command: 
ω Orders should be followed by the on-scene paramedic unless they endanger the patient 
ω If orders are felt to be harmful, the paramedic should politely voice his or her concerns and immediately 

contact Medical Control. Follow the directives of the OLMCP. 
ω If the physician on scene continues to carry out interventions felt unsafe, offer no assistance and enlist 

aid from OLMCP and law enforcement 
 
Critical considerations: 
ω The physician who offers assistance at a scene call is doing so for reasons of humanity. A professional 

and respectful attitude toward the physician/volunteer will be maintained at all times. 
ω All interactions must be well documented in the rŜǇƻǊǘΣ ƛƴŎƭǳŘƛƴƎ ǇƘȅǎƛŎƛŀƴΩǎ ƴŀƳŜ ŀƴŘ ŎƻƴǘŀŎǘ ƛƴŦƻ 
ω This protocol applies to physicians who are not part of the ACFR Medical Director team  

 
The following card can be provided to physicians offering assistance on scene: 
 

 

Alachua County Fire Rescue 
Office of the Medical Director 

Thank you for your offer of assistance. 
¶ These EMTs and Paramedics are operating under the authority of 

Florida Law and Alachua County Protocols developed by the County 
Medical Director. No physician or other person may assume command 
of patient care without the Medical Control Physician on duty 
relinquishing responsibility via radio or phone.  

¶ If responsibility is given to a physician on scene, that physician is 
personally liable for any care provided on scene, and must accompany 
the patient to the hospital and sign a patient care report. 
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24.1.10 - UNIVERSAL PRECAUTIONS 

INFORMATION 
 
ALL BLOOD AND BODILY FLUIDS WILL BE CONSIDERED INFECTIOUS.  
 
General practices:  
ω Sharps will be disposed of in appropriate sharps containers 
ω Sharps will not be recapped 
ω Hands will be cleaned, preferably with soap and water, after patient contact or contact with OPIM 

(other potentially infectious materials) 
o Waterless hand cleaners may be used until soap and water are available  

ω Contaminated equipment will be cleaned and then disinfected  
ω PPE should be used to cover any areas on an employee's person that could provide a route for 

contamination  
ω Appropriate PPE will be worn when treating patients where blood and/or OPIM are evident or 

suspected 
ω Appropriate respiratory protection will be used if it is documented or suspected that the patient may 

have infectious respiratory infections (ex: tuberculosis, measles, mumps, fever, etc.)  
  
Universal Precautions Categories: 
ω Mechanical Devices: 

o Sharps containers and biomedical waste red bags 
o Sharps safety devices 

 
ω Personal Protective Equipment (PPE): 

o Gloves 
o Gowns 
o Eyewear 
o Fluid shields 
o N95 respirators 

 
ω Housekeeping: 

o Cleaning and disinfecting products 
o Waterless hand cleaner  
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24.1.11 - QUALITY ASSURANCE PROGRAM 

INFORMATION 
 
Purpose: To establish the review of field incident reports and on-scene care, and to identify and continually 
measure the quality of emergency medical care being provided to the citizens of Alachua County. It is the intent 
of these guidelines to meet and/or exceed the requirements of Florida Statute 401 and 64E (section 8), as well 
as the current Protocols developed by the Medical Director.  
 
Scope: The guidelines prescribed are applicable to all employees of the Fire Rescue department and may not be 
deviated from without the expressed, written permission of the current Medical Director.  
 
General: Information received through the review of medical field incident reports and on-scene observation of 
care provided will be used in focused studies and education, benchmarking, and performance outcomes which 
will improve the overall quality of service provided by the Alachua County Fire Rescue.  
 
Quality Assurance categories to be reviewed each shift:  
ω STEMI Alert /  Cardiac Arrest  
ω Stroke Alert  
ω Chest pain (30%)  
ω Unconscious patient, GCS < 8  
ω Pregnancy /  OB  
ω Patient refusal of care (30%)  
ω Alternating protocols as assigned by Technical Services  

 
Quality Assurance categories to be reviewed monthly:  
ω Trauma Alert /  traumatic arrest  
ω Drowning  
ω Death on scene  
ω Airway techniques including CPAP  
ω Administration of selected medications (e.g., all uses of Morphine / Fentanyl / Versed)  

 
Components of the EMS Quality Management Program:  
ω Review of the Standard of Care as set forth in Florida Statute and the current Protocols developed by 

the Medical Director in the following areas:  
o EMS Report Documentation  
o Performance Standards and Skill Evaluation  
o Patient Outcome  

 
The above areas will be reviewed for:  
ω Call time / completion time  
ω Quality of care delivered  
ω Process improvement needs  
ω System-wide remediation requirements  
ω Individual remediation requirements  
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The following areas of the EMS Run Report document shall be reviewed as basic criteria for all reports:  
ω Patient identification on ALL pages  
ω Biographical and personal data  
ω Paramedic /  EMT identification  
ω Entry date  
ω Identification of chief complaint  
ω Patient history /  pertinent findings 
ω Physical examination results  
ω Diagnosis  
ω Documentation of ALL treatments  
ω Medically appropriate care  
ω Narrative which documents all pertinent patient care along with any unusual occurrences  

 
Data Collection:  
Electronic Reports are completed in the County Reporting Management System (RMS). Upon completion of the 
incident, the Paramedic/EMT is responsible for the completion of the electronic report. All screens requiring 
data should be completed as soon as possible so that the most accurate information is collected on each 
patient.  
 
Each electronic report is reviewed by the Rescue Lieutenant assigned to QA for adherence to protocols and 
completion of required data. Any discrepancies will be forwarded to Technical Services for review. After review 
by Technical Services, any discrepancies will be returned to the individual paramedic for correction.  
 
All report data is used to develop future training needs for the Department.  
 
Patient Care Review Process: 
In order to provide consistent and constant review of our procedures, the following steps shall be followed for 
each patient who receives care according to the QA review categories: 
ω EMS report is generated by field personnel for any EMS response by Fire and/or Rescue Unit where 

patient contact is made  
ω After the report is completed, it is reviewed by the Rescue Lieutenant assigned to QA for compliance to 

practice parameters. The goal is to review qualifying EMS reports, based upon the QA categories, by the 
completion of the next duty shift (72 hours)  

 
The Rescue Lieutenants assigned to QA will be the Rescue Lieutenants assigned to Rescue 8 and Rescue 25. They 
will split the categories and review the reports of the shift prior to their assigned shift. The categories will be 
split as follows:  
 
Rescue 8  
ω Patient refusal of care (30%)  
ω Administration of medications (all uses of Morphine / Fentanyl / Versed)  
ω Airway techniques (CPAP, Cric, I-Gel, King LT, OTI, NTI, ETCO2 /  Capnography)  
ω Basic medical care (10 calls per shift)  
ω Stroke Alert  
ω Chest pain (30%)  
ω Trauma Alert  
ω Alternating protocols as assigned by EMS Branch  
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Rescue 25  
ω Pregnancy /  OB  
ω Cardiac Arrest  
ω Death at scene  
ω Sepsis Alert  
ω STEMI Alert  
ω Basic medical care (10 calls per shift)  

 
Training  
ω Unconscious patient, GCS < 8  
ω Drowning  

 
Technical Services will determine when rotation of categories is necessary.  
 
All reports reflecting a high degree of quality in patient care or which may have questions regarding compliance 
with current protocols will be flagged for further review by the Technical Services Branch. The Rescue Lieutenant 
assigned to QA will advise Technical Services via email of the recognition of excellent care, as well as any non-
compliance issue.  
 
The Technical Services Branch will track all trends in service to determine future needs for training and/or 
changes in the protocols.  
 
Technical Services will notify the assigned District Chief of trends, need for remedial training, and any issue being 
removed from the QA process for discipline.  
 
The Technical Services Branch shall prepare a report of data on a quarterly basis. This report shall include all 
significant responses along with any possible changes in trends.  
 
See EMS Quality Assurance Matrix attachment. 
 
EMS Review Guidelines:  
The following guidelines shall be used for the review of EMS reports.  
 
Trauma Alert /  Cardiac Arrest /  Drowning  
ω Treatment parameters:  

o On scene time < 10 minutes or documentation of reason for prolonged scene time  
o Protocol adherence  
o Advanced skills utilized  
o Accurate ECG interpretation  

ω Patient outcome:  
o Restoration of vital signs  
o Maintenance of vital signs  
o Improvement in vital signs  

ω Patient transportation:  
o Ground transportation used to appropriate facility  
o Air-medical transportation (requested)  
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Medical Cardiac Arrest /  Cardiac Alert /  Stroke Alert /  Unconscious Patient  
ω Treatment parameters:  

o On scene time < 20 minutes or documentation of reason for prolonged scene time  
o Protocol adherence  
o Advanced skills utilized  
o Accurate ECG interpretation  

ω Patient outcome:  
o Restoration of vital signs  
o Maintenance of vital signs  
o Improvement in vital signs  

ω Patient transportation:  
o Ground transportation used to appropriate facility  

 
Pregnancy /  OB  
ω Treatment parameters:  

o On scene time < 10 minutes or documentation of reason for prolonged scene time  
o Protocol adherence  
o Advanced skills utilized  
o Accurate ECG interpretation  

ω Patient Outcome:  
o Restoration of vital signs  
o Maintenance of vital signs  
o Improvement in vital signs  

ω Patient transportation:  
o Ground transportation used to appropriate facility  

 
Pediatric ALS /  Cardiac Arrest  
ω Treatment parameters:  

o On scene time < 20 minutes or documentation of reason for prolonged scene time  
o Protocol adherence  
o Advanced skills utilized  
o Accurate ECG interpretation  

ω Patient outcome:  
o Restoration of vital signs  
o Maintenance of vital signs  
o Improvement in vital signs  

ω Patient transportation:  
o Ground transportation used to appropriate facility  

 
Pediatric Trauma  
ω Treatment parameters:  

o On scene time < 10 minutes or documentation of reason for prolonged scene time  
o Protocol adherence  
o Advanced skills utilized  
o Accurate ECG interpretation  

ω Patient outcome:  
o Restoration of vital signs  
o Maintenance of vital signs  
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o Improvement in vital signs  
ω Patient transportation:  

o Ground transportation used to appropriate facility  
o Air-medical transportation (requested)  

 
Death on scenes  
ω Treatment Parameters:  

o Determination of Death parameter adherence  
o Documentation of parameter met  
o Documentation of contact with the Medical Director (IF REQUIRED)  
o Documentation of acceptable DNR form or order (if applicable)  
o Documentation of applicable scene assessment  
o Documentation of notification of appropriate agencies / law enforcement  
o Accurate ECG interpretation  

 
Patient Refusal  
ω Treatment parameters:  

o Protocol adherence  
o tŀǘƛŜƴǘΩǎ chief complaint  
o Assessment which includes at least one (1) set of vital signs  
o Working diagnosis, if able to obtain  
o Statement of level of consciousness  
o Attempts to convince patient to seek treatment if applicable  
o Reason given for refusal documented  
o Medical Direction if required  

 
Invasive Airway Techniques  
ω Oral, Nasal or Digital Intubation  

o Treatment parameters per Standards of Care  
o Documentation  
o Performed per Standards of Care  
o Bilateral breath sounds present  
o Oxygen supplementation  
o Changes in patient after assessment  

ω Cricothyrotomy  
o Performed within Standards of Care  
o Documentation  
o Performed per Standards of Care  
o Amount of bleeding  
o Bilateral breath sounds present  
o Oxygen supplementation  

ω Patient Disposition  
o Patent airway on first attempt  
o Patent airway on second attempt  
o Patent airway on greater than two (2) attempts 
o Patient without successful airway patency  
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Medication Administration  
ω Treatment Parameters  

o Per Standard of Care  
o Appropriate medication for working diagnosis  

ω Documentation  
o Medication delivered  
o Dosage and amount  
o Delivery route  
o Response of patient to medication  
o Any reactions or complications  

ω Patient Disposition  
o Expected, positive response to medication  
o Untoward reaction  

 
Alternating Protocol  
A rotation of all protocol that is not already listed in this SOG will be on a monthly rotation. The rotation will be 
scheduled by Technical Services. Technical Services will email the QA Rescue Lieutenants by the 1st of the month 
specifying the protocol to be reviewed.  
 
Probationary Rescue Lieutenants and Newly Cleared Paramedics  
All EMS reports for Probationary Rescue Lieutenants and newly cleared Paramedics will be reviewed for 
completeness and adherence to MCP during their first three months. The need for further review will be 
determined by Technical Services and the assigned District Chief at the end of the three-month period.  
 
Treatment Categories: 
ω Exceptional  

o A call that exceeds expectations  
ω Acceptable  

o Typical call with no deviation from protocol  
ω Minor  

o Deviation from MCP without MC contact justification or without patient compromise  
o Transfer of patient not documented  
o No documentation of ETOH, drugs, or competency on refusals  

ω Major  
o aƛǎǎƛƴƎ άŀƭŜǊǘέ ƴƻǘƛŦƛŎŀǘƛƻƴǎ ǇŜǊ a/t  
o Improper rhythm recognition with concurrent treatment or non-treatment  
o Incorrect medications or dosage  
o Treatment without justification  
o Lack of documented treatment that hindered patient care  

Á Waiver without MC contact or justification  
o Failure to obtain waiver without justification  
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Written Report Categories: 
ω Class 1  

o Missing signature  
o Grammar and spelling errors  
o Times missing from treatment section  

ω Class 2 
o ECG  
o Incorrect Protocol used  

ω Class 3  
o Poorly written narrative  

ω Class 4 
o Incomplete Report 

ω Good  
o Report is complete and has all required information  

ω Outstanding  
o All required information 
o Narrative is very clear as to this situation  
o All required signatures  

 
Training Captains will be responsible for reviewing EMS Reports for new Rescue Lieutenants during their first 
three months after completing the orientation process. Those Rescue Lieutenants responsible for the QA 
Process at Rescue 8 and 25 will be notified when new Rescue Lieutenants have completed those three months.  
Rescue Lieutenants assigned to Q/A will send an e-mail to their District Chief on a weekly basis; reporting the 
number of medical reports reviewed during that time period. Deficiencies shall be reviewed by the District Chief 
to ensure compliance to the policy.  
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24.1.12 - BAKER /  MARCHMAN ACT 

INFORMATION 
 
The Florida Mental Health Act of 1971 (Baker Act) allows involuntary examination of individuals presenting with:  
ω A mental illness (as defined in the Baker Act) and  
ω Who are a harm to self, harm to others, or at risk for self-neglect (as defined in the Baker Act)  

 
This examination must be performed within 72 hours. Individuals who can initiate a Baker Act include:  
ω Judges  
ω Law enforcement officers  
ω Physicians  
ω Mental health professionals 

 
Marchman Act: 
A Florida Statute that allows for voluntary or involuntary assessment of anyone suspected of being under the 
influence of drugs or alcohol, and because of this, has lost the power of self-control with respect to substance 
use and is a danger to themselves or others. This act is filed with the court system.  
 
The ACSO or Law Enforcement Agency (LEA) will transport all Baker Act and Marchman Act patients to a 
designated receiving facility unless an exception listed below is present:  
ω The patient is undergoing a medical emergency which requires the treatment abilities of an EMS unit  
ω The patient has a physical limitation which precludes the transportation by law enforcement vehicle, 

such as being confined to a stretcher or unable to sit  
 
For patients under an involuntary Baker or Marchman Act requiring transport by EMS:  
ω If the transferring facility provides a patient advocate, the advocate will be responsible for the 

enforcement of the Baker /  Marchman Act during transport  
ω If the transferring facility does NOT provide a patient advocate, determine if the patient presents the 

crew with an imminent threat or an appearance of violent behavior  
 
For concerns of violence or other dangers to the EMS crew:  
ω Contact ACSO for assistance with securing the patient for transport and protecting the crew 
ω If the patient has to be restrained by LEO (handcuffs or other means) to be transported by EMS, the LEO 

may need to ride with EMS to provide access to the patient if the patient becomes unstable  
o EMS WILL NOT ¢w!b{thw¢ t!¢L9b¢{ Lb ¢I9 άIhD¢L9έ OR άHOBBLEέ POSITION 
o This can cause asphyxia and will not be tolerated  

ω Should the Rescue Lieutenant ŦŜŜƭ ǘƘǊŜŀǘŜƴŜŘ ƻǊ ǳƴŎƻƳŦƻǊǘŀōƭŜ ŦǊƻƳ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƛƳƳƛƴŜƴǘ ǾƛƻƭŜƴǘ 
behavior, they may request that a LEO ride with EMS for security for the crew 

o LEO will contact their shift commander to determine if it is necessary for LEO to ride with or 
follow EMS 

o If the patient becomes violent and LEO is following, stop transport and have LEO ride with EMS 
o If LEO refuses to ride with EMS, contact the District Chief for direction  

ω In the rare event of an immediate life threatening condition, where waiting for an appropriate law 
enforcement officer would cause serious injury or death of the patient, the EMS crew will notify their 
District Chief and request personnel from additional units until there is sufficient man-power to mitigate 
any possible threat posed by the patient, should they become combative  
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If the patient under a Baker / Marchman Act attempts to escape / elope: 
ω The EMS crew is NOT to enforce the restraint order, and should the patient seek to exit the vehicle, it 

will be up to law enforcement to secure the patient  
o Law Enforcement will then re-evaluate the patient to see if the patient still meets Baker Act 

involuntary examination criteria 
o If the patient does meet criteria, he/she will be transported by EMS to the designated facility 

 
Transporting patients under Baker /  Marchman Act to a facility outside of Alachua County:  
ω Transferring facility shall provide a bonded law enforcement officer to maintain the Baker /  Marchman 

Act provision  
ω If the facility refuses to provide this agent, the EMS crew will contact the District Chief, who will refuse 

the transfer if the facility is unable or unwilling to supply a security agent 
ω ACFR will provide return transportation for the security agent as long as the time constraints are 

deemed reasonable 
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24.1.13 - RAPID EXTRICATION  

INFORMATION 
 
Rapid extrication τ moving a patient prior to initiating medical care τ can be used when: 
ω Conditions are so volatile that it places the wellbeing of personnel and patient at greater risk if basic 

medical care is provided before extrication 
ω Patients are not in a position where care can be safely or practically rendered  

 
Examples of situations which may require the use of rapid extrication:  
ω Environmental conditions:  

o Fires, floods, civil unrest, animal or insect infestation, etc.  
ω Challenging patient position, location, or situation:  

o High angle rescue, confined space rescues, entrapment within burning or sinking vehicles, 
stadium stands (during University of Florida games), etc.  

  
Once the decision is made to move the patient to a safe location before the initiation of care:  
ω Risk vs. benefit must be weighed to determine if rescue is possible  
ω If rescue is determined to be possible, the move needs to be done rapidly and completed expediently to 

allow for the initiation of medical care  
ω Other injures, such as C-spine injury or occluded airway may exist, and should be addressed if at all 

possible  
  
Always document the circumstances that required rapid extrication.  
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24.1.14 - BARIATRIC PATIENT TRANSPORT 

INFORMATION 
 
Bariatric patients are a special population deserving of our care and compassion. ά.ŀǊƛŀǘǊƛŎέ ƛǎ ƎŜƴŜǊŀƭƭȅ ŘŜŦƛƴŜŘ 
as patients weighing in excess of 300 pounds, and practically defined as any patient whose weight exceeds the 
ability of the EMS crew to lift and move the patient safely without special precautions. This policy outlines the 
process to be used when responding to such patients. 
 
ACFR operates two bariatric units, located at Stations 10 and 16: 
ω On any EMS call, determine early if bariatric equipment will be required 
ω Staff should be trained and qualified in the use of !/CwΩǎ ōŀǊƛŀǘǊƛŎ ŜǉǳƛǇƳŜƴǘ ŀƴŘ ǾŜƘƛŎƭŜǎ 
ω Bariatric equipment and vehicles should only be used by employees who have completed this training 

 
Bariatric lifting and transport guidelines: 
ω No patient weighing > 300 pounds should be moved without at least 4 individuals assisting the lift 

o For every 50 to 100 additional pounds, add another provider to the lift team 
ω ¢ŀƪŜ ƛƴǘƻ ŀŎŎƻǳƴǘ ǘƘŜ ǿŜƛƎƘǘ ŀƴŘ ǎƛȊŜ όƎƛǊǘƘύ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΦ 9ǾŜƴ ƛŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǿŜƛƎƘǘ ƛǎ ōŜƭƻǿ ǘƘŜ 

stretcher capacity, their size may require the use of bariatric equipment. 
 
Team coordination: 
ω All requests for non-emergent bariatric transports should be coordinated through a District Chief. 

Contact the appropriate District Chief to advise them of the need for bariatric transport. A special 
request for transport via a bariatric truck will be made. 

ω All requests for emergent (911) responses /  transports will be handled as per CCC policy. Requests for a 
bariatric unit must be coordinated through CCC who will notify a DC of the special request. 

