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HHOOSSPPIITTAALL  TTRRAANNSSPPOORRTT  CCLLAASSSSIIFFIICCAATTIIOONNSS      

     Once assessed, all patients should be assigned a transport classification based on the acuity as
determined by the transport medic.  Medical patients are assigned a designation in the “MEDIC”
category and Trauma patients are categorized according to the Trauma Categorization Criteria.
During a Mass Casualty Incident (MCI), patients are categorized as “Red, Yellow, Green and
Black” in the Central Texas region.

Medicine Patient Classification System:

     In order to determine the priority of patients after medic assessment, all medicine patients are
assigned a classification based on a mnemonic known as “MEDIC” which stands for:

M Minimal (“Green” - MCI situations)
Minor illness:  Does not commonly have an immediate systemic implication. Supportive care will
generally prevent deterioration in patient status. This patient could theoretically wait several hours
to receive care without significant danger to life or limb. Examples:  Patient with contact dermatitis
on his/her arms for a week, conjunctivitis, etc.

E Expectant (“Black” - MCI situations)
Catastrophic illness:  May be unresponsive to aggressive medical intervention and will most likely
not survive.  This category could also include a near arrest scenario in a patient with a valid Out-of-
Hospital DNR order.  Examples:  Patient in cardiac arrest from medically related cause not
responding to ACLS treatment, (AMI, CVA etc.) or severe illness in which death appears
reasonably certain.

D Delayed (“Yellow” - MCI situations)
Illness which is or potentially may be moderately acute, but there does not appear to be any
immediate threat to life or limb.  Appear to be able to withstand a 45 to 60 minute wait without
immediate life risk.  Examples:  Shortness of breath (reactive airway disease) relieved with
medications, isolated extremity fractures.

I Immediate (“Red” - in MCI situations)
An immediately life-threatening condition such as shock and/or hypoxia is present or imminent.
Patient must be rapidly stabilized with constant or resource-intensive care.  The patient has a high
probability of survival if given immediate care and rapid transport. Examples:  Patient with
significant airway and breathing difficulties, post-resuscitation patient, and a patient in acute heart
failure requiring ventilatory support.

C Contaminated
This category describes the complication of contamination exists in addition to the underlying
illness. Varied priority according to the nature of the contaminant.  A concomitant condition of a
more serious nature would receive priority, but provider safety must remain the primary concern.
Example:  Patient exposed to Hydrofluoric acid.
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TTRRAAUUMMAA  PPAATTIIEENNTT  CCLLAASSSSIIFFIICCAATTIIOONNSS
All Category I and II Trauma patients should be transported to the nearest trauma center.
Currently, Brackenridge Hospital is the only designated regional Trauma Center.

CCAATTEEGGOORRYY  II
CCrriittiiccaall  TTrraauummaa

PPaattiieennttss

This category includes those patients who may require immediate life-saving interventions.

1. Glasgow coma score less than 13 associated with trauma.
2. Physiologic criteria:

Adults
Systolic Blood Pressure: less than 90 mmHg
Heart Rate: greater than 120 bpm
Respiratory Rate: Less than 10 or greater than 29 breaths / minute

Children Less Than 5 Years
Systolic Blood Pressure: less than 70 + 2 times age in years
Heart Rate: greater than 180 or less than 60 bpm
Respiratory Rate: Less than 10 breaths / minute

Children Greater Than 5 Years
Systolic Blood Pressure: less than 70 + 2 times age in years
Heart Rate: greater than 160 bpm
Respiratory Rate: Less than 10 breaths / minute

3. Depressed or open skull fracture.
4. Flail chest.
5. Pelvic fracture.
6. Paralysis.
7. Amputation proximal to the wrist or ankle.
8. Two (2) or more proximal long bone fractures.
9. Gunshot wound to the head, torso, or extremities proximal to elbow and knee.
10. Stab wounds with hemodynamic instability (SBP < 100 or HR > 110)
11. Burns:

a. Inhalation injuries.
b. Second or third degree burns greater than 20% body surface area.
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TRAUMA PATIENT CLASSIFICATION – 2 of 2

CCAATTEEGGOORRYY  IIII
EEmmeerrggeenntt  TTrraauummaa  PPaattiieennttss

These patients may require urgent assessment (within 30 minutes of arrival) by a Trauma surgeon
to evaluate both actual and potential injuries.

1. Motor vehicle collisions with any one of the below:
a. Ejection from moving vehicle.
b. Death in the same passenger compartment.
c. Auto roll-over.
d. Steering wheel damage.
e. Auto-pedestrian incident.
f. Auto-bicycle collisions.