ω Notify the hospital early of the bariatric transport to allow ED staff time for adequate preparation  



 

 

 

24.2 ς BASIC MEDICAL CARE PROTOCOLS 
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24.2.1 - BASIC MEDICAL CARE 

INFORMATION 
 
Scene size up: 

¶ Utilize personal protective equipment 

¶ Assess the scene for hazards 

¶ Park unit in a safe place 

¶ Protect yourself and crew members 

¶ Assess for the number of patients 

¶ Assess the need for additional resources 

¶ Assess the general condition of the patients 
 

BLS 
 
ω Establish responsiveness 
ω Establish patent airway, open airway if necessary protecting cervical spine when indicated 
ω Supplemental oxygen if any respiratory signs or symptoms are present 
ω Record and monitor vital signs 
ω Obtain a SAMPLE history: 

o Signs /  Symptoms, Allergies, Medicines, Pertinent history, Last meal, Events 
ω Define pain response using OPQRST: 

o Onset, Provocation, Quality, Radiation, Severity, Timing 
ω Control bleeding when indicated 
ω Record BGL if any weakness, altered mental status, or history of diabetes 
ω Nothing by mouth, unless patient is a known diabetic with hypoglycemia and is able to self-administer 

oral glucose paste or a glucose-containing beverage 
 

ALS 
 
ω Advanced airway /  ventilation management as needed 
ω Perform cardiac monitoring 
ω Evaluate 12 lead ECG if chest pain, abdominal pain above the umbilicus, or ischemic equivalent 

symptoms (dizziness, weakness, shortness of breath) 
ω Obtain vital signs 
ω Obtain history and perform physical exam 
ω Record and monitor continuous O2 saturation and capnography 
ω IV 0.9% Normal Saline KVO or IV lock as needed 

o If signs of dehydration (e.g. tachycardia, dry mucous membranes): administer 250 mL IV Normal 
Saline boluses with reassessments between boluses (hold at 1000 mL if no hypotension) 

ω Transport patient to nearest appropriate ED 
ω Minimize on-scene time when possible 
ω Frequently reassess patient  
ω Contact Medical Control for any additional orders or questions 
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24.2.2 - AIRWAY MANAGEMENT  

BLS 
 
ω Initiate basic medical care (See 24.2.1 - Basic Medical Care) 
ω Establish a patent airway: 

o Use jaw-thrust maneuver as needed 
o If no evidence of trauma, consider head tilt-chin lift maneuver 

ω Administer oxygen as needed to maintain SpO2 > 94% 
ω Record and monitor vital signs 
ω Use suction as needed to clear airway 
ω Use oral (OPA) or nasal (NPA) airway adjuncts as needed 
ω Adult patients with a RR < 12 or > 28 BPM and/or signs of hypoxia may require assisted ventilations: 

o Bag-valve-mask ventilation with a good seal, with enough volume to make chest rise 
o Mouth-to-mouth, mouth-to-nose, mouth-to-stoma (when adjuncts are not available) - if any of 

these methods are employed an incident report MUST be filled out because of the exposure 
ω Pediatric patients with signs of hypoxia and/or respiratory distress (including bradycardia, abnormal 

breath sounds, increased work of breathing, nasal flaring, retractions, or stridor) may require assisted 
ventilations: 

o Pediatric bag-valve-mask (BVM, with a mask that covers both mouth and nose, but not eyes) 
and supplemental oxygen, with enough volume to make chest rise  

o Mouth-to-mouth, mouth-to-nose, mouth-to-stoma (when adjuncts are not available) - if any of 
these methods are employed an incident report MUST be filled out because of the exposure  

ω Request ALS intervention 
 

ALS 
 
ω Airway management, as described above 
ω Advanced airway management as indicated, including: 

o CPAP (See 24.8.9 ς Continuous Positive Airway Pressure (CPAP)) 
o I-Gel (See 24.8.6 ς I-Gel Airway) 
o King LT (See 24.8.5 ς King Tubes) 
o Endotracheal intubation (See 24.8.4 ς Endotracheal Intubation) 
o Cricothyrotomy (See 24.8.3 ς Cricothyrotomy, Surgical) 
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24.2.3 - OXYGEN THERAPY (ADULTS) 

BLS 
 
Oxygen should be administered to patients who: 
ω Display signs and symptoms of hypoxia 

o Cyanosis 
o Pallor 
o SpO2 < 94% 
o Respiratory distress 
o Confusion / agitation 

ω Present with hypotension 
ω Suffer major trauma 
ω Present acutely ill 
ω Suspected of carbon monoxide inhalation (regardless of SpO2 reading) 
ω Pregnant and may have reason for fetal hypoxia 
ω Any patient who the health care provider suspects may become hypoxic due to mechanism of injury or 

nature of illness regardless of oxygen saturation level 
 
Methods of oxygen administration: 
Nasal cannula 1 - 6 LPM 24 ς 40% 
Non-rebreather mask 12 - 15 LPM 90 ς 95% 
Bag valve mask with reservoir 10 - 25 LPM 90 ς 100% 
Ventilator 40 - 60 LPM 21 ς 100% 
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24.2.4 - CONTROL OF EXTERNAL BLEEDING 

BLS 
 
ω Initiate basic medical care (See 24.2.1 - Basic Medical Care) 
 

Wherever control of active bleeding is required or discussed in these protocols, consider the following: 
ω Apply direct pressure with a sterile dressing to the source of bleeding 
ω Elevate the injured part above the level of the heart 
ω Apply a pressure dressing if the methods above fail 
ω Apply pressure to an arterial pressure point proximal to the site of bleeding 
ω Apply a tourniquet: 

o For severe arterial bleeding refractory to the above hemorrhage control methods 
o Appropriate tourniquet placement is located 2 cm (or more) proximal to the source of 

hemorrhage on the extremity and not over the joint (i.e. elbow or knee) 
o Do not release or loosen a tourniquet once successfully placed 
o Always note time of tourniquet placement and alert receiving facility of time of placement 

 

ALS 
 
ω Control external bleeding as described above 

 

SPECIAL CONSIDERATIONS 
 
ω Types of bleeding: 

o Capillary τ slight oozing of dark red blood  
o Venous τ constant flow of dark red blood 
o Arterial τ pulsatile squirting of bright red blood 

 



 

Issued: May 1, 2017  24.2.5 - MCI and Triage System 
Revised:    Page 39 

24.2.5 - MCI AND TRIAGE SYSTEM 

INFORMATION 
 
aŀǎǎ /ŀǎǳŀƭǘȅ ƛƴŎƛŘŜƴǘ ƻǊ άa/Lέ ƛǎ ŘŜŦƛƴŜŘ ŀǎ ŀƴȅ ŜǾŜƴǘ ǘƘŀǘ ƻǾŜǊǿƘŜƭƳǎ ǘƘŜ ǊŜǎƻǳǊŎŜǎ ƻŦ ǘƘŜ 9a{ ǎȅǎǘŜƳΦ  

 
MCIs will be classified into the following five levels per the Florida Field Operations Guide and recommended 
resources needed:  
 
Level 1 (5 ς 10 victims) 
¶ 1 DC, 4-rescue units, 2 suppression units, 1 LEA supervisor  

¶ Administrative notification 
¶ CCC will notify UF Health and North Florida Regional requesting surge capability for each  

 
Level 2 (11 ς 20 victims) 
¶ 2 DCs, 6 rescue units, 3 suppression units, LEA supervisor  
¶ CCC will notify the 3 local hospitals and stand-alone EDΩǎ requesting surge capability for each  
¶ Medical Director notification  
¶ Administrative notification  

 
Consider:  
¶ Mutual aid  
¶ Fire and Rescue move-up  
¶ 1 RTS bus  
¶ Consider MCI trailers (ACFR & GFR)  
¶ Medical Support Unit (MSU17) for transportation assistance  

 
Level 3 (21 ς 100 victims) 
¶ 3 DCs, 8 rescue units, 4-6 suppression units, LEA supervisor  
¶ CCC will notify the 3 local hospitals, stand-alone EDΩǎ and the closest out of county hospital or trauma 

center requesting surge capability for each  
¶ EOC activated, Administrative notification, Medical Director notification, Red Cross Notification  
 
Consider:  
¶ Mutual aid  
¶ MSU 17, Helicopter strike team, ShandsCair Supervisor and ShandsCair ground transports, 1- LEO 

Supervisor, 2- RTS busses. MCI trailers (ACFR & GFR)  
 
Level 4 (101 ς 1000 victims) 
The Incident Commander with EOC shall consider the following resources:  
¶ 5 MCI Task Forces (25 units) τ each TF may consist of two (2) ALS Units, two (2) Basic Life Support (BLS) 

Units and one (1) Fire Suppression Unit, two (2) ALS Transport Unit Strike Teams (10 units), one (1) 
Suppression Unit Strike Team (5 units), two (2) BLS Transport Unit Strike Teams (10 units), two (2) Mass 
Transit Bus Supply Trailers, Communication Trailer, and Command Staff (per local protocol). 

¶ The 10 closest hospitals and 5 Trauma centers will be notified by Medical Control. The local Warning 
Point will notify the Emergency Management Agency. Metropolitan Medical Response System (MMRS) 
may be notified. 
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Level 5 (over 1000 victims) 
The Incident Commander with EOC shall consider the following resources:  
¶ 10- MCI Task Forces (50 units), four (4) ALS Transport Unit Strike Teams (20 units), two (2) Suppression 

Unit Strike Teams (10 units), four (4) BLS Transport Unit Strike Teams (20 units), four (4) Mass Transit 
Bus Command Vehicles, Supply Trailer(s), Communication Trailer Command Staff (per local protocol), 

¶ Medical Control will notify the 20 closest hospitals and 10 Trauma centers. The local Warning Point will 
notify the State Warning Point, which may activate one or more Disaster Medical Assistance Teams 
(DMAT) and MMRS shall be notified.  

 
The predetermined response levels 4 and 5 assigned to the above "Levels of response" will be in addition to the 
units already on scene. Once local resources have been reasonably depleted, including resources from 
ƴŜƛƎƘōƻǊƛƴƎ ƧǳǊƛǎŘƛŎǘƛƻƴǎ ǘƘǊƻǳƎƘ άƳƻǾŜ-ǳǇέΣ άōŀŎƪ-ǳǇέΣ ƻǊ άŎƻǾŜǊέ ŀƎǊŜŜƳŜƴǘǎΣ ŀŘŘƛǘƛƻƴŀƭ ǊŜǎƻǳǊŎŜǎ ŀǎ 
outlined in the Florida Fire Chiefs Association Statewide Emergency Response Plan (SERP) resource inventory 
(link) will be requested in accordance with the State of Florida Department of Health Ambulance Deployment 
Plan. COMMAND may downgrade or upgrade the assignment at any time  
 
Incident Action Plan (IAP): 
The command and control of incidents will be flexible, built from the ground up, based on the National 
Response Framework (NRF) and National Incident Management System (NIMS), and managed through the use 
of the Incident Command System (ICS).  
 
Responsive Objectives (ICS 202):  
ω Life safety τ to include responders, victims, civilian bystanders, and criminal suspects 
ω Incident stabilization  
ω Property conservation 

 
Organizational Chart and Assignment List forms: 
ω Organizational chart (ICS 207) ς (link) 
ω Assignment Lists (ICS 204) ς (link)  

 
First arriving unit /  Incident Command:  
ω Establish Incident Command (IC), to include: 

o Name of Command (named after address)  
o Location of Command (remain visible)  

Á If the first arriving unit is a Fire unit, the Company Officer should remain as the IC or 
Operations Section Chief / Branch Director, depending on incident size 

Á If the first arriving unit is an EMS unit, this Officer should conduct a formal transfer of 
command and resume transport duties (for a Level I MCI), or assume Medical 
Communications Coordinator (MCC) for a Level II MCI or above 

ω First arriving unit shall conduct an all hazards management assessment. This assessment shall include at 
minimum a scene survey and when appropriate, an assessment for biological indicators of Chemical, 
Biological, Radiological, Nuclear, and Explosive (CBRNE) hazards 

ω Establish safety and security boundaries and entry control points 
o If a CBRNE hazard is present, establish Red (Hot), Yellow (Warm, Decon), and Green (Cold) zones 

ω Identify staging area  
ω Estimate number of victims  
ω Request appropriate MCI Level response  

http://www.ffca.org/statewide-emergency-response-committee
https://www.fema.gov/media-library-data/20130726-1922-25045-2239/ics_forms_207.pdf
http://www.fda.gov/downloads/EmergencyPreparedness/NIMS/UCM270125.pdf
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ω Request additional resources  
ω Direct remaining crew and 1st wave of arriving personnel to initiate START / Jump START triage: 

o Perform triage in accordance with START 
o Utilize color-coded ribbons to identify status and treat red patients for immediate life threats  

ω Have dispatch notify hospitals immediately of potential victims and request surge capability  
ω Assign positions to perform the functions of:  

o Triage, Treatment, Transport, and Staging  
ω Advise CCC of the number of victims, their categories, and ensure notification to area hospitals to ready 

operating room capabilities  
ω Identify ingress and egress routes for transport units  
ω Establish staging are 
ω Request that all responding units, regardless of task, bring and drop off medical gear to treatment area  
ω During large-scale or complex MCIs, designate a Medical Branch to reduce span of control   

 
Triage Group Supervisor:  
ω Organizes the Triage Group to begin initial triage of victims utilizing START /  Jump START  
ω Advise Command as soon as possible of the number of patients and category  
ω Coordinate with Treatment or Transport groups, and litter bearers to assure that priority victims are 

transported or moved to treatment area first  
ω Direct ongoing triage until all patients have been moved to Treatment area or transported  
ω PatientsΩ injury /  illness severity will be identified as one of the following four categories:  

o Red τ Requires immediate transportation.  
o Yellow τ Requires transportation but can be delayed.  
o Green τ !ƳōǳƭŀǘƻǊȅ άǿŀƭƪƛƴƎ ǿƻǳƴŘŜŘέ ǿƛǘƘ ƳƛƴƻǊ ƛƴƧǳǊƛŜǎΦ  
o Black τ Deceased- not transported  

ω Coordinate with area hospitals through the incident command system 
 
Treatment Group Supervisor:  
ω Begins Treatment area log:  

o Time each patient arrived at Treatment area  
o Patient number  
o Time patient is transferred to Transport area  

ω Directs personnel to treat victims where they lay or establishes a centralized treatment area 
ω Ensures re-triage is performed and a secondary triage exam is documented on the triage tag (METTAG): 

o Fill in all information, time permitting  
o Affix the tag to thŜ ǾƛŎǘƛƳΩǎ ƭŜŦǘ ƘŀƴŘ ƛŦ ǇƻǎǎƛōƭŜΣ ŀƴŘ ǊŜƳƻǾŜ ŎƻƳŜǊ ŦƻǊ ŘƻŎǳƳŜƴǘŀǘƛƻƴ  
o The triage priority determined in the Treatment Phase should be the priority used for transport 

ω Directs treatment of life threats as needed per protocols 
ω Directs documentation of patient vital signs every 5 minutes  
ω Communicates with Transport team to coordinate transport of the appropriate victims 

o Ex: one red and one yellow per ambulance   
ω Advise Command as soon as possible of the number of patients and category 
ω Coordinate with Treatment team and coordinator 
ω Considerations for a Treatment area:  

o Capable of accommodating the number of victims and equipment  
o Consider weather safety and the presence of hazardous materials  
o Designate entry and exit points which are readily visible (entry control points)  
o On large scale incidents, divide the treatment area into three distinct areas based on priority 
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Á Use colored tarps if MCI trailer is on scene  
o Ensure that enough equipment is available to effectively treat all victims  

 
Transport Group Supervisor:  
ω Begin Transport log:  

o Time patient arrived at Transport area  
o Patient number  
o Destination selected  

ω Coordinate the transport of victims to hospitals  
ω Establish continuous contact with MCC and advise overall situation (burns, trauma, smoke inhalation, 

HAZMAT exposure, etc.)  
o MCC will survey hospitals to determine surge capabilities /  capacity  
o MCC will maintain "Hospital Capability Log" for duration of incident 

 
Staging Group Supervisor:  
ω Begin Staging log 
ω Ensure that all personnel stay with their vehicles unless otherwise directed by IC  
ω If personnel are directed to assist in another function, ensure that the keys stay with each vehicle, and 

that all medical gear goes to treatment area  
ω Coordinate with each transport the location for a Loading Zone and best route to the zone  
ω Maintain a reserve of transport vehicles, and when depleted, request additional units through IC  
ω Make recommendation to command regarding rehab of personnel  

 
Medical Communications Coordinator (MCC):  
ω Prime function is to: 

o Determine and update the number of victims and each hospitalΩs readiness to accept them 
o Coordinate transportation and direct units to the appropriate hospital (as directed by Transport 

unit and Transport Coordinator) 
ω Drop off jump kits at treatment area  

 
Litter Bearers:  
ω If not completed, attaches Triage tag (METTAG) to patient's left hand (if possible) and removes corner 

for documentation  
ω Packages patient appropriately, considering life over limb  
ω Moves patient to Treatment group supervisor 
ω When indicated, moves packaged patients to Transport group supervisor 

 
Group Success Criteria:  
ω Triage group: 

o All Red patients identified and immediate life threats treated  
o All patients triaged correctly and in a timely manner  
o Triage conducted continuously  
o Patient packaged and moved appropriately for condition 

ω Treatment group: 
o Life threats treated appropriately  
o Vital sign trending monitored and documented every five minutes  
o Personal information started on METTAG  
o Patient packaged and moved appropriately for condition 
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ω Transport group: 
o Maintained accurate Transport log  
o Transported patients to correct destinations 

ω Staging group: 
o Maintains up to date list of personnel and assignments  
o Maintains appropriately levels of reserves 

ω MCC: 
o Maintained up to date list of hospital surge capability  
o Tracked patient and destination accurately   

 
Demobilization:  
ω Units should be rotated to rehab or released in the opposite order that the ICS was established (e.g. 

triage, treatment, transport, staging)  
ω Triage tag corners should be collected, retained, and sorted by person 
ω Transport unit tags should be sorted and retained by transport 
ω Group activity logs and triage tag corners should be turned in to the IC prior to departure 
ω All other EMS materials should be given to the EMS Captain  

 

SPECIAL CONSIDERATIONS 
 
START Triage System protocol: 
¶ STEP ONE: Loudly ask anyone within the sound of your voice to move to a designated area if they are 

able. This will help you sort out the άwalking woundedΣέ and these patients should be tagged green. 
¶ STEP TWO: In an orderly fashion, move to each remaining patient, checking for the status of Breathing, 

Circulation, and Mental status. Tag them using the following rules:  
 
Breathing:  
¶ No τ open and position airway. If the patient does not start breathing, triage BLACK 
¶ No τ open and position airway. If breathing begins, triage RED 
¶ Yes τ if respirations > 30, triage RED   
¶ Yes τ if respirations < 30, proceed to Circulation 

 
Circulation: (Check radial pulse)  
¶ Radial pulse absent or capillary refill > 2 seconds τ control bleeding, triage RED  
¶ Radial pulse present and capillary refill < 2 seconds τ proceed to Mental Status 

 
Mental Status: (Command the patient to άƻǇŜƴ ȅƻǳǊ ŜȅŜǎΣ ǎǉǳŜŜȊŜ Ƴȅ ƘŀƴŘΣέ etc.)  
¶ Patient follows commands τ triage YELLOW  
¶ Fails to follow simple commands τ triage RED  

 
Special considerations: 
¶ The first assessment finding that produces a RED tag stops further assessment  

¶ During triage, only correct immediately life threatening problems, such as severe bleeding, airway 
obstruction, sucking chest wound, or tension pneumothorax  

 



 

 

 

24.3 ς CARDIOVASCULAR PROTOCOLS 
 



 

Issued: May 1, 2017  24.3.1 - Chest Pain ς Suspected Cardiac 
Revised:    Page 45 

24.3.1 - CHEST PAIN ς SUSPECTED CARDIAC 

BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ History τ OPQRST, SAMPLE 

¶ Vitals τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP, Pulse, RR, SpO2 

¶ Oxygen τ maintain above 94% 
 

ALS 
 

¶ Airway management 

¶ IV access 

¶ Cardiac monitoring 

¶ 12 lead ECG τ as quickly as possible (ideally within 5 minutes) 

¶ Determine if patient meets STEMI Alert criteria 

¶ Alert immediately if STEMI criteria is met 

¶ Obtain ECG before medication is given 

¶ Treat dysrhythmias (use appropriate protocol) 
 

Medications 

¶ Aspirin 325 mg PO 
o Strongly encourage patient to take Aspirin unless true allergy exists 

¶ Nitroglycerin 0.4 mg SL (x1 if no pain relief, or Q5 minutes until pain is relieved) 
o Contraindicated if systolic BP < 130 mmHg 
o Place IV/IO and rule out inferior MI first 

¶ Nitroglycerin paste 0.5 - 2-inch, applied to anterior chest wall  
o Contraindicated if systolic BP < 130 mmHg 
o Place IV/IO and rule out inferior MI first 

¶ Fentanyl 25 - 50 mcg IV/IO/IN. May repeat to MAX 150 mcg 
o Contraindicated if systolic BP < 90 mmHg 

OR 

¶ Morphine 2 - 5 mg IV/IO. May repeat to MAX 15 mg 
o Contraindicated if systolic BP < 90 mmHg 

 
Short runs of Ventricular Tachycardia / frequent PVCs: 

¶ If unstable, prepare for cardioversion (See 24.3.8 - Dysrhythmia ς Tachycardia with a Pulse) 

¶ If stable, monitor patient, 12-lead ECG, and oxygen level closely 

¶ Amiodarone 150 mg IV/IO is reserved for persistent VTach or signs of hemodynamic compromise 
o Infusion: 150 mg in 50 mL bag Normal Saline (10 gtts) over 15 minutes (1 drop /  2 seconds) 

¶ Isolated PVCs (premature, wide-complex beats) do not require Amiodarone 
 
Severe nausea and vomiting:  

¶ Ondansetron 4 mg IV/IO/PO 

¶ Promethazine 12.5 mg ς 25 mg IV/IO  
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STEMI Alert Criteria:  

¶ ST segment elevation in two or more consecutive leads: 
o җ 1.5 mm in leads V1, V2, and V3 
o җ 1 mm in all other leads 
o Consecutive leads include:  

Á Leads I, AVL, V5, V6 = Lateral Wall 
Á Leads II, III, AVF = Inferior Wall 
Á Leads V1 thru V4 = Anterior or Septal Wall 

¶ OR a new onset left bundle branch block (LBBB)  
o If onset is unknown, assume new onset and call STEMI Alert  

 
If STEMI Alert criteria are met: 

¶ Alert immediately 

¶ Contact CCC to inform of STEMI Alert 

¶ Transport to closest PCI Center (NFRMC or UF Health Shands Hospital) 

¶ Transmit 12 lead ECG to facility 

¶ Keep copy of 12 lead ECG for records and documentation 

¶ Monitor and reassess for any changes 

¶ Obtain right-sided ECG (V4R) if elevation in leads II, III, or AVF 

¶ See 24.8.13 ς ST Elevation Myocardial Infarction (STEMI) procedural protocol for reference  
  

SPECIAL CONSIDERATIONS 
 

¶ Obtain 12 lead ECG as soon as possible, ideally within 5 minutes, and before Nitroglycerin administration 

¶ Patients suffering inferior or posterior infarct or ischemia should not receive nitrates in any form 
o Inferior or posterior MI requires IV fluid support 
o Nitroglycerin in this case can precipitate hypotension or cardiovascular collapse  

¶ Anginal equivalents include: shortness of breath, diaphoresis, vomiting, or extreme fatigue, as well as 
pain outside the chest in a high-risk patient (coronary disease, smoker, age > 55, diabetes) 

o Please consider and obtain an ECG on these patients 

¶ Patients who have ingested Viagra, Levitra, Cialis, Revatio, or other erectile dysfunction medicines within 
the last 48 hours should not receive nitrates in any form  

¶ Do not administer Nitroglycerin without IV or IO vascular access  

¶ Patients on blood thinners, such as Coumadin (Warfarin), Pradaxa, Xarelto, and Eliquis, or antiplatelet 
medicines like Plavix or low-dose Aspirin, will still benefit from Aspirin during a cardiac event   

¶ Pregnant females with severe nausea and vomiting, give Promethazine 12.5 mg ς 25 mg IV 
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24.3.2 - CHEST PAIN ς NON-CARDIAC 

BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ History τ OPQRST, SAMPLE 

¶ Vitals τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP, Pulse, RR, SpO2 

¶ Oxygen τ maintain above 94% 
  

ALS 
 

¶ Airway management 

¶ IV access 

¶ Cardiac monitoring, 12 lead ECG 

¶ No presence of ST elevation or depression 
o If ST elevation or depression, see 24.8.13 ς ST Elevation Myocardial Infarction (STEMI) protocol 

to rule out MI 

¶ Treat dysrhythmias (see appropriate protocol) 

¶ Focused physical exam of chest 

¶ Ascertain if movement, drinking fluids, eating, deep inspiration, or other movement changes pain 
 
Severe Nausea and vomiting:  

¶ hƴŘŀƴǎŜǘǊƻƴ п ƳƎ L±κLhκth  

¶ tǊŜƎƴŀƴǘ ŦŜƳŀƭŜǎΣ tǊƻƳŜǘƘŀȊƛƴŜ мнΦр ƳƎ π нр ƳƎ L±κLh 
 
LŦ ǎƘƻǊǘƴŜǎǎ ƻŦ ōǊŜŀǘƘ ƛǎ ǇǊŜǎŜƴǘΥ 

¶ {ŜŜ 24.4.15 ς Respiratory Distress ǇǊƻǘƻŎƻƭ 

 

SPECIAL CONSIDERATIONS 
 

¶ Lǘ ƛǎ ŘƛŦŦƛŎǳƭǘ ǘƻ ŎƻƳǇƭŜǘŜƭȅ ǊǳƭŜ ƻǳǘ ŜƳŜǊƎŜƴǘ ŎŀǳǎŜǎ ƻŦ ŎƘŜǎǘ Ǉŀƛƴ ƛƴ ǘƘŜ ŦƛŜƭŘΣ ǎƻ ŎƻƴǎƛŘŜǊ ŀƭƭ ǇƻǎǎƛōƭŜ 
ŎŀǳǎŜǎ ƻŦ ŎƘŜǎǘ Ǉŀƛƴ 
o 5ŀƴƎŜǊƻǳǎ ŎŀǳǎŜǎ ƛƴŎƭǳŘŜΥ aL όǿƛǘƘ ƻǊ ǿƛǘƘƻǳǘ {¢ ŜƭŜǾŀǘƛƻƴύΣ ǇǳƭƳƻƴŀǊȅ ŜƳōƻƭƛǎƳΣ 
ǇƴŜǳƳƻǘƘƻǊŀȄΣ ǇŜǊƛŎŀǊŘƛǘƛǎΣ ǇƴŜǳƳƻƴƛŀΣ ƘŜŀǊǘ ŦŀƛƭǳǊŜΣ ŜǎƻǇƘŀƎŜŀƭ ǘŜŀǊ ƻǊ ǇŜǊŦƻǊŀǘƛƻƴΣ Ǌƛō 
ŦǊŀŎǘǳǊŜǎΣ ƻǊ ǘƘƻǊŀŎƛŎ ŀƻǊǘƛŎ ŀƴŜǳǊȅǎƳ ƻǊ ŘƛǎǎŜŎǘƛƻƴ 
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24.3.3 - CONGESTIVE HEART FAILURE /  PULMONARY EDEMA 

BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ History τ OPQRST, SAMPLE 

¶ Vitals τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP, Pulse, RR, SpO2 

¶ Oxygen τ maintain above 94% 
 

ALS 
 

¶ Airway management 

¶ IV access 

¶ Cardiac monitoring, 12 lead ECG (rule out inferior MI) 

¶ For respiratory distress, consider CPAP (Continuous Positive Airway Pressure): 
o Set at 10 cmH2O 
o CPAP is contraindicated if: 

Á Systolic BP < 100 
Á Unconscious / obtunded 

o See 24.8.9 ς Continuous Positive Airway Pressure (CPAP) protocol 

¶ Treat dysrhythmias (see appropriate protocol) 

¶ If hypotension, See 24.4.10 ς Hypotension / Shock protocol 
 

Medications 

¶ Nitroglycerin 0.4 mg SL (Q5 minutes until symptomatic relief) 
o Contraindicated if systolic BP < 130 mmHg 
o Place IV/IO and rule out inferior MI first 

¶ Nitroglycerin paste 0.5 - 2 inch ribbon, applied to anterior chest wall  
o Contraindicated if systolic BP < 130 mmHg 
o Place IV/IO and rule out inferior MI first 

¶ Albuterol 2.5 mg and Ipratropium 0.5 mg nebulized PRN, up to 3 doses, only if wheezing develops 
o Albuterol increases demand on the heart and should be reserved for wheezing 

 

SPECIAL CONSIDERATIONS 
  

¶ Obtain 12 lead ECG as soon as possible, ideally within 5 minutes, and before Nitroglycerin administration 

¶ Patients suffering inferior or posterior infarct or ischemia should not receive nitrates in any form 
o Inferior or posterior MI requires IV fluid support 
o Nitroglycerin in this case can precipitate hypotension or cardiovascular collapse  

¶ Patients who have ingested Viagra, Levitra, Cialis, Revatio, or other erectile dysfunction medicines within 
the last 48 hours should not receive nitrates in any form  
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24.3.4 - CARDIAC ARREST MANAGEMENT  

BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ Initiate CPR τ compressions at a rate of 100 - 120/min 
o Exchange compressors every 2 minutes 
o Minimize interruptions to CPR 

¶ Obtain history from bystanders 

¶ Airway management τ open airway, consider C-spine precautions if trauma is evident  

¶ BVM ventilation with O2 τ provide enough volume to make chest rise 
o BVMτ ratio of 2 ventilations per 30 compressions; consider airway adjuncts (OPA or NPA) 
o ETT / I-Gel / King LT in place τ  one breath every 6 to 8 seconds 
o Avoid hyperventilation τ 10 - 12 breaths/min (1 breath every 6 to 8 seconds) 

¶ Apply pads and AED as soon as they are available, and follow instructions of AED 
o Defibrillate if instructed by AED 

¶ Request ALS response 
  

ALS 
 
Cardiac arrest management: 

¶ Perform cardiac arrest management per ACLS or PALS (see general approach flowsheet below) 

¶ Identify team leader, who analyzes rhythm and assigns tasks /  roles to each member of rescue team  
o Ex: airway management, compressions, code timing, IV /  medication administration 

¶ Establish IV/IO access 

¶ Treat dysrhythmias per protocol: 
o PEA / Asystole τ See 24.3.6 - Dysrhythmia ς Asystole /  Pulseless Electrical Activity (PEA) 
o VF/Pulseless VT - See 24.3.9 - Dysrhythmia ς Ventricular Fibrillation / Pulseless Ventricular 

Tachycardia 
 

Airway management: 

¶ Place advanced airway (I-Gel, King LT, or ETT) 
o Do not interrupt compressions for airway placement 
o I-Gel or King LT are preferred in cardiac arrest (rapid placement, decreased interruptions) 

¶ ETCO2 waveform and value җ 20 mmHg ensures adequate CPR and proper tube placement 

¶ REMOVE ET TUBE IF NO CONSISTENT CAPNOGRAPHY WAVEFORM AND READING IS PRODUCED  

¶ Capnography is required on every patient with an ETT / I-Gel / King LT in place  
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Determination of transport: 

¶ All patients should receive at least 10 minutes of on-scene CPR by EMS, when safely possible 
o High-quality on-scene CPR is associated with increased survival and better neurologic outcomes 
o May not be possible if the scene is unsafe, large crowd, inadequate CPR surface, etc. 

¶ Initiate hospital transport when: 
o Return of spontaneous circulation (ROSC) is achieved at any time 
o 10 minutes (5 cycles) of on-scene CPR without ROSC has been performed 

¶ Continuing on-scene CPR τ For adult patients with no ROSC and no shockable rhythm (VTach / VF) at 
any time, the paramedic may choose to continue on-scene CPR rather than transport, until: 

o Transport conditions are met or  
o The patient meets termination of resuscitation criteria  

Á (See 24.1.3 - Initiation of CPR / Termination of Resuscitation) 
 
Key determinants of survival: 

¶ High-quality chest compressions with minimal interruptions 

¶ Earliest possible defibrillation of VF or VT 

¶ Reduce time between CPR pause, defibrillation, and resuming CPR 
o When possible, continue CPR while charging defibrillator 

¶ Avoid hyperventilation (10 - 12 breaths / min) 

¶ LŘŜƴǘƛŦȅ ŀƴŘ ǘǊŜŀǘ ǊŜǾŜǊǎƛōƭŜ ŎŀǳǎŜǎ όIΩǎ ŀƴŘ ¢Ωǎύ 
 
Return of spontaneous circulation: 

¶ See 24.3.5 - Post Cardiac Arrest Management 
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SPECIAL CONSIDERATIONS 
 
General approach to cardiac arrest:  
 

 
 

Start CPR 
Shockable rhythm? 

Yes No 

VF / VT Asystole / PEA 

Defibrillate (200 J) 
Resume CPR (2 minutes) 

without pulse check 

Resume CPR (2 minutes) 
Epinephrine 1 mg IV/IO 

every 3 - 5 minutes 

Yes Shockable rhythm after 2 
minutes of CPR? 

No 

ROSC? No 

Post-Resuscitation Care 

24.3.5 - Post Cardiac 
Arrest Management 

Yes 

Shockable rhythm after  
2 minutes of CPR? 

Defibrillate (360 J) 
Resume CPR immediately. 
Epinephrine 1 mg IV/IO 

every 3 ς 5 minutes. 
Amiodarone 300 mg IV/IO 

(one total dose). 

Yes 

No 
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REFERENCE MATERIAL 

 
 
 
Potential Causes of Asystole / PEA Treatment 

Hypovolemia (most common) Normal Saline, 1 - 2 liters IV/IO 
Hypoxia Secure airway and ventilate 
Hydrogen Ion-Acidosis Sodium Bicarbonate, 1 mEq/kg IV/IO 
Hyperkalemia (end stage renal disease) Sodium Bicarbonate, 1 mEq/kg IV/IO 
Hypothermia Active rewarming 
Tablets (drug overdose) See overdose protocol for specific treatment 
Tamponade, cardiac Normal saline, 1 - 2 liters IV/IO 
Tension pneumothorax Needle thoracostomy 
Thrombosis, coronary Expedite transport 
Thrombosis, pulmonary Expedite transport 
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24.3.5 - POST CARDIAC ARREST MANAGEMENT  

BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ Obtain history from bystanders 

¶ Vitals τ before and after interventions τ BP, Pulse, RR, SpO2, Temperature, BGL 

¶ Oxygen τ maintain above 94% 

¶ Airway management τ open airway, consider C-spine precautions if trauma is evident  

¶ BVM ventilation with O2 τ provide enough volume to make chest rise 
o Avoid hyperventilation τ 10 - 12 breaths/min (1 breath every 6 to 8 seconds) 

¶ Request ALS response 
  

ALS 
 

¶ Airway management 

¶ IV access 

¶ Cardiac monitoring, 12 lead ECG (evaluate for STEMI) 
 

Hypotension after return of spontaneous circulation (ROSC): 

¶ Defined as systolic BP < 100  
o In pediatrics, systolic BP < [70 + (2 * age)] 

¶ Goal BP is systolic BP җ 120 
o In pediatrics, systolic BP җ [70 + (2 * age)] 

¶ Normal Saline 20 mL/kg IV/IO until systolic BP > 120 mmHg 
o Avoid refrigerator-cooled Normal Saline, which can increase the risk of re-arrest 

¶ Epinephrine άǇǳǎƘ-ŘƻǎŜέ (diluted) 
o Prepare 1:100,000 (10 mcg/mL) by mixing 1 mL of 1:10,000 Epinephrine in 9 mL Normal Saline 
o Administer 1 to 2 mL of this mixture every 2 minutes to titrate to systolic BP target 

Á Check blood pressure between each administration 
 

Altered mental status (GCS motor score < 6) after return of spontaneous circulation (ROSC): 

¶ Airway management, as indicated 

¶ Check BGL 

¶ Avoid hyperthermia 
o Remove excess clothing 
o Cover only with light sheet 
o Avoid heat packs or warmed IV fluids 

 

Cardiac arrhythmias after ROSC: 

¶ Follow appropriate cardiovascular protocol (Bradycardia, Tachycardia with a Pulse) 
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24.3.6 - DYSRHYTHMIA ς ASYSTOLE /  PULSELESS ELECTRICAL ACTIVITY (PEA) 

BLS  
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ Initiate CPR τ compressions at a rate of 100 - 120/min 
o Exchange compressors every 2 minutes 
o Minimize interruptions to CPR 

¶ Obtain history from bystanders 

¶ Airway management τ open airway, consider C-spine precautions if trauma is evident  

¶ BVM ventilation with O2 τ provide enough volume to make chest rise 
o BVMτ ratio of 2 ventilations per 30 compressions; consider airway adjuncts (OPA or NPA) 
o ETT / I-Gel / King LT in place τ  one breath every 6 to 8 seconds 

¶ Apply pads and AED as soon as they are available, and follow instructions of AED 

¶ Request ALS response 

   

ALS 
 
Cardiac arrest management: 

¶ /ŀǊŘƛŀŎ ŀǊǊŜǎǘ ƳŀƴŀƎŜƳŜƴǘ ǇŜǊ άGeneral approach to cardiac arrestέ (see 24.3.4 - Cardiac Arrest 
Management) 

¶ Determine team leader, who analyzes rhythm and assigns tasks /  roles to each member of rescue team  
o Ex: airway management, compressions, code timing, IV /  medication administration 

¶ Initiate CPR immediately 

¶ All patients should receive at least 10 minutes of on-scene CPR by EMS, when safely possible 
o High-quality on-scene CPR is associated with increased survival and better neurologic outcomes 
o May not be possible if the scene is unsafe, large crowd, inadequate CPR surface, etc. 

 
Airway management: 

¶ Place advanced airway (I-Gel, King LT, or ETT) 
o Do not interrupt compressions for airway placement 
o I-Gel or King LT are preferred in cardiac arrest (rapid placement, decreased interruptions) 

¶ ETCO2 waveform and value җ 20 mmHg ensures adequate CPR and proper tube placement 

¶ REMOVE ET TUBE IF NO CONSISTENT CAPNOGRAPHY WAVEFORM AND READING IS PRODUCED  

¶ Capnography is required on every patient with an ETT / I-Gel / King LT in place  
 
Vascular access: 

¶ Place IV / IO 

¶ Make no more than 2 attempts and/or 90 seconds at IV access before resorting to IO use  
 

Medications:  

¶ Epinephrine (1:10,000) 1 mg IV/IO every 3 - 5 min 
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Medications for specific conditions: 

¶ Suspected hyperkalemia (missed dialysis, fistula) τ Sodium Bicarbonate 1 mEq/kg IV/IO and Calcium 
Chloride 1 gram IV/IO 

¶ Hypovolemia τ Normal Saline 1000 mL IV/IO 

¶ Hypoglycemia τ Dextrose 10% (D10) 100 mL IV/IO 
 
Medications for suspected drug overdoses: 

¶ Opioid overdose τ Narcan 2 mg IV/IO 

¶ Calcium channel blocker overdose τ Calcium Chloride 1 gram IV/IO 

¶ Beta blocker overdose τ Glucagon 5 mg IV/IO 

¶ Tricyclic antidepressant overdose τ Sodium Bicarbonate 1 mEq/kg IV/IO 
 
Termination of resuscitation: 

¶ If no response to resuscitative efforts after 20 minutes, refer to 24.1.3 - Initiation of CPR / Termination 
of Resuscitation protocol  
 

SPECIAL CONSIDERATIONS 
 

¶ р IΩǎ: Hypovolemia, Hypoxia, Hydrogen ion (acidosis), Hyperkalemia, Hypothermia 

¶ р ¢Ωǎ: Tablet (drug) overdose, Tamponade, Tension pneumothorax, Thrombosis coronary, Thrombosis 
pulmonary (see chart in 24.3.4 - Cardiac Arrest Management) 
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24.3.7 - DYSRHYTHMIA - BRADYCARDIA 

BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ History τ OPQRST, SAMPLE 

¶ Vitals τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP, Pulse, RR, SpO2 

¶ Oxygen τ maintain above 94% 

¶ Cardiac monitoring 
 

ALS 
 

¶ Airway management 

¶ IV access 

¶ 12 lead ECG 

¶ Administer 250 mL boluses of IV Normal Saline until systolic BP > 90 mmHg 
o Contraindicated if evidence of pulmonary edema / CHF (e.g. rales / crackles) 

¶ Stable symptomatic bradycardia τ defined as normotensive patients with no signs of shock: 
o Provide supportive care, monitor closely, and expedite transport 
o No emergent medications are required 

¶ Unstable bradycardia τ defined as a HR < 60 with τ systolic BP < 90, acutely altered mental status, 
pallor, cyanosis, diaphoresis, shock, respiratory distress, or severe chest pain 

o In this case, do not delay treatment to obtain 12 lead ECG unless the diagnosis is in question 
o See treatment below 

 

Unstable bradycardia medications / interventions: 

¶ Atropine 0.5 mg IV Q 3 minutes PRN, MAX total dose 3 mg, while preparing for pacing 

¶ Initiate transcutaneous pacing using Demand mode: (See 24.8.15 ς External Cardiac Pacing) 
o Start at lowest milliamperes (MA), and increase until electrical capture with pulses achieved 
o Start rate at 70 BPM, and increase to achieve a systolic BP > 90 mmHg (maximum 100 BPM) 
o Once systolic BP > 90, consider sedation or analgesia: 

Á Fentanyl 25 - 50 mcg IV/IO/IN Q5 min PRN, Max 150 mcg, hold if systolic BP < 90  
Á OR Versed 1 mg IV/IO, hold if systolic BP < 90 

¶ If hypotension persists despite Atropine and transcutaneous pacing, consider: 
o Dopamine infusion at 10 - 20 mcg/kg/min to achieve systolic BP > 90 

¶ If hypotension persists despite the above, consider: 
o Epinephrine infusion at 2 - 10 mcg/min to achieve systolic BP > 90 

 

SPECIAL CONSIDERATIONS 
 

¶ For suspected overdose, see 24.4.12 ς Overdose and Poison Ingestion protocol as needed 
o Often: beta blockers, calcium channel blockers, Digoxin, opioids, tricyclic antidepressants (TCAs) 
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24.3.8 - DYSRHYTHMIA ς TACHYCARDIA WITH A PULSE 

BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ History τ OPQRST, SAMPLE 

¶ Vitals τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP, Pulse, RR, SpO2 

¶ Oxygen τ maintain above 94% 

¶ Place defibrillator pads 
  

ALS 
 

¶ Airway management   

¶ IV access 

¶ Cardiac monitoring  

¶ 12 lead ECG 
 

Management of severe tachycardia with a pulse (heart rate > 150 BPM): 
 
STEP ONE τ determine whether patient is STABLE or UNSTABLE: 

(Unstable is defined as systolic BP < 90, acutely altered mental status, or signs of shock) 

¶ If STABLE, move on to step two 

¶ If UNSTABLE:   
o Prepare for synchronized cardioversion immediately: 

Á 1st energy level τ 100 J 
Á If no response τ 200 J 
Á If no response τ 300 J 
Á If no response τ 360 J 

o If unstable and narrow-complex (QRS duration < 120 msec): 
Á May consider trial of Adenosine 6 mg rapid IV push 

o If unstable and wide-complex (QRS duration > 120 msec): 
Á Amiodarone 150 mg IV piggyback 
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STEP TWO τ if STABLE, determine whether rhythm is WIDE or NARROW complex: 

¶ If NARROW (QRS duration < 120 msec): 
o Attempt Vagal maneuvers (Valsalva; blow through an occluded straw; blow into a 10 mL syringe 

and attempt to move plunger, then ƭƛŦǘ ǇŀǘƛŜƴǘΩǎ ƭŜƎǎ ŀŦǘŜǊǿŀǊŘǎύ 
o Adenosine 6 mg rapid IV push 

Á If no response in 2 minutes, Adenosine 12 mg rapid IV push 
Á If no response in 2 minutes, repeat Adenosine 12 mg rapid IV push 

o If no response, Diltiazem 0.25 mg/kg IV over 2 min 
o If Diltiazem is unavailable or allergy, Metoprolol 2 - 5 mg IVP over 1 min (if SBP > 100) 

Á If no response in 5 minutes, Metoprolol 2 - 5 mg IVP over 1 min (if SBP > 100) 

¶ If WIDE (QRS duration > 120 msec): 
o Amiodarone 150 mg IV piggyback 
o If evidence of polymorphic Ventricular Tachycardia (Torsades), administer Magnesium 2 grams 

IV in 10 mL of Normal Saline 

¶ If evidence of hyperkalemia (e.g., dialysis, renal failure, fistula) in wide-complex tachycardia: 
o Calcium Chloride 1 gram IV/IO (contraindicated if patient is on Digoxin / Lanoxin) 
o Sodium Bicarbonate 1 mEq/kg IV/IO 

 

SPECIAL CONSIDERATIONS 
 

¶ /ŀƴ ŎƻƴǎƛŘŜǊ ǎŜŘŀǘƛƻƴ ƻǊ ŀƴŀƭƎŜǎƛŀ ǇǊƛƻǊ ǘƻ ŎŀǊŘƛƻǾŜǊǎƛƻƴΥ  
o ±ŜǊǎŜŘ н π р ƳƎ L±κLh όƛŦ ǎȅǎǘƻƭƛŎ .t Ҕ мллύ 
o hw CŜƴǘŀƴȅƭ 25 - 50 mcg IV/IO/IN Q5 min PRN, Max 150 mcg, hold if systolic BP < 90    

¶ 5ƻ ƴƻǘ ŘŜƭŀȅ ŎŀǊŘƛƻǾŜǊǎƛƻƴ ƛŦ ǇŀǘƛŜƴǘ ƛǎ ǳƴǎǘŀōƭŜ 

¶ CƻǊ Iw ғ мрлΣ ŎƻƴǎƛŘŜǊ ŎŀǳǎŜǎ ƻŦ ǎƛƴǳǎ ǘŀŎƘȅŎŀǊŘƛŀΣ ƛƴŎƭǳŘƛƴƎ ŦŜǾŜǊΣ ǇŀƛƴΣ ƘȅǇƻȄƛŀΣ ǎŜǇǎƛǎΣ ŘŜƘȅŘǊŀǘƛƻƴΣ 
ŀƴȄƛŜǘȅΣ ǎǘƛƳǳƭŀƴǘ ƻǾŜǊŘƻǎŜΣ ŘǊǳƎ ƻǊ ŀƭŎƻƘƻƭ ǿƛǘƘŘǊŀǿŀƭΣ aLΣ ŜǘŎΦ 

o /ƻƴǎƛŘŜǊ bƻǊƳŀƭ {ŀƭƛƴŜ нрл Ƴƭ L±κLh ōƻƭǳǎŜǎ όǎǘƻǇ ŀǘ мллл Ƴ[ ƛŦ ƴƻ ƘȅǇƻǘŜƴǎƛƻƴύ 
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REFERENCE MATERIAL 
 

Management of severe tachycardia with a pulse (HR > 150 BPM) flowchart 
 

 
 

Unstable 

Cardiovert (100 J) Wide or Narrow?  