2. Extrication time greater than 20 minutes.
3. Motorcycle crashes greater than 20 mph.
4. Stab wound to head, neck, or torso with hemodynamic stability (SBP > 100 or HR < 110).
5. Any significant traumatic incident in patients less than 5 yrs., or greater than 55 yrs. of age.
6. Fall:

a. Greater than 10 feet in patients less than 10 yrs., or greater than 55 yrs. of age
b. Greater than 20 feet in other patients

7. Venomous snakebites.
8. Burns:   second or third degree burn less than or equal to 20% body surface area.
9. Blunt trauma patients with concomitant medical diseases, including;

a. Immunosuppression  (i.e., HIV, TB, chemotherapy treatment for cancer etc.).
b. Coagulopathy (i.e. Hemophilia, Von Willebrand’s disease, factor IX deficiency).
c. Pregnancy.

Note:  EMS personnel are to provide an initial VHF hospital radio report on any Category I or II
trauma patients as soon as appropriate after loading patient in the ambulance and initiating
transport to Brackenridge. Early notification allows the receiving emergency department
physician to activate an internal trauma stat prior to patient arrival.

CCAATTEEGGOORRYY  IIIIII
DDeellaayyeedd  TTrraauummaa  PPaattiieennttss
Patients with injuries requiring intervention but whose care can be delayed without a deterioration
in condition.

1. Single bone fractures; isolated extremity trauma.
2. Abrasion, lacerations, sprains, and simple puncture wounds.
3. Isolated cervical spine pain (no neurological deficits present).
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HHOOSSPPIITTAALL  BBYYPPAASSSS  SSTTAATTUUSS  SSYYSSTTEEMM

Based on the consensus of the medical community, the Austin / Travis County EMS
Standards of Care requires specific destinations for the following patient types:

1. Category I and II trauma patients: Brackenridge.
2. Severe pediatric illness or injury: Brackenridge / Childrens Hospital.
3. Carbon Monoxide Intoxication: * Rotation between Brackenridge and St. David’s Hospital.
4. Rapid Decompression illness (SCUBA): Rotation between Brackenridge and St. David’s Hospital.
5. Sexual Assault Patients:

a. Females who have begun menses: St. David’s Hospital.
b. Females who have not begun menses: Brackenridge.
c. Males > 12 years of age: St. David’s Hospital.
d. Males < 12 years of age; Brackenridge.
e. Either with Category I or II trauma: Brackenridge.

     All other patients may be transported to any emergency department facility in the community
based on patient / family preference. In cases of immediately life-threatening illness, patients
should be transported to the closest (driving time) appropriate facility. Specific destination
questions should be addressed with On-Line Medical Control at the requested facility.

* 911 Communications will have the rotational schedule. This rotation is for patients that do not specifically
request St. David’s Hospital or HealthSouth/Brackenridge.
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FOUNDATIONS OF PRACTICE – 3 of 5

Consent To Treatment – Continued;

Who Other Than A Parent May Give Legal Consent For Treatment Of A Minor:
     The following persons may consent to medical treatment of a minor when the person having the
right to consent as otherwise provided by law (typically a parent) cannot be contacted and that
person has not given actual notice to the contrary.

§ A grandparent of the child.
§ An adult (over age 18) brother or sister of the child.
§ An aunt or uncle of the child.
§ An educational institution in which the child is enrolled that has received written authorization

to consent from a person having the right to consent.
§ An adult who has actual care, control, and possession of a child under the jurisdiction or a

juvenile court or committed by juvenile court to the care of an agency of the state or county, or;
§ A peace officer who has lawfully taken custody of the minor, if the peace officer has

reasonable grounds to believe the minor is in need of immediate medical treatment.

Incompetent Adult Patient:
     A patient who has been declared legally incompetent by a court of law cannot consent to his or
her treatment. The patient’s court appointed guardian has the right to consent to, or refuse,
treatment.

Additional Guidelines:
     Any adult patient who is in possession of their faculties (i.e. conscious and alert to person,
place, and time/date) has the right to refuse any aspect of treatment (such as drug therapy,
spinal immobilization, etc.), even if that refusal could result in serious harm or death, but may still
request and have the right to transportation by the Austin / Travis County EMS System.  The
patient should be made aware of the possible medical consequences of their refusal.  In addition to
refusing treatment for themselves, competent adults (age 18 and older), as determined by
assessment and condition, have the right to refuse treatment and transportation of their children or
anyone else for whom they are the legal guardians.  Thorough documentation of the patient’s
refusal and the providers’ efforts to persuade the patient to seek help are necessary and must be
signed and witnessed.