Vagal Maneuvers 

HR > 150 
Unstable or Stable?  

Stable 

Cardiovert (200 J) 
+ 

Narrow? Adenosine 6 mg IV 
Wide? Amiodarone 150 mg IV 

No response 

Cardiovert (300 J) 

No response 

 

Cardiovert (360 J) 

No response  
No 

Amiodarone 150 mg IV 

Wide Narrow 

No response  
No 

Adenosine 6 mg IV 

No response  

Adenosine 12 mg IV (x2) 

No response 

Diltiazem 0.25 mg/kg IV 
or 

Metoprolol 2 - 5 mg IV 
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24.3.9 - DYSRHYTHMIA ς VENTRICULAR FIBRILLATION /  PULSELESS VENTRICULAR 

TACHYCARDIA 

BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ Initiate CPR τ compressions at a rate of 100 - 120/min 
o Exchange compressors every 2 minutes 
o Minimize interruptions to CPR 

¶ Obtain history from bystanders 

¶ Airway management τ open airway, consider C-spine precautions if trauma is evident  

¶ BVM ventilation with O2 τ provide enough volume to make chest rise 
o BVMτ ratio of 2 ventilations per 30 compressions; consider airway adjuncts (OPA or NPA) 
o ETT / I-Gel / King LT in place  τ  one breath every 6 to 8 seconds 

¶ Apply pads and AED as soon as they are available, and follow instructions of AED 

¶ Request ALS response 
  

ALS  
 
Cardiac arrest management: 

¶ /ŀǊŘƛŀŎ ŀǊǊŜǎǘ ƳŀƴŀƎŜƳŜƴǘ ǇŜǊ άGeneral approach to cardiac arrestέ (see 24.3.4 - Cardiac Arrest 
Management) 

¶ Determine team leader, who analyzes rhythm and assigns tasks /  roles to each member of rescue team  
o Ex: airway management, compressions, code timing, IV /  medication administration 

¶ Initiate CPR immediately 

¶ All patients should receive at least 10 minutes of on-scene CPR by EMS, when safely possible 
o High-quality on-scene CPR is associated with increased survival and better neurologic outcomes 
o May not be possible if the scene is unsafe, large crowd, inadequate CPR surface, etc. 

 
Airway management: 

¶ Place advanced airway (ETT, I-Gel, or King LT); do not interrupt compressions for airway placement 

¶ ETCO2 waveform and value җ 20 mmHg ensures adequate CPR and proper tube placement 

¶ REMOVE ET TUBE IF NO CONSISTENT CAPNOGRAPHY WAVEFORM AND READING IS PRODUCED  

¶ Capnography is required on every patient with an ETT / I-Gel / King LT in place 
 
Vascular access: 

¶ Place IV / IO 

¶ Make no more than 2 attempts and/or 90 seconds at IV access before resorting to IO use  
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Medications:  

¶ Epinephrine (1:10,000) 1 mg IV/IO every 3 - 5 min 

¶ Amiodarone 300 mg IV/IO bolus 
o For persistent VF/VT, give an additional Amiodarone 150 mg IV/IO 

¶ If the patient has Amiodarone allergy OR Amiodarone is unavailable: 
o Lidocaine 1 - 1.5 mg/kg, up to 3 mg/kg IV/IO for initial dose  
o Second dose: Lidocaine 0.5 - 0.75 mg/kg IV/IO (half of initial dose) 

 
Medications for specific conditions: 

¶ Polymorphic VT (Torsades des pointes) τ Magnesium Sulfate 2 - 4 grams IV/IO push over 1 - 2 minutes 

¶ Suspected hyperkalemia (missed dialysis, fistula) τ Sodium Bicarbonate 1 mEq/kg IV/IO and Calcium 
Chloride 1 gram IV/IO 

¶ Hypovolemia τ Normal Saline 1000 mL IV/IO 

¶ Hypoglycemia τ Dextrose 10% (D10) 100 mL IV/IO 
 
Medications for suspected drug overdoses: 

¶ Opioid overdose τ Narcan 2 mg IV/IO 

¶ Calcium channel blocker overdose τ Calcium Chloride 1 gram IV/IO 

¶ Beta blocker overdose τ Glucagon 5 mg IV/IO 

¶ Tricyclic antidepressant overdose τ Sodium Bicarbonate 1 mEq/kg IV/IO 
  

Refractory ventricular fibrillation /  ventricular tachycardia: 
When VF/VT is noted on each consecutive rhythm assessment for 5 treatment cycles, and after 5 defibrillation 
shocks with no change in rhythm: 

¶ Ensure equipment is functioning properly (no faulty or nonfunctioning pad /  wire connection) 

¶ Acquire an additional cardiac monitor to prepare for dual external defibrillation at 400 J total 

¶ Attach an additional set of external defibrillation pads: 
o One set in Anterior-Posterior position, the other in Anterior-Lateral (see attached picture) 
o Pads should not touch one another 

¶ Charge both monitors to 200 J (each) and provide simultaneous defibrillation with both monitors at the 
appropriate time, delivering a total of 400 J 

¶ Continue with VF/VT protocol 
 

If return of spontaneous circulation (ROSC) is obtained: 

¶ Amiodarone infusion (if converted with Amiodarone) 150 mg over 15 min IV  
o 150 mg in 50 mL Normal Saline, 10 gtts set, 1 drop /  2 seconds 

¶ Lidocaine infusion (if converted with lidocaine) 2 mg/min IV  
o 200 mg in 50 mL Normal Saline, 60 gtts set, 2 mg/min (or 30 gtts/min) 

¶ See 24.3.5 - Post Cardiac Arrest Management 
  



 

Issued: May 1, 2017 24.3.9 - Dysrhythmia ς Ventricular Fibrillation / Pulseless Ventricular Tachycardia 
Revised:   Page 62 

SPECIAL CONSIDERATIONS 
 
¶ /ƻƴǎƛŘŜǊ ŜǘƛƻƭƻƎȅ ƻŦ ŀǊǊŜǎǘΦ aŀȅ ǊŜǎƻǊǘ ǘƻ ƻǾŜǊŘƻǎŜ ǇǊƻǘƻŎƻƭΦ  

¶ {ŜŜ ǿƻǊƪŦƭƻǿ ƻŦ ŀǊǊŜǎǘ ōŜƭƻǿ ƛƴ ŎŀǇǘƛƻƴ 

¶ /ƻƴǎƛŘŜǊ р IΩǎ ŀƴŘ р ¢ΩǎΥ  
o π IȅǇƻǾƻƭŜƳƛŀ   π ¢Ŝƴǎƛƻƴ tƴŜǳƳƻǘƘƻǊŀȄ  
o π IȅǇƻȄƛŀ   π ¢ŀƳǇƻƴŀŘŜΣ ŎŀǊŘƛŀŎ 
o π IȅŘǊƻƎŜƴ Lƻƴ ŀŎƛŘƻǎƛǎ  π ¢ƻȄƛƴǎΣ ƻǾŜǊŘƻǎŜ 
o π IȅǇƻκIȅǇŜǊǘƘŜǊƳƛŀ  π ¢ƘǊƻƳōƻǎƛǎΣ ǇǳƭƳƻƴŀǊȅ 
o π IȅǇƻκƘȅǇŜǊƪŀƭŜƳƛŀ  π ¢ƘǊƻƳōƻǎƛǎΣ ŎƻǊƻƴŀǊȅ 

 

REFERENCE MATERIAL 

Double Sequential Defibrillation Pad Placement 
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24.3.10 - CEREBROVASCULAR ACCIDENT (CVA /  STROKE) 

BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ History τ OPQRST, SAMPLE 

¶ Vitals τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP, Pulse, RR, SpO2, Temperature 

¶ Oxygen τ maintain above 95% 

¶ BGL check  
 

ALS 
 

¶ Airway management 

¶ IV access 

¶ Cardiac monitoring and 12 lead ECG 

¶ Perform stroke assessment (Cincinnati Prehospital Stroke Scale): 
o Facial droop: have patient smile or show teeth 

Á Normal τ both sides of the face move equally 
Á Abnormal τ one side of the face does not move as well 

o Arm Drift: patient closes eyes and holds arms outright for 10 seconds 
Á Normal τ both arms move the same OR both arms do not move at all 
Á Abnormal τ one arm does not move OR one arm drifts down, compared with the other 

o Abnormal speech: ƘŀǾŜ ǘƘŜ ǇŀǘƛŜƴǘ ǎŀȅ ǘƘŜ ǿƻǊŘǎΥ άȅƻǳ ŎŀƴΩǘ ǘŜŀŎƘ ŀƴ ƻƭŘ ŘƻƎ ƴŜǿ ǘǊƛŎƪǎέ 
Á Normal τ patient uses correct words with no slurring 
Á Abnormal τ patient slurs words, uses the wrong words, or is unable to speak.  

 
Stroke Alert criteria:  

¶ Any 1 abnormal finding on Cincinnati Prehospital Stroke Scale 
o 84 - 95% predictive of stroke 

¶ No evidence of trauma 

¶ Symptoms are new, with onset < 8 hours (includes if patient woke up with symptoms) 
o Patients with symptoms > 8 hours may have experienced a stroke, but do not meet Alert criteria 

¶ Initial BGL is > 50 

¶ If BGL is < 50, follow hypoglycemia protocol (See 24.4.5 ς Diabetic Emergencies) and reassess 
o If symptoms persist after correction of hypoglycemia, the patient may meet Stroke Alert criteria 

 
Facility notification and selection: 

¶ Have CCC inform the selected facility of Stroke Alert, time of onset, gender, and age of patient  

¶ 0 - 8 hours from onset: transport to nearest Comprehensive Stroke Center (NFRMC or UF Health Shands) 

¶ > 8 hours from onset, transport to any Primary or Comprehensive Stroke Center as a non-alert 
 
If hypotensive: 

¶ Refer to 24.4.10 ς Hypotension / Shock protocol 
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SPECIAL CONSIDERATIONS 
 

¶ Do NOT treat elevated blood pressure without consultation of OLMCP, as this may be a compensatory 
mechanism for maintaining cerebral perfusion pressure 

¶ If patient is intubated, ventilate at CO2 level of 35 mmHg, monitored by ETCO2 capnography 
¶ Obtain name and contact number of witness / family (who saw patient normal last) for the hospital  

¶ Obtain time of symptom onset as well as time last seen normal for documentation 
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24.3.11 - LVAD 

INFORMATION 
 
A left ventricular assist device (LVAD) is a surgically-implanted, battery operated mechanical pump for end-stage 
heart failure. It assists the heart's left ventricle in delivering blood to the body. It consists of an external battery 
and control unit, and a tube that travels from the left ventricle to a pump then to the aorta.  
 

BLS 
 

¶ A PALPABLE PULSE MAY NOT BE FELT τ listen to heart sounds for a continuous whirling sound 
o If no sound is heard and patient is unconscious and unresponsive, start CPR  
o if whirling sound is heard, and the patient is unresponsive and unconscious, transport 

immediately and re-evaluate heart sounds (whirling) 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ History τ OPQRST, SAMPLE 

¶ Oxygen τ maintain above 94% 

¶ ±ƛǘŀƭǎ τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ RR, Pulse (if palpable), SpO2, BGL 
o For blood pressure, attempt to determine the Mean Arterial Pressure (MAP) 
o First attempt a manual blood pressure; the first sound you hear is the MAP 
o If unsuccessful, the monitor may be able to measure a MAP 

¶ Nothing by mouth, unless hypoglycemic (oral glucose is acceptable)  

¶ Locate device ς ǳǎǳŀƭƭȅ ŀǘ ǇŀǘƛŜƴǘΩǎ ǿŀƛǎǘ  
o Identify which device is in place by locating a colored sticker 
o This color can be matched to the specific device in the LVAD guide linked below  

¶ [ƛǎǘŜƴ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŦŀƳƛƭȅ ς they have been trained extensively on the device  

¶ Call the number on the device for LVAD coordinator on call  

¶ DǊŀō ǇŀǘƛŜƴǘΩǎ άbackup bagέ τ it contains 2 extra fully charged batteries and second controller 
o BRING THIS TO THE HOSPITAL WITH PATIENT 

  

ALS 
 

¶ Airway management 

¶ Cardiac monitoring and 12 lead ECG (determine if patient meets STEMI Alert criteria) 

¶ Treat dysrhythmias (see appropriate protocol) 

¶ IV access 

¶ Obtain chief complaint and reference appropriate protocol 

¶ Minimize on scene time and transport to LVAD center (ask family or patient of facility) 

¶ The control unit will often have a specific alarm that may report the problem 

¶ For hypotension (MAP < 65) with evidence of shock, consider Normal Saline 250 mL IV boluses 
o Frequently assess lung sounds; stop at 1000 mL, if MAP > 65, or if abnormal lung sounds 

 
LVAD field use and troubleshooting guide: 

¶ http://www.mylvad.com/sites/mylvadrp/files/Field%20Guides%20Master%20Document.pdf 

 

http://www.mylvad.com/sites/mylvadrp/files/Field%20Guides%20Master%20Document.pdf
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24.3.12 - SYNCARDIA DEVICES 

INFORMATION 
 
A {ȅƴ/ŀǊŘƛŀ ŘŜǾƛŎŜ ƛǎ ŀ ǘƻǘŀƭ ŀǊǘƛŦƛŎƛŀƭ ƘŜŀǊǘΣ ǎǳǊƎƛŎŀƭƭȅ ƛƳǇƭŀƴǘŜŘ ŘǳǊƛƴƎ ŎƻƳǇƭŜǘŜ ǊŜƳƻǾŀƭ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƘŜŀǊǘΦ 
¦ƴƭƛƪŜ ŀƴ [±!5Σ ǘƘŜ {ȅƴ/ŀǊŘƛŀ ŘŜǾƛŎŜ ŘƻŜǎ ƴƻǘ ǊŜƭȅ ƻƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƴŀǘƛǾŜ ƘŜŀǊǘΦ  
 

BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ History τ OPQRST, SAMPLE 

¶ Oxygen τ maintain above 94% 

¶ ±ƛǘŀƭǎ τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP, Pulse, RR, SpO2, Temperature, BGL 

¶ Nothing by mouth, unless hypoglycemic (oral glucose is acceptable) 

¶ [ƛǎǘŜƴ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŦŀƳƛƭȅ ς they have been trained extensively on the device  

 

ALS 
 
Initiate a SYNCARDIA ALERT to UF Health every time the patient calls EMS. 
 
A PALPABLE PULSE MAY NOT BE FELT τ if patient is unresponsive and pulseless, DO NOT PERFORM CPR  

¶ TRANSPORT RAPIDLY  

¶ Airway management 

¶ Continuous ETCO2 monitoring  

¶ IV access 

¶ Obtain chief complaint and reference appropriate protocol 

¶ Minimize on scene time and transport to facility (UF Health) 
o Bring family / significant other if possible  

¶ Locate device τ ǳǎǳŀƭƭȅ ŀǘ ǇŀǘƛŜƴǘΩǎ ǿŀƛǎǘ ƻǊ ƘƛǇ  

¶ Identify error code / malfunction en route and reference hǇŜǊŀǘƻǊΩǎ aŀƴǳŀƭ (see below) 

¶ DǊŀō ǇŀǘƛŜƴǘΩǎ άbackup bagέ τ it contains a backup battery-powered device driver 
o BRING THIS TO THE HOSPITAL WITH PATIENT 

 

SPECIAL CONSIDERATIONS 
 

¶ SynCardia patients are άLoad and Goέ ǇŀǘƛŜƴǘǎ  

¶ A pulse will usually be palpable, but may not be present τ DO NOT PERFORM CPR ON THESE PATIENTS 
o The device is surgically placed and could dislodge during CPR causing further damage  

¶ Do not attach a cardiac monitor: these patients do not have any meaningful electrical activity  
 
{ȅƴ/ŀǊŘƛŀ hǇŜǊŀǘƻǊΩǎ aŀƴǳŀƭ: 

¶ CƻǊ {ȅƴ/ŀǊŘƛŀ ƻǇŜǊŀǘƻǊΩǎ Ƴŀƴǳŀƭ ŀƴŘ ǘǊƻǳōƭŜǎƘƻƻǘƛƴƎ ƎǳƛŘŜΥ 
o http://www.fda.gov/ohrms/dockets/ac/04/briefing/4029b1_final.pdf  

 

http://www.fda.gov/ohrms/dockets/ac/04/briefing/4029b1_final.pdf


 

 

 

24.4 ς EMERGENCY MEDICAL PROTOCOLS 
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24.4.1 ς ABDOMINAL PAIN 

BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ IƛǎǘƻǊȅ τ htvw{¢Σ {!at[9 

¶ ±ƛǘŀƭǎ τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ .tΣ tǳƭǎŜΣ wwΣ {ǇhнΣ .D[Σ ¢ŜƳǇŜǊŀǘǳǊŜ 

¶ hȄȅƎŜƴ τ Ƴŀƛƴǘŀƛƴ ŀōƻǾŜ фп҈ 

¶ /ŀǊŘƛŀŎ ƳƻƴƛǘƻǊƛƴƎ 
 

ALS 
 

¶ L± ŀŎŎŜǎǎ 

¶ мн ƭŜŀŘ 9/D 
 

Severe Nausea and Vomiting: 

¶ hƴŘŀƴǎŜǘǊƻƴ п ƳƎ {[ κ L± όƳŀȅ ǊŜǇŜŀǘ ŘƻǎŜ ŀŦǘŜǊ мл Ƴƛƴύ hw 

¶ tǊƻƳŜǘƘŀȊƛƴŜ мнΦр π нр ƳƎ L± κ Lh όǇŀǘƛŜƴǘ Ƴǳǎǘ ōŜ ƻǾŜǊ мс ȅŜŀǊǎ ƻƭŘύ 

¶ bƻǊƳŀƭ {ŀƭƛƴŜ нрл Ƴ[ L±κLh ōƻƭǳǎŜǎΣ ƘƻƭŘ ŀǘ мллл Ƴ[ ƛŦ ƴƻ ƘȅǇƻǘŜƴǎƛƻƴ 
 

Suspected Nephrolithiasis Pain: 

¶ Toradol 30 mg IV/IO x1 
o Contraindicated if pregnant, history of renal disease, or trauma / possible internal bleeding 
  

SPECIAL CONSIDERATIONS 
 

¶ Pregnant females: use Promethazine 12.5 - 25 mg IV/IO, as first-line agent for treatment of nausea 

¶ Consider life-threatening problems that may present with abdominal pain: MI, perforated abdominal 
organs, GI bleeding, DKA, acute appendicitis, dissecting abdominal aortic aneurysm, ectopic pregnancy 
(ask about menstrual history), toxic ingestions, electrolyte imbalance 

¶ Assess for orthostatic blood pressure changes (lying, sitting, standing) 

¶ If patient presents in shock, refer to 24.4.10 ς Hypotension / Shock protocol 
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24.4.2 ς ALLERGIC REACTIONS /  ANAPHYLAXIS 

BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ History τ OPQRST, SAMPLE 

¶ ±ƛǘŀƭǎ τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP, Pulse, RR, SpO2  

¶ Oxygen τ as needed to maintain SpO2 > 94%  
 

ALS 
 

¶ Airway management 

¶ IV Access 

¶ Cardiac Monitoring 
 

Medications: 