At a minimum, all providers should do the following when dealing with a patient who is
conscious and able to communicate:

§ Obtain the patient’s verbal consent prior to patient contact, evaluation, or treatment.
§ Assess the patient’s ability to understand the medical condition and information communicated.
§ Be courteous to any patient who refuses an offer of evaluation, treatment, or transportation.
§ Evaluate the patient to determine the urgency of the condition.
§ Determine if the patient is capable of seeking assistance or taking actions for his or her own

well being. Refer to the “Restraint / Transport Against Patient Will” Appendices for more
guidelines when a patient’s competency to refuse care and evaluation is in question.

§ If the patient refuses treatment and/or transportation, fully describe the potential consequences
of their decision, and encourage them to immediately re-contact 911 if their condition worsens
or further medical assistance is needed.
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FOUNDATIONS OF PRACTICE – 4 of 5

PPHHYYSSIICCIIAANN  OONN  TTHHEE  SSCCEENNEE::

     For situations in which a Texas Licensed Physician is at the scene of an EMS, call the following
procedures should be followed.  In all cases, the Prehospital Provider is responsible for
management of the patient and acts as an agent of the Medical Director unless the patient's
physician is present (as in a physician's office) and assumes patient care responsibilities.

Private Physician On-Scene:

1. Conduct yourself in a professional manner and respectful attitude at all time. The physician
has certain professional and legal prerogatives as the senior medical officer on the
scene.

2. Advise the physician that you are operating under the Standards of Care protocols
promulgated by the Austin / Travis County EMS Medical Director and approved by the Travis
County Medical Society, and request that you be allowed to follow these orders as needed.

3. Follow any reasonable request of the physician. Prehospital Providers shall not comply
with orders that exceed their scope of practice or training.

4. If the Prehospital Provider believes that the care rendered or requested by the private
physician is inconsistent with quality patient care the Provider should contact On-Line Medical
Control for guidance.

Intervener Physician On-Scene Wanting to Assume Patient Care:

1. A prehospital provider at an emergency scene should relinquish responsibility for patient
management when the intervener physician has:

a. been properly identified (i.e., Medical ID card).
b. agreed to assume responsibility and;
c. agreed to fully document the intervention.

2. The intervener physician should agree in advance to accompany the patient to the hospital if
required or needed. However, in the event of a mass casualty incident or disaster, patient care
needs may require the intervener physician to remain at the scene.

3. The physician assuming responsibility must personally initiate any procedure or administer
any medication not within the scope and / or training of the Prehospital Provider.

4. If the treatment at the emergency scene differs from existing EMS protocols and is
contradictory to quality patient care, the Prehospital Provider retains the right to revert to
existing EMS protocols for the continued management of the patient.  On-Line Medical
Control should be immediately established for guidance.

5. In cases of disagreement between an Intervener Physician and On-Line Medical Control, the
Prehospital Provider will follow the orders of On-Line Medical Control.

Definitions:
- Private physician: a physician who provides evidence of medical licensure in that state, has

established a prior physician/patient relationship, wishes to take charge of a medical emergency,
and is willing to accompany the patient to the hospital when so requested.

- Intervener physician:  a physician who provides evidence of medical licensure, has not
established a prior physician/patient relationship, wishes to take charge of a medical emergency,
and is willing to accompany the patient to the hospital when so requested.
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FOUNDATIONS OF PRACTICE – 5 of 5

PPRROOFFEESSSSIIOONNAALLIISSMM::

     The Austin / Travis County EMS System prides itself on knowing that its Providers helped to
mold the system into a nationally recognized professional system of quality prehospital care.
The following paragraphs were taken from Bledsoe’s “Paramedic Emergency Care Second
Edition,” and establishes the foundation all providers (volunteer or career) should strive for
and maintain.

“Professionalism describes the conduct or qualities that characterize a
practitioner in a particular field or occupation. Health care professionals promote quality
patient care and take pride in their profession. They earn the respect and confidence of
team members by performing their duties to the best of their abilities and by exhibiting a
high level of respect for their profession. Attaining professionalism is not easy. It requires
an understanding of what distinguishes the professional from the non-professional. To
develop this skill, keep the following points in mind.”