¶ Allergic reaction (itching, swelling, urticaria): 
o Diphenhydramine 25 - 50 mg IV/IO/IM 
o Albuterol 2.5 - 5 mg nebulized PRN for wheezing 

 

¶ Anaphylaxis, WITHOUT hypotension (respiratory distress, severe wheezing, stridor): 
o 9ǇƛƴŜǇƘǊƛƴŜ όмΥмΣлллύ лΦо ƳƎ La 
o 5ƛǇƘŜƴƘȅŘǊŀƳƛƴŜ нр π рл ƳƎ L±κLhκLa 
o Methylprednisolone 125 mg IV/IO 
o Albuterol 2.5 - 5 mg nebulized PRN for wheezing 

 

¶ Anaphylaxis, WITH hypotension (systolic BP < 90): 
o !ƴŀǇƘȅƭŀȄƛǎ ƳŜŘƛŎŀǘƛƻƴǎ ŀǎ ŀōƻǾŜΣ ǇƭǳǎΥ 

Á Epinephrine (1:10,000) 0.5 mg IV/IO Q5 minutes to maintain systolic BP > 90 
Á Normal Saline 20 mL/kg fluid bolus, maintain systolic BP > 90 

 

MEDICAL CONTROL OPTIONS 
 

¶ Epinephrine infusion ς 2 - 10 mcg/min, titrate to maintain systolic BP > 90 

¶ Dopamine infusion ς 10 - 20 mcg/kg/min, titrate to maintain systolic BP > 90 
 

SPECIAL CONSIDERATIONS 
 

¶ Epinephrine is relatively contraindicated in patients with known coronary artery disease, angina, or 
previous MI, except in hypotension, respiratory distress, or life-threatening conditions 

¶ Promethazine (Phenergan) 12.5 - 25 mg slow IV/IO (25 mg deep IM) is to be used only if patient is 
allergic to diphenhydramine (Benadryl) and should not be used in anyone under the age of 16 

¶ Danger signs: rapid progression of symptoms, respiratory distress (stridor, wheezing, dyspnea, increased 
work of breathing, persistent cough, cyanosis), abdominal pain, hypotension, chest pain, dysrhythmias  
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24.4.3 ς ALTERED MENTAL STATUS 

BLS  
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ History τ OPQRST, SAMPLE 

¶ Vitals τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP, Pulse, RR, SpO2, BGL, Temperature, Lactate 

¶ Oxygen τ maintain above 94% 

¶ Cardiac monitoring 
 

ALS 
 

¶ Airway management 

¶ IV access 

¶ 12 lead ECG 
o If cardiac problem is detected, see corresponding cardiac protocol 

¶ Perform Stroke assessment; if positive: 
o See 24.3.10 - Cerebrovascular Accident (CVA /  Stroke) 

¶ Spinal immobilization if trauma suspected / occurred  

¶ If patient presents with hypoglycemia:  
o See 24.4.5 ς Diabetic Emergencies 

¶ Suspected narcotic use / overdose (e.g., RR < 12, pinpoint pupils, history of opiate use): 
o See 24.4.12 ς Overdose and Poison Ingestion 

¶ Hypotension: 
o See 24.4.10 ς Hypotension / Shock protocol 

 

SPECIAL CONSIDERATIONS 
 

¶ CƻǊ ǇǊŜƎƴŀƴǘ ŦŜƳŀƭŜǎΣ tǊƻƳŜǘƘŀȊƛƴŜ мнΦр π нр ƳƎ L±κLh ŦƛǊǎǘπƭƛƴŜ ŀƎŜƴǘ ŦƻǊ ƴŀǳǎŜŀ κ ǾƻƳƛǘƛƴƎ 

¶ IŜƭǇŦǳƭ ƳƴŜƳƻƴƛŎ ŦƻǊ ŀŎǳǘŜ !a{ τ ά5hbΩ¢έ τ 5ŜȄǘǊƻǎŜ όƘȅǇƻƎƭȅŎŜƳƛŀύΣ hȄȅƎŜƴΣ bŀǊŎŀƴΣ ¢ǊŀǳƳŀ 

¶ !ǎǎŜǎǎ ǇŀǘƛŜƴǘ ŦƻǊ ǎŜƛȊǳǊŜ ƘƛǎǘƻǊȅ ŀƴŘκƻǊ ƳŜŘƛŀǘƛƻƴǎ 

¶ !ǎǎŜǎǎ ǇŀǘƛŜƴǘ ŦƻǊ ǳƴŘŜǊƭȅƛƴƎ ŎŀǳǎŜ ƻŦ !a{Φ !ƴƻǘƘŜǊ ƘŜƭǇŦǳƭ ƳƴŜƳƻƴƛŎ ƛǎ ά!9Lh¦π¢Lt{έΥ  
o !ŎƛŘƻǎƛǎ ƻǊ ŀƭŎƻƘƻƭ 
o 9ǇƛƭŜǇǎȅ ƻǊ ŜƴǾƛǊƻƴƳŜƴǘŀƭ όƘȅǇƻǘƘŜǊƳƛŀ ƻǊ ŦŜǾŜǊύ 
o LƴŦŜŎǘƛƻƴ 
o hǾŜǊŘƻǎŜ ƻǊ ƻȄȅƎŜƴ ŘŜŦƛŎƛŜƴŎȅ 
o ¦ǊŜƳƛŀ όǊŜƴŀƭ ŦŀƛƭǳǊŜύ 
o ¢ǊŀǳƳŀ 
o Lƴǎǳƭƛƴ όƘȅǇŜǊ ƻǊ ƘȅǇƻƎƭȅŎŜƳƛŀύ 
o tƻƛǎƻƴǎ ƻǊ ǇǎȅŎƘƛŀǘǊƛŎ 
o {ƘƻŎƪΣ ǎǘǊƻƪŜΣ ƻǊ {¢9aL 

¶ .Ŝ ǇǊŜǇŀǊŜŘ ŦƻǊ ŀ ŎƻƳōŀǘƛǾŜ ǇŀǘƛŜƴǘ ƛŦ ǊŜǾŜǊǎŀƭ ƻŦ ƻǇƛŀǘŜ ŀōǳǎŜ ǿƛǘƘ bŀǊŎŀƴΣ ŀǎ ǿŜƭƭ ŀǎ ŀŎǳǘŜ ǿƛǘƘŘǊŀǿŀƭ 
ǎȅƴŘǊƻƳŜ όǎŜƛȊǳǊŜǎ ƻǊ ŘŜƭƛǊƛǳƳύ  
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24.4.4 ς CARBON MONOXIDE INTOXICATION 

BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ History τ OPQRST, SAMPLE 

¶ Vitals τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP, Pulse, RR, SpO2, BGL, Temperature 

¶ Oxygen τ high flow oxygen via NRB mask regardless of high SpO2% readings 

¶ Cardiac monitoring 
 

ALS 
 

¶ Airway management 

¶ IV access 

¶ 12 lead ECG 

¶ Stroke assessment 

¶ Spinal immobilization if unknown trauma occurred  
 

Medications: 

¶ Oxygen via NRB mask regardless of SpO2% reading τ high flow prophylactic oxygen is needed 
 
If patient shows signs of intoxication and has been exposed to carbon monoxide: 

¶ Consider CPAP at 5 - 10 cmH2O if patient can maintain patent airway 

¶ Signs of intoxication include headache, erythema, slow capillary refill, shortness of breath 
 
If patient is unconscious: 

¶ Appropriate airway management with high flow oxygen (CPAP contraindicated if unconscious) 

¶ Consider altered mental status protocol and reassess patient 

¶ Minimize patient movement 

¶ Transport patient to the closest facility 
 

SPECIAL CONSIDERATIONS 
 

¶ Notify hospital early if you are concerned about carbon monoxide poisoning 

¶ For smoke inhalation patients, also consider cyanide poisoning: 
o  See Cyanide section in 24.4.12 ς Overdose and Poison Ingestion protocol 

¶ Patients may not experience severe respiratory distress with this disorder 

¶ SpO2% readings are often misleading due to the amount of carbon monoxide in the blood 
o Constant high flow oxygen administration is recommended 
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24.4.5 ς DIABETIC EMERGENCIES 

BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ History τ OPQRST, SAMPLE 

¶ Vitals τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP, Pulse, RR, SpO2  

¶ BGL check τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ 
o Alert patients with BGL < 70 may self-administer oral glucose paste or a sugared beverage 

¶ Oxygen τ as needed to maintain above 94% 
 

ALS 
 

¶ Airway management 

¶ IV Access 

¶ Cardiac Monitoring 

¶ Stroke Assessment 

¶ Spinal immobilization if or suspected trauma has occurred 
 

Medications 

¶ For mild hypoglycemia (BGL 60 - 80 mg/dL and verbally responsive): 
o Administer 1 tube of oral glucose 
o Recheck BGL after 15 minutes 

¶ For severe hypoglycemia (BGL < 60, unresponsive, or suspect hypoglycemia despite glucometer): 
o Dextrose 10% (D10) 100 mL IV/IO 

Á Repeat in 10 minutes if BGL remains < 60 mg/dL 
o Glucagon 1 mg IM/IN, if IV access cannot be obtained 

Á Repeat in 10 minutes once for a MAX of 2 mg if needed 

¶ For hyperglycemia (BGL > 400 mg/dL): 
o Normal Saline 20 mL/kg fluid bolus, then decrease to KVO 
o Monitor closely for fluid overload state 
o Recheck BGL intermittently 

 

SPECIAL CONSIDERATIONS 
 

¶ In diabetic patients with nausea, diaphoresis, pallor or unspecified pain, consider cardiac origin 
o Obtain 12 lead ECG (and See 24.3.1 - Chest Pain ς Suspected Cardiac as needed) 

¶ Investigate the cause of hypoglycemic episode for an underlying medical emergency  

¶ If the patient is on oral medications τ metformin (Glucophage), glyburide (Micronase), glipizide 
(Glucotrol), glimepiride (Amaryl), pioglitazone (Actos), or rosiglitazone (Avandia) τ medical control 
must be contacted for refusal of transport before a waiver of refusal can be obtained  
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24.4.6 ς DYSBARISM /  DIVING ACCIDENTS 

 BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ History τ OPQRST, SAMPLE 

¶ Vitals τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP, Pulse, RR, SpO2, BGL 

¶ Oxygen τ maintain above 94% 

¶ Cardiac monitoring 

¶ Spinal immobilization if unknown trauma occurred  
 

ALS 
 

¶ Airway management 

¶ IV access 

¶ Perform stroke assessment (see 24.3.10 - Cerebrovascular Accident (CVA /  Stroke) protocol) 

¶ Keep patient warm 

¶ Monitor for possible /  developing tension pneumothorax 
 

Medications 

¶ Oxygen 100% by NRB regardless of SpO2% level 

 

MEDICAL CONTROL OPTIONS 
 

¶ Fentanyl 25 - 50 mcg IV/IO/IN Q5 min PRN for pain, Max 150 mcg, hold if systolic BP < 90, OR 

¶ Morphine 2 - 5 mg IV/IO Q5 min PRN for pain, Max 15 mg (contraindicated if systolic BP < 90) 
 

SPECIAL CONSIDERATIONS 
 

¶ Take caution with positive pressure ventilation (BVM, intubation), which may worsen a pneumothorax 

¶ Transport to the closest appropriate ED  

¶ For scuba diving injuries τ Divers Alert Network emergency hotline τ 919-684-9111 
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24.4.7 ς GASTROINTESTINAL BLEEDING 

BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ History τ OPQRST, SAMPLE 

¶ Vitals τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP, Pulse, RR, SpO2 

¶ Oxygen τ maintain above 94% 

¶ Cardiac monitoring 
 

ALS 
 

¶ Airway management 

¶ L± ŀŎŎŜǎǎ όн ƭŀǊƎŜ ōƻǊŜ L±Ωǎ ǎǳƎƎŜǎǘŜŘύ 
 

Vomiting blood: 

¶ Monitor airway closely 
 

Medications 

¶ Ondansetron 4 mg IV/IO/SL (may repeat dose after 10 minutes) OR 

¶ Promethazine 12.5 - 25 mg IV/IO (patient must be over 16 years old) 

¶ Normal Saline 250 mL IV/IO boluses, hold at 1000 mL if no hypotension 
 

For hypotension:  

¶ Administer 20 mL/kg of Normal Saline IV/IO 

¶ Repeat at 20 minutes if continued systolic BP < 90  

¶ See 24.4.10 ς Hypotension / Shock protocol for refractory hypotension 
 

SPECIAL CONSIDERATIONS 
 

¶ For pregnant females, use Promethazine 12.5 - 25 mg IV/IO as first-line agent for treatment of nausea 

¶ Transport expeditiously  
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24.4.8 ς HYPERTHERMIA  

BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ Move the patient to a cooler environment 

¶ IƛǎǘƻǊȅ τ htvw{¢Σ {!at[9 

¶ ±ƛǘŀƭǎ τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ .tΣ tǳƭǎŜΣ wwΣ {ǇhнΣ ¢ŜƳǇŜǊŀǘǳǊŜ όƻǊŀƭύΣ .D[ 

¶ /ŀǊŘƛŀŎ ƳƻƴƛǘƻǊƛƴƎ 
 

ALS 
 

Elevated Temperature / Heat Cramps: 

¶ Elevated temperature, but with normal mental status and other vital signs 

¶ May have painful cramps of abdomen or extremities 
o Oral fluids as tolerated 
o Sponge with cool water or Normal Saline 

 

Heat Exhaustion: 

¶ Heat exposure with severe symptoms τ dizziness, lightheadedness, headache, irritability, normal or 
diminished level of consciousness, decreased BP, tachycardia, normal or slightly elevated temperature 

o Remove outer layers of clothing  
o Sponge with cool water or Normal Saline 
o Keep supine 
o IV access 
o Normal Saline 20 mL/kg IV/IO as needed   

 

Heat Stroke: 

¶ Heat exposure with severe alteration in mental status or extremely high temperature (often > 104 °F) 
o Treatment as per heat exhaustion (see above), plus 
o Cold packs to axilla / groin / neck τ if significant shivering, remove packs but continue fanning 

¶ Monitor patient closely  

¶ Rapid Transport 
 

SPECIAL CONSIDERATIONS 
 

¶ Patients under the care of a UF Sports Medicine physician with core temp > 105 °F may be provided a 
cold-water bath for 15 minutes. Afterwards, they will request a rescue for continued care and transport.  

¶ If any other emergency medical conditions exist, EMS will remove patient from bath, take over care, and 
transport (referring to the appropriate protocol) 
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24.4.9 ς HYPERTENSION  

INFORMATION 
 
A hypertensive emergency is defined as a systolic BP > 220 mmHg or a diastolic BP > 110 mmHg. EMS treatment 
of isolated hypertension can result in rapid lowering of blood pressure, which can lead to inadequate blood flow 
to vital organs. Instead, focus on addressing hypertension manifestations like chest pain or heart failure. 
 

BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ History τ OPQRST, SAMPLE 

¶ Vitals ŜǾŜǊȅ р ƳƛƴǳǘŜǎ τ and ōŜŦƻǊŜ κ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP (obtain manual), Pulse, RR, SpO2 

¶ Oxygen τ maintain above 94% 

¶ Cardiac monitoring 
 

ALS 
 

¶ Airway management 

¶ IV access  

¶ Obtain 12 lead ECG 
 

For systolic BP < 220 mmHg, diastolic BP < 110 mmHg, or asymptomatic with BP җ 220/110:  

¶ Provide supportive care only 

¶ Monitor blood pressure and evaluate for symptomatic changes 
 

Severely symptomatic with systolic BP > 220 mmHg or diastolic BP > 110 mmHg: 

¶ Includes severe chest pain, dyspnea, pulmonary edema / CHF, altered mental status 

¶ Chest pain or CHF / pulmonary edema: 
o Nitroglycerin 0.4 mg SL Q5 minutes until symptomatic relief 

Á Contraindicated if systolic BP < 130 mmHg 
o See 24.3.1 - Chest Pain ς Suspected Cardiac or 24.3.3 - Congestive Heart Failure / Pulmonary 

Edema protocol 

¶ If suspected stroke / CVA / TIA: 
o Do NOT treat hypertension ǳnless directed by Medical Control 
o For altered mental status, refer to 24.3.10 - Cerebrovascular Accident (CVA /  Stroke) protocol 

¶ Severe symptoms with BP > 220/110: 
o Supportive care, or may consider Labetalol 0.2 mg/kg slow IV/IO Q10 minutes (Max dose 10 mg) 

Á Contraindicated if bradycardia, AV blocks, heart failure, COPD, asthma, or wheezing 
o If choosing to treat, goal blood pressure is 185/90 mmHg 
o Use Labetalol with caution ς rapid decreases below this level may cause organ damage 

 
For hypertension associated with stimulant drug overdose (e.g. cocaine, methamphetamines): 

¶ Versed 1 - 2 mg IV/IO/IM/IN (may repeat once) 

¶ For overdose, refer to 24.4.12 ς Overdose and Poison Ingestion protocol 
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SPECIAL CONSIDERATIONS 
 

¶ Goal is to decrease BP by no more than 25% of the MAP unless dictated by Medical Control 
o MAP ς άMean Arterial Pressureέ = [(2 x diastolic BP) + systolic BP] / 3 

¶ Hypertension may be a symptom, rather than the cause, of an acute disease! 
o For instance, severe hypertension may help provide extra brain perfusion in stroke 
o Rapid decreases in blood pressure can cause organ damage, ischemic events, or worsen stroke 

¶ Do not use Nitroglycerin if sexual enhancement medications were used in the previous 48 hours 
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24.4.10 ς HYPOTENSION /  SHOCK 

INFORMATION 
 
Shock is a life-threatening state of inadequate blood flow to vital tissues and organs. It can occur with or 
without hypotension. Shock is generally divided into four categories: 
¶ Distributive shock τ inappropriate dilation of blood vessels (e.g. septic shock or anaphylactic shock) 

o Includes neurogenic shock τ brain / spinal cord injury causes inappropriate vasodilation 
¶ Hypovolemic shock τ inadequate circulating intravascular fluids, as seen in hemorrhage or dehydration 
¶ Cardiogenic shock τ άǇǳƳǇ ŦŀƛƭǳǊŜΤέ ǊŜǎŜƳōƭŜǎ /IC κ ǇǳƭƳƻƴŀǊȅ ŜŘŜƳŀ ōǳǘ ǿƛǘƘ ƘȅǇƻǘŜƴǎƛƻƴ 
¶ Obstructive shock τ physical obstruction to cardiac output (e.g. tamponade or tension pneumothorax) 

 

BLS 
 
¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 
¶ History τ OPQRST, SAMPLE 
¶ Vitals τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP (manual), Pulse, RR, SpO2, Temperature, BGL  
¶ Oxygen τ maintain above 94% 
¶ Cardiac monitoring 
¶ Signs /  symptoms of shock include: 

o Hypotension 
o Altered mental status 
o Tachycardia 
o Tachypnea 
o Skin changes: pallor, mottled, or cool and clammy skin 
o Delayed capillary refill 
o Diaphoresis 
o Orthostatic blood pressure changes 

 

ALS 
 
¶ Airway management 
¶ IV access (ideally 2 large-bore) 
¶ 12 Lead ECG 

 

General approach to hypotension / shock: 
¶ Normal Saline 250 mL IV/IO boluses until systolic BP > 90 mmHg and signs of shock improve 

o In general, 20 mL/kg Normal Saline IV/IO, may repeat once  
o Hold if development of pulmonary edema / severe fluid overload state 

¶ For refractory hypotension despite Ҕ нл Ƴ[κƪƎ L± ŦƭǳƛŘǎ ŘŜƭƛǾŜǊŜŘΣ ǎŜŜ άRefractory Hypotensionέ ōŜƭƻǿ 
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Refractory Hypotension τ despite > 20 mL/kg IV fluids delivered τ or if pulmonary edema develops: 
¶ Norepinephrine (Levophed) infusion: 0.5-16 mcg/min IV/IO  

o Infusion: 4 mg in 1000 mL NS or D5W (4 mcg/mL) delivered IV/IO; titrate to systolic BP җ 90 
mmHg  

OR 
¶ Dopamine infusion: 10 - 20 mcg/kg/min IV/IO and titrate to effective SBP  

o Infusion: 400 mg in 250 mL D5W (1600 mcg/mL, use 60 gtts); titrate to systolic BP җ 90 mmHg  
If the above are unavailable:  
¶ Epinephrine infusion: 2 - 10 mcg/min IV/IO  

o Infusion: 2 mg in 250 mL NS or D5W (8 mcg/mL, use 60 gtts); titrate to systolic BP җ 90 mmHg  
 

Hypovolemic shock (dehydration, hemorrhage): 
¶ For dehydration or controlled hemorrhage: 

o Normal Saline 20 mL/kg IV/IO (may repeat once) to achieve systolic BP > 90 mmHg 
o Frequently reassess lung sounds 

¶ For uncontrolled hemorrhage: 
o Control of external hemorrhage 
o Normal Saline 250 mL IV boluses to maintain peripheral pulses 

¶ For refractory hypotension despite > 20 mL/kg IV fluids delivered (or if pulmonary edema develops), see 
άwŜŦǊŀŎǘƻǊȅ IȅǇƻǘŜƴǎƛƻƴέ ŀōƻǾŜ 

 
Distributive shock: 
¶ For suspected septic shock, see 24.4.17 ς SEPSIS protocol 

o Fluid bolus Normal Saline 20 mL/kg IV/IO 
Á May repeat fluid bolus Normal Saline 20 mL/kg IV once 

o If no improvement after fluid challenge, move tƻ άwŜŦǊŀŎǘƻǊȅ IȅǇƻǘŜƴǎƛƻƴέ ŀōƻǾŜ 
¶ For suspected anaphylactic shock, see 24.4.2 ς Allergic Reactions / Anaphylaxis protocol 

o Normal Saline 20 mL/kg IV/IO to achieve systolic BP > 90 mmHg 
o Epinephrine (1:1,000) 0.3 IM 
o Diphenhydramine 25 - 50 mg IV/IO/IM 
o Albuterol 2.5 - 5 mg nebulized PRN for wheezing 
o Methylprednisolone (Solu-Medrol) 125 mg IV/IO 
o If hypotension persists: 

Á Epinephrine (1:10,000) 0.5 mg IV/IO Q5 min to maintain systolic BP > 90 
¶ For suspected neurogenic shockΣ ǎŜŜ άgeneral approach to hypotension / shockέ ŀōƻǾŜ 

o Patient may be bradycardic or normal pulse with warm skin despite hypotension 
o Manage airway while maintaining C-spine immobilization 
o Consider full spinal immobilization on LSB 
o Administer oxygen regardless of saturation level 
o Keep patient warm 

 

Cardiogenic shock (CHF): 
¶ Manage airway by positioning patient upright if tolerated 
¶ Normal Saline IV/IO 100 mL initial challenge 
¶ If SBP improves, continue cautious fluid boluses until no further improvements or SBP 90 - 100 mmHg 
¶ LŦ ƴƻ ƛƳǇǊƻǾŜƳŜƴǘ ŀŦǘŜǊ ŦƭǳƛŘ ŎƘŀƭƭŜƴƎŜΣ ƳƻǾŜ ǘƻ άwŜŦǊŀŎǘƻǊȅ IȅǇƻǘŜƴǎƛƻƴέ ŀōƻǾŜ 
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SPECIAL CONSIDERATIONS 
 
¶ άCƛƭƭ ǘƘŜ ǘŀƴƪέ ōŜŦƻǊŜ ŀŘƳƛƴƛǎǘŜǊƛƴƎ ǾŀǎƻǇǊŜǎǎƻǊǎΗ Patients should receive copious fluid resuscitation 

(generally, 20 to 40 mL/kg IV Normal Saline) prior to vasopressors 
o Providing vasopressors without adequate fluid resuscitation can lead to limb or organ necrosis 

¶ Prior to infusions, ensure that the IV is in place and flushes and draws blood easily.  If there is any 
concern for infiltration, then the infusion should be administered via IO.   

o Infiltration of vasopressors outside an IV can lead to limb-threatening necrosis 
o Evidence of infiltration needs to be marked and the receiving facility notified immediately 

¶ If significant trauma or severe illness, do NOT delay transport to obtain vascular access 
¶ In general, a normal systolic BP in pediatrics is 70 + (age x 2) 

 



 

Issued: May 1, 2017  24.4.11 ς Hypothermia 
Revised:    Page 81 

24.4.11 ς HYPOTHERMIA  

BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ History τ OPQRST, SAMPLE 

¶ Vitals τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP, Pulse, RR, SpO2, Temperature (oral), BGL 

¶ Assess vitals over one minute before declaring absent 

¶ Remove patient from cold environment 

¶ Oxygen τ maintain above 94% 

¶ Cardiac monitoring 
 

ALS 
 

¶ Airway management 

¶ IV access  

¶ 12 lead ECG 

¶ Warm patient in patient compartment of truck 
 

Core Temperature > 95 °F: 

¶ Remove wet or cold clothing, wrap patient in blankets 

¶ Warm IV Normal Saline (if possible) 250 mL boluses up to MAX 1000 mL 
 

Core Temperature < 95 °F: 

¶ Remove wet or cold clothing, wrap patient in blankets 

¶ Warm IV Normal Saline (if possible) 250 mL boluses up to MAX 1000 mL 

¶ Treat cardiac dysrhythmias per appropriate cardiac protocol       
 

Frostbite (local hypothermia) 

¶ Handle injured part gently; leave uncovered 

¶ Do not allow injured part to thaw if chance exists for the part to refreeze before arrival at ED 
 

SPECIAL CONSIDERATIONS 
 

¶ Handle patient gently; the hypothermic heart is irritable and ventricular arrhythmias may occur 

¶ Shivering stops below 90 °F (32 °C) and below this the patient may have a precipitous decline  
o Below 88 °F (31 °C), ventricular fibrillation is a common cause of death 

¶ No cardiac arrest should undergo termination of resuscitation until the hypothermia is resolved 
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24.4.11 ς NAUSEA AND VOMITING 

BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ History ς OPQRST, SAMPLE 

¶ Vitals τ BP, Pulse, RR, SpO2, Temperature 

¶ Oxygen τ maintain above 94% 

¶ Nothing by mouth 
 

ALS 
 

¶ Acquire 12 lead ECG 

¶ IV access 

¶ Cardiac monitoring 
 

Medications: 

¶ Ondansetron 4 mg IV/IO/SL (may repeat dose after 10min) OR 

¶ Promethazine 12.5 ς 25 mg IV/IO (patient must be over 16 years old) 
 

SPECIAL CONSIDERATIONS 
 

¶ CƻǊ ǇǊŜƎƴŀƴǘ ŦŜƳŀƭŜǎΣ ǳǎŜ tǊƻƳŜǘƘŀȊƛƴŜ мнΦр ς нр ƳƎ ŀǎ ŦƛǊǎǘπƭƛƴŜ ŀƎŜƴǘ ŦƻǊ ǘǊŜŀǘƳŜƴǘ ƻŦ ƴŀǳǎŜŀ 

¶ /ƻƴǎƛŘŜǊ ƭƛŦŜπǘƘǊŜŀǘŜƴƛƴƎ ǇǊƻōƭŜƳǎ ǘƘŀǘ Ƴŀȅ ǇǊŜǎŜƴǘ ǿƛǘƘ ƴŀǳǎŜŀ ŀƴŘ ǾƻƳƛǘƛƴƎΥ {¢9aLΣ ǎŜǇǎƛǎΣ DL 
ōƭŜŜŘƛƴƎΣ 5Y!Σ ŀŎǳǘŜ ŀǇǇŜƴŘƛŎƛǘƛǎΣ ǘƻȄƛŎ ƛƴƎŜǎǘƛƻƴΣ ŜƭŜŎǘǊƻƭȅǘŜ ƛƳōŀƭŀƴŎŜ  

¶ !ǎǎŜǎǎ ŦƻǊ ƻǊǘƘƻǎǘŀǘƛŎ ōƭƻƻŘ ǇǊŜǎǎǳǊŜ ŎƘŀƴƎŜǎ όƭȅƛƴƎΣ ǎƛǘǘƛƴƎΣ ǎǘŀƴŘƛƴƎύ 

¶ LŦ ǇŀǘƛŜƴǘ ǇǊŜǎŜƴǘǎ ƛƴ ǎƘƻŎƪΣ ǊŜŦŜǊ ǘƻ 24.4.10 ς Hypotension / Shock ǇǊƻǘƻŎƻƭ 

¶ LŦ ǎƘƻǿƛƴƎ ǎƛƎƴǎ ƻŦ ŘŜƘȅŘǊŀǘƛƻƴ ŀƴŘ ƴƻ ƘƛǎǘƻǊȅ ƻŦ /ICΥ 
o /ƻƴǎƛŘŜǊ bƻǊƳŀƭ {ŀƭƛƴŜ нрл Ƴ[ L±κLh ōƻƭǳǎŜǎ όǎǘƻǇ ŀǘ мллл Ƴ[ ƛŦ ƴƻ ƘȅǇƻǘŜƴǎƛƻƴύ 
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24.4.12 ς OVERDOSE AND POISON INGESTION 

BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ History τ OPQRST, SAMPLE 

¶ Vitals τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP, Pulse, RR, SpO2, Temperature, BGL  

¶ Oxygen τ maintain above 94% 

¶ Cardiac monitoring 
 

ALS 
 

¶ Airway management 

¶ 12 lead ECG 

¶ IV access  

¶ Determine agent, time, amount of ingestion, and circumstances of event 

¶ Retain and transport any pill bottles, containers, or other identifying material  

¶ Notify CCC to contact Florida Poison Control (1-800-222-1222) and to advise of your destination hospital  
 

General approach:  

¶ For wide-complex QRS, Sodium Bicarbonate 1mEq/kg IV, Repeat once more in 5 to 10 minutes 

¶ Refer to the appropriate protocol if the follow occurs:  
o 24.3.8 - Dysrhythmia ς Tachycardia with a Pulse 
o 24.3.7 - Dysrhythmia - Bradycardia 
o 24.4.3 ς Altered Mental Status 
o 24.4.16 ς Seizures 
o 24.4.11 ς Nausea and Vomiting 

 

TRICYCLIC ANTIDEPRESSANTS 
 
Signs and symptoms:       

¶ Tachycardia, bradycardia, ventricular arrhythmias (wide QRS), shock, hypotension, cardiac arrest 
Examples: 

¶ Amitriptyline, Amoxapine, Desipramine (Nopramin), Imipramine (Tofranil), Protriptyline (Vivactil), 
Trimpramine (Surmontil) 

Treatment: 

¶ Hyperventilation (alkalization) 

¶ Sodium Bicarbonate 1 mEq/kg IV (may repeat in 10 minutes) 
 

CHOLINERGIC POISONING 

 
Precautions: 

¶ May result from inhalation or topical exposure. Extreme caution to responding units. Patient must be 
decontaminated prior to transport. 
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Signs and symptoms:  

¶ SLUDGE: Salivation, Lacrimation, Urination, Diaphoresis, GI upset, Emesis 
Examples: 

¶ Organophosphates (pesticides), carbamate, nerve agents  

Treatment: 

¶ HAZMAT alert if needed 

¶ Supplemental O2 

¶ Remove all contaminated clothing and flush toxic chemicals 

¶ Atropine 2 mg IV/IO Q 5 min τ titrate dosing to improvement in respiratory /  bronchial secretions  
 

ACETAMINOPHEN  

 
Precautions: 

¶ If possible, determine amount ingested. Dosing of antidote is based on amount ingested. 

¶ Toxic level is > 140 mg/kg or > 7.5 grams in an adult 
Signs and symptoms: 

¶ Nausea, vomiting, stomach pain, low appetite. Patient may have no symptoms despite toxic overdose.  
Examples:  

¶ Tylenol 

Treatment: 

¶ Rapid transport 
 

DIGOXIN 
 
Signs and symptoms:  

¶ Bradycardia, SVT, ventricular arrhythmias (wide-complex), shock, cardiac arrest 
Examples: 

¶ Digoxin, Digi-toxin, Foxglove, Oleander 

Treatment: 

¶ Magnesium Sulfate 2 grams slow IV/IO  
 

CYANIDE 
 
Signs and symptoms:  

¶ Headache, altered mental status, confusion, seizures, coma, dyspnea, respiratory distress, chest pain, 
nausea / vomiting, hypertension, hypotension, shock, cardiovascular collapse, cardiac arrest 

Examples: 

¶ Known smoke inhalation / cyanide exposure  

Treatment: 

¶ Transport expeditiously 

¶ Contact District Chief to request CyanoKit (see 24.8.20 ς CyanoKit (Hydroxocobalamin for Injection) 
protocol) 
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METHANOL, ETHYLENE GLYCOL, TOXIC ALCOHOLS 
 
Signs and symptoms:  

¶ Known ingestion / exposure 
Examples: 

¶ Antifreeze, Methanol, Ethylene glycol, Rubbing alcohol 

Treatment 

¶ Transport expeditiously 
 

ACUTE DYSTONIC REACTION /  ANTIPSYCHOTICS 
 
Signs and symptoms:  

¶ Known ingestion 

¶ Extrapyramidal symptoms: 
o Dystonia τ continuous spasms and muscle contractions 
o Dyskinesia τ slow or jerky movements 
o Akathisia τ motor restlessness 

Examples: 

¶ Haloperidol, Prolixin, Thorazine, Prochlorazine / Compazine, Promethazine /  Phenergan 

Treatment: 

¶ Diphenhydramine 50 mg IV 
 

BETA BLOCKERS 
 
Signs and symptoms:  

¶ Known ingestion, bradycardia, hypotension, bronchospasm, altered mental status, cardiac arrest 
Examples 

¶ Propanolol, Atenolol /  Tenormin, Metoprolol /  Lopressor, Nadolol /  Corgard, Timolol /  Blocadren, 
Labetalol /  Trandate, Esmolol /  Brevibloc 

Treatment 

¶ If SBP < 90 mmHg, altered mental status, bradycardia, 2nd or 3rd degree heart block: 
o Atropine 0.5 mg IV/IO Q3 min as needed, MAX 3 mg 
o No response τ Calcium Chloride 1 gram slow IV/IO (contraindicated with Digoxin use) 

Á May repeat once if no relief 
o No response τ Glucagon 1 - 3 mg IV/IN, may repeat once if no relief 
o No response OR 2nd or 3rd degree heart block, begin transcutaneous pacing 

 

CALCIUM CHANNEL BLOCKERS 
 
Signs and symptoms:  

¶ Known ingestion, bradycardia, hypotension, bronchospasm, altered mental status, cardiac arrest 
Examples: 

¶ Amlodipine / Norvasc, Nifedipine /  Procardia /  Adalat, Feldipine /  Pendil /  Rendil, Verapamil /  Calan, 
Isradipine /  Dynacirc, Diltiazem /  Cardizem, Nicardipine /  Cardene   
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Treatment: 

¶ If SBP < 90 mmHg, altered mental status, bradycardia, or 2nd or 3rd degree heart block: 
o Atropine 0.5 mg IV/IO Q3 min as needed, MAX 3 mg 
o No response τ Calcium Chloride 1 gram slow IV/IO (contraindicated with Digoxin use) 

Á May repeat once if no relief 
o No response τ Glucagon 1 - 3 mg IV/IN, may repeat once if no relief 
o No response OR 2nd or 3rd degree heart block, begin transcutaneous pacing 

 

BENZODIAZEPINES 
 
Signs and symptoms:  

¶ Known ingestion, central nervous system, depression, slurred speech, respiratory depression, ataxia, 
impaired balance, altered mental status 

Examples: 

¶ Diazepam /  Valium, Estazolam /  Prosom, Flurazepam /  Dalmane, Lorazepam /  Ativan, Alprazolam /  
Xanax, Clonazepam /  Klonopin 

Treatment 

¶ Airway management 

¶ IV Normal Saline 

¶ Prompt transport 
 

STIMULANTS /  SYMPATHOMIMETIC 

 
Signs and symptoms:  

¶ Known ingestion, tachycardia, SVT, ventricular arrhythmias, hypertension, shock, cardiac arrest, 
agitation, altered mental status 

Examples: 

¶ Amphetamines, methamphetamine, cocaine, phenyclidine (PCP) 

Treatment: 

¶ Airway management 

¶ IV Normal Saline 

¶ Versed 1 - 2mg slow IV/ IO/IN/IM (may repeat once) 
 

OPIATES 
 
Signs and symptoms: 

¶ Known ingestion, pinpoint pupils, slow respiratory drive, hypotension, altered mental status 
Examples: 

¶ Heroin, Fentanyl, Methadone, Morphine, Oxycodone, Hydrocodone, Oxycontin, Codeine 

Treatment: 

¶ Airway management 

¶ Narcan 0.4 - 2 mg IV/IO/IN/IM  
o Repeat as necessary for improvement in respiratory drive 
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DRUG OVERDOSE CHART 
 
 

Drug Class/Examples Cardiovascular Signs of Toxicity Treatment to Consider 

Stimulants, Sympathomimetic 
Amphetamines 
Methamphetamine Cocaine 
Phencyclidine (PCP) 

Tachycardiaz 
Supraventricular & 
ventricular arrhythmias 
Hypertension Acute coronary 
syndromes  
Shock 
Cardiac arrest 

Benzodiazepines 
Lidocaine 
Sodium Bicarb 
Propranolol & other nonselective 
-̡blockers maybe harmful and 

controversial 

Calcium Channel Blockers 
Verapamil 
Nifedipine 
Diltiazem 

Bradycardia  
Impaired condition  
Shock 
Cardiac arrest 

Mixed h -κ-̡agonist 
Pacemaker 
Calcium infusions 
Insulin euglycemia 

-̡Adrenergic Receptor 
Blockers 
Propranolol 
Atenolol 

Bradycardia  
Impaired condition  
Shock  
Cardiac arrest 

Pacemakers 
aƛȄŜŘ ʰ-κʲ ŀƎƻƴƛǎǘ 
Glucagon, insulin 
Insulin euglycemia 

Tricyclic 
Antidepressants 
Amitriptyline  
Desipramine  
Nortriptyline 

Tachycardia 
Bradycardia 
Ventricular arrhythmias  
Impaired conduction  
Shock,  
Cardiac arrest 

Sodium Bicarb 
aƛȄŜŘ ʰ-κʲ ŀƎƻƴƛǎǘ ƻǊ ʰ-agonist 
Lidocaine 

Cardiac Glycosides 
Digoxin 
Digitoxin 
Foxglove Oleander 

Bradycardia  
Supraventricular / ventricular 
arrhythmias  
Impaired conduction  
Shock,  
Cardiac arrest 

Digoxin-specific fragments 
(Digibind)  
Magnesium 
Pacemaker 

Anticholinergics  
Diphenhydramine  
Doxylamine 

Tachycardia  
Supraventricular / ventricular 
arrhythmias  
Impaired conduction  
Shock, 
Cardiac arrest 

Physostigmine 

Cholinergic 
Carbamate  
Nerve agents  
Organophosphates 

Bradycardia 
Ventricular arrhythmias  
Impaired conduction,  
Shock 
Pulmonary edema,  
Bronchospasm 
Cardiac arrest 

Atropine  
Decontamination  
Pralidoxime  
Obidoxime 



 

Issued: May 1, 2017  24.4.12 ς Overdose and Poison Ingestion 
Revised:    Page 88 

Drug Class/Examples Cardiovascular Signs of Toxicity Treatment to Consider 
Opiates 
Heroin 
Fentanyl 
Methadone 

Hypoventilation  
Bradycardia,  
Hypotension 

Naloxone 
Nalmefene 

Isoniazid Lactic acidosis with / without 
seizures 
Tachycardia 
Bradycardia 
Shock, 
Cardiac arrest 

Pyridoxide 
(Vitamin B6) 

Sodium Channel Blockers 
¢ȅǇŜ мɮ ŀƴǘƛŀǊǊƘȅǘƘƳƛŎǎ 
Propranolol 
Verapamil 
Tricyclic antidepressants 

Impaired conduction 
Bradycardia 
Ventricular arrhythmias 
Seizures 
Shock, 
Cardiac arrest 

Sodium Bicarb 
Pacemakers 

-hκʲ !Ǝƻƴƛǎǘ  
Lidocaine  
Hypertonic saline 
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24.4.13 ς PAIN MANAGEMENT 

BLS 
 
¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 
¶ History τ OPQRST 
¶ Vitals τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP, Pulse, RR, SpO2 
¶ Oxygen τ maintain above 94% 
¶ Cardiac monitoring 

 

ALS 
 
¶ IV access 

 

Analgesic agents may be administered for patients experiencing severe pain from any one of the following: 
¶ Isolated extremity injury (suspected fractures, dislocations, and animal bites) 
¶ Large lacerations or road rash 
¶ Burns without airway, breathing, or circulatory compromise 
¶ Sickle cell disease ǿƛǘƘ Ǉŀƛƴ ǘƘŀǘ ƛǎ ǘȅǇƛŎŀƭ ŦƻǊ ǘƘŀǘ ǇŀǘƛŜƴǘΩǎ pain crisis 
¶ Acute back pain or spasm 
¶ Severe abdominal pain 
¶ Flank or abdominal pain concerning for kidney stone 

 
Medications 
¶ Fentanyl 25 - 50 mcg IV/IO/IN Q5 min PRN, up to MAX 150 mcg, hold if systolic BP < 90 

OR 
¶ Morphine 2 - 5 mg IV/IO/IM Q 10 min PRN, MAX 15 mg, hold if systolic BP < 90 

OR 
¶ Toradol 30 mg IVP/IO X1 for suspected kidney stone (nephrolithiasis) pain  

o Not used if there is history of renal disease 
o Not used in trauma due to possible internal bleeding 

 
¶ May treat nausea with: 

o Ondansetron (Zofran) 4mg IV/IO/SL 
OR 

o Promethazine (Phenergan) 12.5 - 25 mg IV/IO (patients > age 16 or pregnant) 
 

SPECIAL CONSIDERATIONS 
 
¶ Contraindications:  

o Hypotension (systolic BP < 90), altered mental status, respiratory distress, medication allergy, 
pain is chronic, headache  

¶ Considerations:   
o Chest pain should be treated per 24.3.1 - Chest Pain ς Suspected Cardiac  
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REFERENCE MATERIAL 
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24.4.14 ς PSYCHIATRIC DISTURBANCES /  EXCITED DELIRIUM 

BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ History τ OPQRST, SAMPLE 

¶ Vitals τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP, Pulse, RR, SpO2, Temperature, BGL  

¶ Oxygen τ maintain above 94% 

¶ Cardiac monitoring 
 

ALS 
 

¶ Airway management 

¶ IV access  

¶ Assess patient for any medical problem or traumatic injury 

¶ Call law enforcement for assistance if concerns of violent behavior 
 

Medications 

¶ Versed 1 - 2 mg IV/IO/IM/IN, may repeat once 

¶ Haldol 2.5 - 5 mg IV/IO/IM, Max 10 mg 

¶ Physical restraints if needed 
 

SPECIAL CONSIDERATIONS 
 

¶ A psychiatric disturbance is acute mental distress or disability NOT associated with a medical condition  

¶ Excited Delirium may feature: agitation, anxiety, hallucination, disorientation, violent and bizarre 
behavior, insensitivity to pain, elevated body temp, or superhuman strength 

¶ Always involve law enforcement if the patient may present a significant danger to him/herself, 
bystanders, or towards EMS  

¶ Restrain patients in the supine or lateral recumbent position only, using no excessive force  
o Never allow patients to be restraƛƴŜŘ ƛƴ ǘƘŜ άƘƻƎ ǘƛŜŘέ Ǉƻǎƛǘƛƻƴ  

¶ Any patient who is psychotic or could present a danger to personnel will be transported with 2 
personnel in the patient compartment  

¶ Restrained patients must have cardiac monitor attached during transport and close monitoring of airway 
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24.4.15 ς RESPIRATORY DISTRESS 

BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ History τ OPQRST, SAMPLE 

¶ Vitals τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP, Pulse, RR, SpO2, Temperature  

¶ Oxygen τ maintain above 94% 

¶ Cardiac monitoring 
 

ALS 
 

¶ Airway management 
o Observe for signs of respiratory failure: hypoxia despite 100% oxygen, poor respiratory effort, 

altered mental status / diminished LOC, inability to protect airway 

¶ IV access  

¶ 12 lead ECG 

¶ CPAP if initial symptoms are severe (24.8.9 ς Continuous Positive Airway Pressure (CPAP)): 
o Use manufacturer settings for asthma / COPD or CHF τ generally 5 - 10 cmH2O 
o Brief pauses are acceptable to administer medications   

¶ Consider whether dyspnea is a chest pain / angina equivalent: 
o If so, administer Aspirin 325 mg PO 

 

Acute bronchospasm (wheezing or history of asthma or COPD): 

¶ Albuterol 2.5 ς 5 mg nebulized; may repeat as needed during transport if HR < 160 

¶ If patient does not improve with Albuterol (home or EMS): 
o Albuterol 2.5 mg and Ipratropium 0.5 mg nebulized 

¶ Methylprednisolone 125 mg IV/IO 

¶ Consider CPAP at 5 cmH2O  
 

Acute pulmonary edema (history of CHF, lower extremity edema, elevated systolic BP, wet lung sounds): 

¶ Nitroglycerin 0.4 mg SL; may repeat as needed every 5 minutes 
o Contraindicated if systolic BP < 130 mmHg, evidence of inferior MI, or sexual enhancement 

medication (Viagra, Levitra, Cialis) use within 48 hours  

¶ Consider CPAP at 5 - 10 cmH2O 

¶ If patient develops wheezing in addition to CHF symptoms: 
o Albuterol 2.5 mg and Ipratropium 0.5 mg nebulized 

¶ See 24.3.3 - Congestive Heart Failure / Pulmonary Edema protocol 
 

Foreign body obstruction suspected: 

¶ Attempt suction and removal with Magill forceps if directly visualized 

¶ Observe for impending respiratory failure 

¶ If unconscious or unresponsive: 
o Give a series of 30 chest compressions, then inspect for object in airway  before attempting BVM 
o If unsuccessful after one series of compressions and ventilations, attempt to directly visualize 

and remove object with laryngoscope and Magill forceps 
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Drowning: 

¶ Spinal immobilization as indicated for evidence of trauma 

¶ Thorough suctioning of airway 

¶ Consider CPAP at 5 - 10 cmH2O for patients with significant hypoxia or dyspnea 

¶ Airway management as needed for respiratory failure 

¶ Keep patient warm and transport expeditiously  
 

Croup or epiglottitis (infectious upper airway obstruction): 

¶ 100% oxygen via NRB mask  

¶ Calm patient and keep in position of comfort  

¶ If SpO2 is consistently < 90% with labored breathing, contact Medical Control       
 

MEDICAL CONTROL OPTIONS 
 

¶ Refractory bronchospasm / wheezing / COPD / asthma: 
o Magnesium sulfate 1 - 2 grams slow IV/IO over 5 minutes 
o Epinephrine (1:1000) 0.3 mg IM in lateral thigh  

¶ Croup or Epiglottitis: Epinephrine 0.5 mg in 2 mL Normal Saline nebulized  
 

SPECIAL CONSIDERATIONS 
  

¶ CPAP indicated only if SBP is > 100 mmHg τ contact medical control if SBP is < 100 mmHg 
o Record vitals every 5 minutes with CPAP use 
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24.4.16 ς SEIZURES  

BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ History ς OPQRST, SAMPLE 

¶ Vitals τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP, Pulse, RR, SpO2, Temperature, BGL 

¶ Oxygen τ maintain above 94% 

¶ Cardiac monitoring 

¶ Protect patient from injury 

¶ Immobilization if trauma occurred / indicated 
 

ALS 
 
¶ Airway management 
¶ IV access 

 

Medications: 

¶ For repeated seizures OR seizures lasting longer than 2 minutes: 
o Versed 1 - 2 mg IV/IO/IM/ IN  

Á May repeat dose every 2 min if seizure activity persists, Max 10 mg  
 

MEDICAL CONTROL OPTIONS 
 

¶ If prolonged transport time and/or seizure is refractory to Versed: 
o Lidocaine 1 mg/kg slow IV/IO 
 

SPECIAL CONSIDERATIONS 
 

¶ Consider reason for seizure activity. Example: poisoning, overdose, low BGL, or eclampsia 
o Refer to the appropriate protocol for correct treatment and management of seizures  

¶ Prepare to manage airway in case of decreased respiratory status after Versed use  
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24.4.17 ς SEPSIS  

BLS 
 
¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 
¶ History τ OPQRST, SAMPLE 
¶ Vitals τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP, Pulse, RR, SpO2, Temperature, BGL  
¶ Oxygen τ maintain above 94% 
¶ Cardiac monitoring 

 

ALS 
 
¶ Airway management       
¶ Continuous monitoring of non-invasive ETCO2 
¶ Determine if patient meets SEPSIS Alert criteria (see below) 
¶ 12 lead ECG 
¶ IV access 
¶ Fluid bolus Normal Saline 20 mL/kg IV/IO 

o May repeat fluid bolus Normal Saline 20 mL/kg IV once 
o If no improvement after fluid challenge, move to Refractory Hypotension below 

 

Sepsis Alert criteria: 
¶ Concern for infection (cough, malodorous or painful urine, rash, abdominal pain, etc.)  
AND 
¶ Two or more Systemic Inflammatory Response Syndrome (SIRS) symptoms: 

o Temperature җ 100.4 °F (38.0 °C) or < 96.8 °F (36.0 °C) 
o Heart rate җ 90 beats per minute 
o Respiratory rate җ 20 breaths per minute 
o White blood cell count of җ 12,000 or Җ 4,000, or җ 10% bands (if lab results available) 

AND 
¶ Signs of end-organ damage (any one of the following): 

o Hypotension (systolic BP Җ 90) 
o ET/hн Җ нр mmHg or Lactate > 4 mmol/L 
o Modified shock index (HR / Systolic BP) > 1.3 or < 0.7 
o Neurological changes (altered mental status, coma, agitation, lethargy) 
o Respiratory changes (hypoxia, dyspnea) 
o Circulatory changes (poor capillary refill, ECG changes, pulmonary edema) 
o Renal changes (decreased urination, anuria, high creatinine) 

¶ Sepsis Alert may also be issued based on paramedic discretion 
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Refractory hypotension τ despite > 20 mL/kg IV fluids delivered τ or if pulmonary edema develops: 
¶ Norepinephrine (Levophed) infusion: 2 - 20 mcg/min IV/IO  

o Infusion: 4 mg in 250 mL D5W (16 mcg/mL) delivered IV/IO; titrate to systolic BP җ 90 mmHg  
OR 

¶ Dopamine infusion: 10 - 20 mcg/kg/min IV/IO 
o Infusion: 400 mg in 250 mL D5W (1600 mcg/mL, use 60 gtts); titrate to systolic BP җ 90 mmHg  

If the above are unavailable:  
¶ Epinephrine infusion: 2 - 10 mcg/min IV/IO 

o Infusion: 2 mg in 250 mL NS or D5W (8 mcg/mL, use 60 gtts); titrate to systolic BP җ 90 mmHg 
 

SPECIAL CONSIDERATIONS 
 
¶ άCƛƭƭ ǘƘŜ ǘŀƴƪέ ōŜŦƻǊŜ ŀŘƳƛƴƛǎǘŜǊƛƴƎ ǾŀǎƻǇǊŜǎǎƻǊǎΗ Patients should receive copious fluid resuscitation 

(generally, 20 to 40 mL/kg IV Normal Saline) prior to vasopressors. 
o Providing vasopressors without adequate fluid resuscitation can lead to limb or organ necrosis. 

¶ If significant trauma or severe illness, do NOT delay transport to obtain vascular access 
¶ Sepsis may present without fever or other signs of infection. Signs and symptoms of poor perfusion 

with a suspected infectious source (urosepsis, pneumonia, bacteremia) are still concerning!  
o Fluid resuscitation and a Sepsis Alert should be initiated 

¶ Immunosuppressed patients are at high risk for infection:  
o Immunocompromised states include: cancer, HIV, organ transplant, chronic steroids, recent 

surgery, indwelling foreign body (Foley catheters, IV line, External fixator), or being bed-bound 
¶ Systemic Inflammatory Response Syndrome (SIRS) refers to the body's inflammatory response to a 

nonspecific insult, a complex cascade of events  
o SIRS can be caused by ischemia, inflammation, infection, trauma or a combination of insults 
o Sepsis is the systemic response to infection: SIRS with a documented or presumed infection  

¶ Alachua County Fire Rescue and UF Health have entered into a research partnership in obtaining Lactate 
levels for patients that are suspected to be Septic with the Lactate scout monitors. This monitor is not 
FDA approved, cannot be utilized to diagnose Sepsis, and will only be utilized for research purposes. 

o A lactate level shall be obtained for patients who meet the criteria for sepsis alert.  
o This value should not be shared with the receiving hospital. It will be documented in the EMS 

Run Report for research purposes only. 
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24.4.18 ς SNAKE BITE 

BLS 
 
¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 
¶ History τ OPQRST, SAMPLE 
¶ Vitals τ BP, Pulse, RR, SpO2 
¶ Oxygen τ maintain above 94% 
¶ Cardiac monitor 
¶ Remove all jewelry immediately 
¶ Irrigate bite area with Normal Saline or water 
¶ Outline edema, erythema, or ecchymotic area with pen and note time 
¶ Immobilize bite area and minimize all movement 

o Keep level with heart and place gently compressive (not restrictive / tourniquet) dressing 
 

ALS 
 
¶ Airway management (monitor closely) 
¶ L± ŀŎŎŜǎǎ όн L±Ωǎ preferred) 
¶ Cardiac monitoring 
¶ Assess degree of envenomation and type of snake, and advise MD at facility 

 

Medications: 
¶ Normal Saline IV/IO TKO 
¶ Fentanyl 25 - 50 mcg IV/IO/IM PRN severe pain, Max 150 mcg, hold if SBP < 90, 

 
If allergic reaction or anaphylaxis: 
¶ See 24.4.2 ς Allergic Reactions / Anaphylaxis protocol 

 
If hypotension or shock: 
¶ See 24.4.10 ς Hypotension / Shock protocol 

 
Notify Medical Control early for signs of systemic effects (syncope, altered mental status, vomiting, shock, or 
pain not localized to the wound). 
 

SPECIAL CONSIDERATIONS 
 
¶ 5ƻƴΩǘ ŀǇǇƭȅ ŀ ǘƻǳǊƴƛǉǳŜǘ τ concentrates venom to cause greater damage 
¶ 5ƻƴΩǘ ŀǇǇƭȅ ƛŎŜ τ a factor contributing to amputation 
¶ 5ƻƴΩǘ cut the wound or attempt to remove venom 
¶ 5ƻƴΩǘ ŀǘǘŜƳǇǘ to capture the snake τ at most, consider a camera phone picture at a distance 

 
Snakes can envenomate even after death or decapitation! Venomous snakes generally fall in two families: 
¶ Crotalids τ rattlesnake, copperhead, cottonmouth, pit viper 
¶ Elapids τ ŎƻǊŀƭ ǎƴŀƪŜ όάǊŜŘ ƻƴ ȅŜƭƭƻǿΣ ƪƛƭƭ ŀ ŦŜƭƭƻǿέύ 
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24.4.19 ς TASER REMOVAL 

BLS 
 

¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 

¶ History ς OPQRST, SAMPLE 

¶ Vitals τ BP, Pulse, RR, SpO2 

¶ Oxygen τ maintain above 94% 

¶ Cardiac monitor  
 

ALS 
 
¶ Confirm scene safety with LEA 
¶ tǊƻōŜǎ ǘƘŀǘ ƘŀǾŜ ǇŜƴŜǘǊŀǘŜŘ ŀ άǎŜƴǎƛǘƛǾŜ ŀǊŜŀέ ǎǳŎƘ ŀǎ the head, neck, spinal column, groin, or breast 

tissue of a female will not be removed by EMS or LEA and will require transport 
¶ To remove probes from an area not specified above (for stable patients): 

o Place one hand on the patient in the area where the probe is embedded to stabilize the skin  
o Place second hand firmly around the probe 
o In one fluid motion, pull the probe straight out of the puncture site 

Á If resistance is met, leave the probe in place and transport 
o Repeat procedure on remaining probe(s) 

¶ Handle probes as a bio-hazard sharp, with the exception that the officer may request the probe be 
turned over to him/her for entry as evidence 

 
ALL PATIENTS SHALL EITHER BE TRANSPORTED OR A WAIVER OF REFUSAL OBTAINED. 
 

SPECIAL CONSIDERATIONS 
 
DO NOT DELAY TRANSPORT IF ONE OR MORE OF THE FOLLOWING EXIST: 
¶ Unconscious patient 
¶ Evidence of progressing excited delirium 
¶ Persistent abnormal vital signs 
¶ History / physical exam findings consistent with amphetamine /  hallucinogenic drug use 
¶ Altered level of consciousness, aggressive or violent behavior 
¶ Evidence of hyperthermia 

 



 

 

 

24.5 ς TRAUMA PROTOCOLS 
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24.5.1 ς TRAUMA  

BLS 
 
¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 
¶ History τ OPQRST, SAMPLE 
¶ Vitals τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP, Pulse, RR, SpO2 
¶ Oxygen τ maintain above 94% 
¶ Spinal immobilizationτ C-collar / long spine board per spinal immobilization protocol 
¶ Cardiac monitor 

 
Airway management: 
¶ Use jaw thrust to open airway if suspected spinal injury 

o Consider airway adjuncts (OPA, or NPA if no facial trauma) 
o Maintain airway with immobilization of C-spine 
o Do no use head tilt-chin lift maneuver if neck injury is suspected 

 
Breathing: 
¶ Assist in ventilations as necessary if rate is < 12 or > 28 with BVM with high flow oxygen 

 
Circulation: 
¶ Identify and control any major bleeding 

o Apply direct pressure, elevate, pressure point, pressure bandage 
o Consider tourniquet use if bleeding is still not controlled 

¶ Perform rapid trauma assessment to identify life-threatening injuries 
¶ Inspect head, neck, back, chest, abdomen, pelvis, upper and lower extremities, groin for άDCAP-BTLSέ: 

o Deformities, Contusions, Abrasions, Punctures, Burns, Tenderness, Lacerations, Swelling  
¶ Assess neurologic status (AVPU) 

o Alert, Verbal (responds to voice), Pain (responds to pain), Unresponsive (no response) 
¶ Check pupils (PERRL τ pupils equal, round, and reactive to light) 

 
Open chest wound: 
¶ Cover with gloved hand, place Vaseline-soaked 4x4 gauze over wound, and tape on three sides only  

 
Abdomen /  pelvis: 
¶ Assess for rigidity, rebound and/or tenderness, assess for penetrating wounds 

 
Upper / l ower extremities: 
¶ Check PMS (Pulse, Motor, Sensation) before and after splinting extremities 
¶ Femur fractures (mid-shaft) may be immobilized with traction splints 
¶ If distal pulse deficits are noted, reduce fracture in anatomical alignment and splint in most appropriate 

fashion τ clearly document lack of pulse and make hospital staff aware 
¶ Facilitate air splints, ladder splints, or boards splints to immobilize the joints above and below the injury 
¶ Place cold packs on suspected fracture sites if time and resources allow 
¶ If critically injured, utilize long spine board as άtotal body splintέ τ time and resource efficient 
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ALS 
 
¶ IV access (iŘŜŀƭƭȅ н ƭŀǊƎŜ ōƻǊŜ L±Ωǎύ 
¶ 12 lead ECG 

 
Airway management: 
¶ Assess patency 
¶ Use airway adjuncts if not contraindicated to maintain patency (OPA, NPA) 
¶ Consider /  perform airway management as needed (BVM, I-Gel, King LT, ETT, nasal intubation) 
¶ Nasal intubation contraindications in the trauma patient:  

o Apnea   
o Presence of midface fractures 
o Significant neck trauma with possible disruption of the airway 
o Known bleeding disorders 

¶ Confirm proper tube placement with continuous ETCO2 wave form monitoring and reading  
 
REMOVE ET TUBE IF NO CONSISTENT CAPNOGRAPHY WAVEFORM AND READING IS PRODUCED. 
 
¶ If intubation is unsuccessful, and mechanical obstruction prevents ventilation via BVM or other device, 

perform surgical cricothyrotomy (See 24.8.3 ς Cricothyrotomy, Surgical)  
 
Breathing: 
¶ Ventilate at a rate of 12 - 14 breaths/minute with high flow oxygen via BVM if ventilation is inadequate  
¶ Hyperventilate at 20 - 22 breaths/min if evidence of herniation (decerebrate or decorticate posturing) 
¶ Intubated patients: ventilate to an ETCO2 target of 35 - 45mmHg using waveform capnography 

 
Tension pneumothorax: 
¶ A simple traumatic pneumothorax does not need an emergent needle decompression 
¶ Needle decompression is performed when severe signs and symptoms of pneumothorax are present: 

o Diminished or absent breath sounds, AND 
o Signs of tension physiology τ Anxiety or agitation, cyanosis, respiratory distress, distended 

neck veins, JVD, hypotension, cool or clammy skin, altered mental status, tracheal deviation 
¶ Perform needle decompression of the chest (See Chest Decompression protocol): 

o Second intercostal space on the affected side in the midclavicular line or 
o Fourth intercostal space on affected side in midaxillary line  
o With a 14 - 16-gauge (3 cm) catheter perpendicular to the skin and over the inferior rib  

Á Leave catheter in place 
 
Circulatory: 
¶ Maintain SBP of 90 - 100 mmHg 
¶ Refer to 24.4.10 ς Hypotension / Shock protocol as needed 
¶ If hypotensive, make no more than 2 attempts and/or 90 seconds at IV access before resorting to IO use 
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Re-assess: 
¶ Continue secondary assessment 
¶ Reassess any interventions 
¶ Notify receiving hospital early regarding critical patients or those meeting Trauma Alert criteria 
¶ ALL TRAUMA PATIENTS SHOULD BE EVALUATED USING THE STATE TRAUMA SCORECARD  

 
Pain management: 
¶ Fentanyl 25 - 50 mcg IV/IO for isolated extremity pain, Q5 min PRN, Max 150 mcg, hold if SBP < 90 

OR 
¶ Morphine 2 - 5 mg IV/IO for isolated extremity pain, Q5 min PRN, Max 15 mg, hold if SBP < 90  

 
OB /  pregnant trauma patients: 
¶ A Trauma Alert will be called, with transport to the closest trauma center, for any pregnant female > 20 

weeks gestation that has been involved in an MVC at >35 MPH and/or rollover, ejection, steering 
wheel deformity or if the patient was involved in trauma with a significant MOI that leads to a high 
index of suspicion 

o As a general rule, the uterus can be felt at the level of the belly button by 20 weeks gestation  
¶ Assess patient for uterine contractions, vaginal bleeding, and amniotic rupture 
¶ Transport patient with right side elevated 15° to decrease pressure on the inferior vena cava 

o Place pillows under the right side of the backboard to tilt the board in the immobilized patient 
o If unable, you may manually displace the uterus to the left to relieve pressure on the vena cava  

¶ Most common cause of fetal death is maternal death τ treatment of the mother always comes first  
 
Traumatic cardiac arrest: 
¶ Consider bilateral needle decompression of the chest (See 24.8.10 ς Chest Decompression protocol) 
¶ See 24.3.4 - Cardiac Arrest Management protocol 
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ADULT TRAUMA TRIAGE CRITERIA AND METHODOLOGY 

 
Assess patients sixteen (16) years of age or older for the presence of at least one of the following four criteria to 
determine whether to transport as an adult trauma alert. These four criteria are to be applied in the order listed. 
If even one criterion is met, the patient is identified as an adult trauma alert. 
 

Criteria 
1. Meets color-coded triage system (see below) ς any one red criteria or two blue criteria 
2. GCS < 12 ς (must be evaluated via GCS if not identified as a trauma alert by criterion 1) 
3. Meets local criteria: Pregnant females җ 20 weeks gestation with MVC > 35 MPH and/or 

rollover, ejection, steering wheel deformity, or trauma with significant MOI  
4. Patient does not meet any of the trauma criteria listed above but, in the judgment of the 

EMT or paramedic, should be transported as a trauma alert (document) 

Component Blue Red 
Airway1 ω Sustained ww җ ол ω Active airway assistance2 

Circulation ω Sustained HR > 120 ω Lack of radial pulse with 
sustained heart rate > 120 

or 
ω {ystolic BP < 90 

Best GCS Motor Response ω BMR = 5 ω BMR of Җ п 
or 

ω Paralysis 
or 

ω Suspected spinal cord injury 

Cutaneous ω Tissue loss3 
or 

ω D{² to extremities 

ω !mputation4  
or 

ω нϲ κ оϲ burns to > 15% TBSA 
or 

ω !ƴȅ penetrating injury to head, 
neck, or torso5 

Long Bone Fracture ω Single fracture due to MVA 
or 

ω Fall > 10 feet 

ω Multiple long bone fractures 

Age ω Ҕ рр  

Mechanism of Injury ω Ejection from vehicle 
or 

ω Deformed steering wheel6 

 

RED - any one (1) - transport as a trauma alert 
BLUE - any two (2) - transport as a trauma alert 

 

1. Airway evaluation is designed to reflect the intervention required for effective care.  2. Not just oxygen.   
3. Degloving injuries, major flap avulsions (> 5 in.).   4. Amputations proximal to the wrist or ankle.  
5. Excluding superficial wounds in which the depth of the wound can be easily determined.    
6. Only applies to driver of vehicle.  
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Ϟ 

PEDIATRIC TRAUMA ASSESSMENT METHODOLOGY 
 
Assess patients fifteen (15) years of age or younger for the presence of one or more of the following three 
criteria to determine the transport destination: 

1. RED - any one (1) criteria - transport as a trauma alert   
2. BLUE - any two (2) criteria - transport as a trauma alert   
3. Patient does not meet any of the trauma criteria listed above but, in the judgment of the EMT 

or paramedic, should be transported as a trauma alert (document) 
 

Component Blue Red 
Size ω Broselow sizes:  

red or purple  
(< 10 kg / 22 lbs) 

 

Airway  ω !ǎǎƛǎǘŜŘΣ ƛƴǘǳōŀǘŜŘΣ ƻǊ 
multiple times suctioning 

Consciousness ω Amnesia or any reliable 
history of loss of 
consciousness 

ω !ƭǘŜǊŜŘ ƳŜƴǘŀƭ ǎǘŀǘǳǎ 
or 

ω tŀǊŀƭȅǎƛǎ 
or 

ω {ǳǎǇŜŎǘŜŘ ǎǇƛƴŀƭ ŎƻǊŘ ƛƴƧǳǊȅ 
Circulation ω Normal carotid or femoral 

pulses, with no peripheral 
pulses palpable 

or 
ω SBP 50 - 90 mmHg 

ω ²Ŝŀƪ ƻǊ ƴƻ ǇŀƭǇŀōƭŜ ŎŀǊƻǘƛŘ 
or femoral pulses 

or 
ω {.t ғ рл ƳƳIƎ 

Long Bone Fracture ω Single closed long bone 
fracture site anywhere 

ω !ƴȅ ƻǇŜƴ ƭƻƴƎ ōƻƴŜ ŦǊŀŎǘǳǊŜ  
or 

ω aǳƭǘƛǇƭŜ ŦǊŀŎǘǳǊŜ ǎƛǘŜǎ 
Cutaneous  ω aŀƧƻǊ ǘƛǎǎǳŜ ŘƛǎǊǳǇǘƛƻƴ1 or 

amputation2  
or 

ω нϲ ƻǊ оϲ ōǳǊƴǎ ǘƻ Ҕ мл҈ ¢.{!  
or 

ω !ƴȅ ǇŜƴŜǘǊŀǘƛƴƎ ƛƴƧǳǊȅ ǘƻ 
head, neck, or torso3  

RED - any one (1) - transport as a trauma alert 
BLUE - any two (2) - transport as a trauma alert 

 

1. Degloving injuries, major flap avulsions, or major soft tissue disruption. 
2. Proximal to the wrist or ankle. 
3. Excluding superficial wounds in which the depth of the wound can be easily determined. 
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24.5.2 ς AMPUTATION /  PARTIAL AMPUTATION 

BLS 
 
¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 
¶ History τ OPQRST, SAMPLE 
¶ Vitals τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP, Pulse, RR, SpO2 
¶ Oxygen τ maintain above 94% 
¶ Cardiac monitoring 

 

ALS 
 
¶ Airway management 
¶ IV access (Ideally 2 large bore IVs) 

 

Partial Amputation:  
¶ Obtain PMS (pulse, motor, sensation) before and after interventions 
¶ Place partially amputated section in a dressing moistened with Normal Saline 
¶ Splint in line with associated extremity 
¶ Avoid torsion or traction of severed part 

 

Complete Amputation: 
¶ Apply direct pressure to bleeding sites 
¶ Elevate above the level of the heart, as able 
¶ If bleeding continues despite direct pressure and elevation, inflate blood pressure cuff proximal to 

amputation site and maintain inflation above SBP τ DO NOT PLACE CUFF OVER JOINTS 
¶ Consider tourniquet application (2 cm above) if bleeding is unable to be controlled, prior to shock 
¶ NOTE TIME OF TOURNIQUET APPLICATION and NOTIFY HOSPITAL UPON ARRIVAL 
¶ Wrap amputated part in a dressing moistened with Normal Saline 
¶ Secure amputated part in watertight container and place container in cool water 
¶ Transport amputated part with patient to hospital 
¶ Fully examine patient, determine if patient meets Trauma Alert Criteria, transport to appropriate facility  

 

Pain management:  
¶ Fentanyl 25 - 50 mcg IV/IO/IN Q5 min PRN, Max 150 mcg, hold if systolic BP < 90 

OR 
¶ Morphine 2 - 5 mg IV/IO Q5 min PRN, Max 15 mg, hold if systolic BP < 90 

 

SPECIAL CONSIDERATIONS 
 
¶ Placing amputated part directly on ice (or similar) may further damage the tissue and prevent its use  
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24.5.3 ς BURNS  

BLS 
 
¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 
¶ IƛǎǘƻǊȅ τ htvw{¢Σ {!at[9 
¶ ±ƛǘŀƭǎ τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ .tΣ tǳƭǎŜΣ wwΣ {ǇhнΣ ¢ŜƳǇŜǊŀǘǳǊŜΣ .D[ 
¶ hȄȅƎŜƴ τ Ƴŀƛƴǘŀƛƴ ŀōƻǾŜ фп҈ 
¶ /ŀǊŘƛŀŎ ƳƻƴƛǘƻǊƛƴƎ 
¶ wŜƳƻǾŜ ƻǊ Ŏƻƻƭ ǎƻǳǊŎŜ ƻŦ ƘŜŀǘΣ ƛŦ ǇǊŜǎŜƴǘ όŎƭƻǘƘƛƴƎΣ ŀǎƘΣ ǘŀǊύ 
¶ CƻǊ ƳƛƴƻǊ ōǳǊƴǎΣ ŀǇǇƭȅ ƎŀǳȊŜ ƳƻƛǎǘŜƴŜŘ ǿƛǘƘ ǎǘŜǊƛƭŜ bƻǊƳŀƭ {ŀƭƛƴŜ όƴƻ ƛŎŜύ 
¶ CƻǊ ǎŜǊƛƻǳǎ ōǳǊƴǎΣ ǇǊƻǾƛŘŜ ŀ ŘǊȅΣ ǎǘŜǊƛƭŜ ōǳǊƴ ǎƘŜŜǘ 

o нϲ ōǳǊƴǎΣ оϲ ōǳǊƴǎΣ ŜƭŜŎǘǊƛŎŀƭ ƻǊ ŎƘŜƳƛŎŀƭ ōǳǊƴǎ  
 

ALS 
 
¶ L± ŀŎŎŜǎǎ όƛŘŜŀƭƭȅΣ н ƭŀǊƎŜ ōƻǊŜ L±ǎ ƛƴ ǎŜǾŜǊŜ ōǳǊƴǎύ 

 
!ƛǊǿŀȅ ƳŀƴŀƎŜƳŜƴǘΥ  
¶ tŀǘƛŜƴǘǎ ǿƛǘƘ ƪƴƻǿƴ ƛƴƘŀƭŀǘƛƻƴ ƛƴƧǳǊȅ ƻǊ ǎƛƎƴǎ ƻŦ ǇƻǘŜƴǘƛŀƭ ŀƛǊǿŀȅ ōǳǊƴǎ όǎƛƴƎŜŘ ƴŀǎŀƭ ƘŀƛǊǎΣ ǎƻƻǘ ƛƴ ǘƘŜ 
ǇƘŀǊȅƴȄΣ ŜǘŎΦύ ƛƴ ǊŜǎǇƛǊŀǘƻǊȅ ŘƛǎǘǊŜǎǎ ǎƘƻǳƭŘ ōŜ ƛƴǘǳōŀǘŜŘΣ ƛŘŜŀƭƭȅ ǿƛǘƘ ƭŀǊƎŜ όŜΦƎΦ уΦл CǊύ 9¢ ǘǳōŜ 

 
!ǎǎŜǎǎ ǘȅǇŜ ƻŦ ōǳǊƴΣ ŘŜǇǘƘ ŀƴŘ ŜȄǘŜƴǘΥ 
¶ мǎǘ ŘŜƎǊŜŜ όǎǳǇŜǊŦƛŎƛŀƭύΥ 

o wŜǎŜƳōƭŜǎ ŀ ǎǳƴōǳǊƴτ ǊŜŘΣ ōƭŀƴŎƘŜǎ ǿƛǘƘ ǇǊŜǎǎǳǊŜΣ ǇŀƛƴŦǳƭ 
¶ нƴŘ ŘŜƎǊŜŜ όǇŀǊǘƛŀƭ ǘƘƛŎƪƴŜǎǎύΥ  

o .ƭƛǎǘŜǊǎΣ ǊŜŘΣ Ƴƻƛǎǘ ǿŜŜǇƛƴƎΣ ǿŜǘ ƻǊ ǿŀȄȅ ǎƪƛƴΣ ǇŀƛƴŦǳƭ 
¶ оǊŘ ŘŜƎǊŜŜ όŦǳƭƭ ǘƘƛŎƪƴŜǎǎύΥ  

o ²ŀȄȅ ǿƘƛǘŜΣ ƭŜŀǘƘŜǊȅ ƎǊŀȅΣ ƻǊ ŎƘŀǊǊŜŘ ōŀŎƪ ƛƴ ŎƻƭƻǊΣ ŘǊȅ ŀƴŘ ƛƴŜƭŀǎǘƛŎΣ ƴƻ ōƭŀƴŎƘƛƴƎ ǿƛǘƘ 
ǇǊŜǎǎǳǊŜΣ Ǉŀƛƴ ǿƛǘƘ ŘŜŜǇ ǇǊŜǎǎǳǊŜ ƻƴƭȅ  

 
wŜƳƻǾŜ ōǳǊƴƛƴƎ ŀƎŜƴǘ ƛŦ ǎǘƛƭƭ ƛƴ ŎƻƴǘŀŎǘ ǿƛǘƘ ǇŀǘƛŜƴǘΥ 
¶ wŜƳƻǾŜ ŎƭƻǘƘƛƴƎ ŀƴŘ ŜȄǇƻǎŜ ōǳǊƴŜŘ ŀǊŜŀ 
¶ CƻǊ ŎƘŜƳƛŎŀƭ ōǳǊƴǎ ƻǊ ǊŀŘƛŀǘƛƻƴ ōǳǊƴǎΣ ŘŜŎƻƴǘŀƳƛƴŀǘƛƻƴ ƛǎ ǇŀǊŀƳƻǳƴǘΥ 

o /ƘŜƳƛŎŀƭ ōǳǊƴΥ ōǊǳǎƘ ŀǿŀȅ ƭƻƻǎŜΣ ŘǊȅ ŀƎŜƴǘ ŀƴŘ ƛǊǊƛƎŀǘŜ ōǳǊƴŜŘ ŀǊŜŀ ǿƛǘƘ ŎƻǇƛƻǳǎ ŀƳƻǳƴǘǎ ƻŦ 
ǿŀǘŜǊ ƻǊ bƻǊƳŀƭ {ŀƭƛƴŜ όн ƭƛǘŜǊǎ ƻǊ ƳƻǊŜύ 

o wŀŘƛŀǘƛƻƴ ōǳǊƴǎΥ ǿŜŀǊ ōǳƴƪŜǊ ƎŜŀǊ ǘƻ ŘŜŎƻƴǘŀƳƛƴŀǘŜ ǇŀǘƛŜƴǘΣ ƛǊǊƛƎŀǘŜ ōǳǊƴŜŘ ŀǊŜŀ ǿƛǘƘ ŎƻǇƛƻǳǎ 
ŀƳƻǳƴǘǎ ƻŦ ǿŀǘŜǊ ƻǊ bƻǊƳŀƭ {ŀƭƛƴŜ όн ƭƛǘŜǊǎ ƻǊ ƳƻǊŜύ  

 
aŜŀǎǳǊŜ ŀƴŘ ŘǊŜǎǎ ōǳǊƴǎΥ 
¶ 9ǎǘƛƳŀǘŜ ŀƴŘ ŘƻŎǳƳŜƴǘ ōǳǊƴ ǎƛȊŜ όǘƻǘŀƭ ōƻŘȅ ǎǳǊŦŀŎŜ ŀǊŜŀΣ ¢.{!҈ύ ōȅ άwǳƭŜ ƻŦ bƛƴŜǎέ όǎŜŜ ōŜƭƻǿύ 

o ¢ƘŜ ǇŀǘƛŜƴǘΩǎ ǇŀƭƳ όǿƛǘƘƻǳǘ ŦƛƴƎŜǊǎύ ƛǎ ŜǎǘƛƳŀǘŜŘ ŀǘ м҈ ¢.{! 
¶ 5ǊŜǎǎ ōǳǊƴǎΥ  

o CƻǊ нϲ ƻǊ оϲ ōǳǊƴǎΣ ŜƭŜŎǘǊƛŎŀƭ κ ŎƘŜƳƛŎŀƭ κ ǊŀŘƛŀǘƛƻƴ ōǳǊƴǎΣ ŀǇǇƭȅ ŘǊȅ ǎǘŜǊƛƭŜ ǎƘŜŜǘ ƻǊ ōŀƴŘŀƎŜ 
o CƻǊ ƳƛƴƻǊ мϲ ōǳǊƴǎΣ ŀǇǇƭȅ ƎŀǳȊŜ ƳƻƛǎǘŜƴŜŘ ǿƛǘƘ ǎǘŜǊƛƭŜ bƻǊƳŀƭ {ŀƭƛƴŜ όƴƻ ƛŎŜύ 

¶ 5ƻ ƴƻǘ ŀƭƭƻǿ ǘƘŜ ǇŀǘƛŜƴǘ ǘƻ ōŜŎƻƳŜ ƘȅǇƻǘƘŜǊƳƛŎ 
o ²ƛǘƘ ǎƪƛƴ ƭƻǎǎΣ ƘȅǇƻǘƘŜǊƳƛŀ Ŏŀƴ ƻŎŎǳǊ ǊŀǇƛŘƭȅ τ ƪŜŜǇ ǇŀǘƛŜƴǘ ǿŀǊƳΣ ǿǊŀǇ ƛƴ ōƭŀƴƪŜǘǎ  
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Medications 
¶ Fentanyl 25 - 50 mcg IV/IO/IN Q5 min PRN, Max 150 mcg, hold if systolic BP < 90   
hw 

¶ aƻǊǇƘƛƴŜ 2 - 5 mg IV/IO Q5 min PRN, Max 15 mg, hold if systolic BP < 90  
¶ Normal Saline рлл Ƴ[κƘƻǳǊ L±κLh ƛŦ нϲ ƻǊ оϲ ōǳǊƴ Ҕ р҈ ¢.{! 

 
Trauma Alert criteria for burns: 
¶ Adult (age 16 and up): 2° or 3° burns to > 15% TBSA 
¶ Pediatric (age 15 or younger): 2° or 3° burns to > 10% TBSA 

 
Transport to UF Health (Burn Center) if: 
¶ 2° burns (partial thickness) > 15% TBSA 
¶ 3° burns (full thickness) > 5% TBSA 
¶ Burns to the hands, face, feet, or perineum 
¶ Burns associated with inhalation injures 
¶ Burns associated with trauma  
¶ Electrical injuries 

 

SPECIAL CONSIDERATIONS 
 
¶ Do not delay transport to establish IV 

 
Rule of Nines: 
¶ {ŜŜ ŘƛŀƎǊŀƳ ōŜƭƻǿ 

o 9ŀŎƘ ǿƘƻƭŜ ŀǊƳ ƛǎ ф҈ όŦǊƻƴǘ пΦр҈Σ ōŀŎƪ пΦр҈ύ 
o 9ŀŎƘ ǿƘƻƭŜ ƭŜƎ ƛǎ му҈ όŦǊƻƴǘ ф҈Σ ōŀŎƪ ф҈ύ 

¶ {ƛƳǇƭƛŦƛŜŘ ǾŜǊǎƛƻƴ τ ƛƴ ŀŘǳƭǘǎΣ ŜŀŎƘ ƻŦ ǘƘŜ ŦƻƭƭƻǿƛƴƎ ōƻŘȅ ŀǊŜŀǎ Ŝǉǳŀƭǎ ф҈ ¢.{!Υ 
o IŜŀŘΣ ŎƘŜǎǘΣ ŀōŘƻƳŜƴΣ ǳǇǇŜǊ ōŀŎƪΣ ƭƻǿŜǊ ōŀŎƪΣ ŜŀŎƘ ŀǊƳΣ ŦǊƻƴǘ ƻŦ ŜŀŎƘ ƭŜƎΣ ōŀŎƪ ƻŦ ŜŀŎƘ ƭŜƎ 
o ¢ƘŜ ƎǊƻƛƴ Ŝǉǳŀƭǎ м҈ ¢.{! 

¶ {Ƴŀƭƭ ƻǊ ǇŀǘŎƘȅ ōǳǊƴǎ Ŏŀƴ ōŜ ŀǇǇǊƻȄƛƳŀǘŜŘ ǳǎƛƴƎ ǘƘŜ ǎƛȊŜ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǇŀƭƳ όƳƛƴǳǎ ŦƛƴƎŜǊǎύΥ  
o tŀƭƳ ǎƛȊŜ Ƙŀǎ ŎƭŀǎǎƛŎŀƭƭȅ ǊŜǇǊŜǎŜƴǘŜŘ м҈ ¢.{! 
o aŀȅ ƳƻǊŜ ŀŎŎǳǊŀǘŜƭȅ Ŝǉǳŀƭ лΦп҈ 

 



 

Issued: May 1, 2017  24.5.3 ς Burns 
Revised:    Page 108 

REFERENCE MATERIAL 

 
 



 

Issued: May 1, 2017  24.5.4 ς Eye Emergencies 
Revised:    Page 109 

24.5.4 ς EYE EMERGENCIES 

BLS 
 
¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 
¶ History τ OPQRST, SAMPLE 
¶ Vitals τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP, Pulse, RR, SpO2 
¶ Oxygen τ maintain above 94% 

o LŦ ŘƛŀƎƴƻǎŜŘ ǿƛǘƘ ά/ŜƴǘǊŀƭ wŜǘƛƴŀƭ !ǊǘŜǊȅ hŎŎƭǳǎƛƻƴΣέ 100% oxygen by NRB 
 

ALS 
 
¶ Airway management 
¶ IV access 

 
Determine etiology:  
¶ Blunt trauma, penetrating trauma, chemical, glaucoma (by history), etc. 
¶ Check visual fields and visual acuity 
¶ Trivial injuries to eyelids may hide significant injuries to the globe 

 

Physical Trauma: 
¶ Avoid any pressure on the affected globe 
¶ Stabilize any penetrating objects (do not remove) 
¶ Cover and protect the affected eye with a metal eye shield (or cup) if possible 

o Cover both eyes to prevent conjugate movement 
¶ Avoid bright lights (dim compartment light or allow patient to close / cover eyes) 
¶ Keep patient from bending or straining 
¶ If facial trauma, note any ability to move eyes in a specific direction 
¶ LŦ ōƭƻƻŘ ƛǎ ƴƻǘŜŘ ōŜƘƛƴŘ ǘƘŜ ǇǳǇƛƭΣ ŜƴǎǳǊŜ ǇŀǘƛŜƴǘΩǎ ƘŜŀŘ ǊŜƳŀƛƴǎ ŜƭŜǾŀǘŜŘ Ҕ сл ŘŜƎǊŜŜǎ  

 

Chemical Trauma: 
¶ Irrigate affected eye with a minimum of 2 liters Normal Saline 
¶ Continue irrigation if the chemical was an alkali agent (or of unknown pH) or symptoms persist 
¶ Dim cabin lights for patient comfort 
¶ Transport emergently 

 

Medications: 
¶ Fentanyl 25 - 50 mcg IV/IO/IN Q5 min PRN, Max 150 mcg, hold if systolic BP < 90   
hw 

¶ aƻǊǇƘƛƴŜ 2 - 5 mg IV/IO Q5 min PRN, Max 15 mg, hold if systolic BP < 90 



 

 

 

24.6 ς OB/GYN PROTOCOLS 
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24.6.1 ς ECTOPIC PREGNANCY, SUSPECTED 

BLS 
 
¶ Initiate basic medical care (See 24.2.1 - Basic Medical Care) 
¶ History τ OPQRST, SAMPLE 
¶ Vitals τ ōŜŦƻǊŜ ŀƴŘ ŀŦǘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ τ BP, Pulse, RR, SpO2, Temperature, BGL 
¶ Oxygen τ maintain above 94% 
¶ Obtain Last Menstrual Period (LMP) date 

 

ALS 
 
¶ Airway management 
¶ IV access x2 
¶ Cardiac monitor 
¶ Evaluate for orthostatic hypotension 

 
Background:  
¶ Ectopic pregnancy is a potentially life-threatening condition, occurring in about 2% of reported 

pregnancies, where a pregnancy implants outside of the uterus 
¶ Ectopic pregnancies grow until they become a surgical emergency, often causing hemorrhage 

 
Suspect ectopic pregnancy in women of child-bearing age with:  
¶ Reported early pregnancy, or missed or newly irregular menstrual periods 
¶ Severe abdominal or pelvic symptoms, syncope, diaphoresis, pallor, tachycardia, or shock 

o Vaginal bleeding may or may not occur 
¶ Pain radiating to the shoulder or abdominal bruising may suggest internal bleeding 

 
History: 
¶ Date (first day) of Last Menstrual Period (LMP) 
¶ Weeks pregnant τ determined by dates or ultrasound? 
¶ Gravida (total times pregnant) / Para (births) / Aborta (pregnancies lost for any reason)  
¶ When bleeding started 

 
For hypotension or shock: 
¶ See 24.4.10 ς Hypotension / Shock protocol 

 

SPECIAL CONSIDERATIONS 
 
¶ Monitor pad usage τ two saturated pads are equivalent to one pint of blood loss (250 mL) 
¶ Do not allow anyone to perform a vaginal or rectal examination on the patient  

o Vaginal bleeding may rapidly increase and hypovolemia can occur 
¶ Transport expeditiously 
 




























































































































































































































































