“Professionals place the patient first; non-professionals place their egos first.
Professionals practice their skills to the point of mastery, then keep practicing them to
improve and remain sharp. Non-professionals do not believe their skills will fade and see
no reason to constantly strive for improvement. Professionals understand the importance
of response times; non-professionals get to an accident when it’s convenient.
Professionals take refresher courses seriously, because they know they have forgotten a
lot and because they are eager for new information. Non-professionals believe they don’t
need training sessions and dislike being required to attend them. Professionals critically
review their performance, always seeking a way to improve. Non-professionals look to
protect themselves, to hide inadequacies, and to place blame on others. Professionals
check out their equipment prior to the emergency response. Non-professionals hope that
everything will work, supplies will be in place, batteries will be charged, and oxygen
levels will be adequate.”

“Maintaining professionalism requires effort. But, the result of that effort – the
admiration and respect of one’s peers -- is the highest compliment a person can
receive.”

Being a professional has nothing to do with the pay, rank or level of certification you hold.  It is the
goal that every member of our Practice, from basic provider to the Medical Director, constantly
strives to ensure a comprehensive, clinically sophisticated, and compassionate  EMS System.
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BBAASSIICC  LLIIFFEE  SSUUPPPPOORRTT  GGUUIIDDEELLIINNEESS
     Prehospital emergency personnel cannot provide proper care without constant and careful
attention to the features of basic life support (BLS) care.  Although it often seems like innumerable
therapeutic options are available, the essentials of basic patient care are the same: determination
and maintenance of airway / breathing / circulation, prevention of hypoxia, focused history and
physical exam, assessment of vital signs, providing and maintaining patient comfort and warmth.

AADDUULLTTSS  //  AADDOOLLEESSCCEENNTTSS  --  ((88  yyeeaarrss  ooff  aaggee  oorr  oollddeerr))

AIRWAY:
Head tilt-Chin lift (if trauma is suspected, use Trauma Jaw thrust).
BREATHING:
Initial - 2 breaths pausing 1.5 to 2 seconds per breath,  Subsequent - 12 breaths per minute (approximate).
Foreign-body Airway Obstruction – Abdominal Thrusts.
CIRCULATION:
Pulse Check Location -  Carotid.
Compression Landmarks - Lower half of sternum.
Compression Method -  Heel of one hand, other hand on top.
Compression Depth - 1.5 to 2 inches.
Compression Rate -  80 to 100 / minute.
Compression / Ventilation Ratio - 15:2 (single rescuer) 5:1 (2 rescuers. Pause for ventilation until intubated).

CCHHIILLDD  --  ((11  tthhrroouugghh  77  yyeeaarrss  ooff  aaggee))

AIRWAY:
Head tilt-Chin lift (if trauma is suspected, use Trauma Jaw thrust).
BREATHING;
Initial - 2 breaths pausing 1.5 to 2 seconds per breath,  Subsequent - 20 breaths per minute (approximate).
Foreign-body Airway Obstruction – Abdominal Thrusts.
CIRCULATION:
Pulse Check Location -  Carotid.
Compression Landmarks - Lower half  of sternum.
Compression Method -  Heel of one hand.
Compression Depth - 1 to 1.5  inches or approximately one third to one half the depth of the chest.
Compression Rate -  100 / minute.
Compression / Ventilation Ratio -  5:1  (pause for ventilation until intubated).

NNeeoonnaattee  ((bbiirrtthh  ttoo  11  mmoonntthh))    //    IINNFFAANNTT  ((11  mmoonntthh  ttoo  11  yyeeaarr))
AIRWAY:
Head tilt-Chin lift (if trauma is present, use trauma Jaw thrust).
BREATHING:
Initial - 2 breaths pausing 1.5 to 2 seconds per breath,  Subsequent - 20 breaths per minute (approximate).
Foreign-body Airway Obstruction – Back blows / chest thrusts.
CIRCULATION:
Pulse Check Location -  Brachial, femoral, or apical heart sounds.
Compression Landmarks – One finger width below intermammary (nipple) line.
Compression Method -  Two or three fingers.
Compression Depth - 0.5 to 1 inch or approximately one third to one half the depth of the chest.
Compression Rate -  at least 100 / minute (newborns: 120 / min).
Compression / Ventilation Ratio - 5:1 (pause for ventilation until intubated)  3:1 (for intubated newborn).
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BASIC LIFE SUPPORT GUIDELINES - 2 of 5

AAIIRRWWAAYY  AADDJJUUNNCCTTSS::

     The most common obstruction to an open airway in the unconscious patient is the tongue.  Airway
adjuncts -- devices that aid in maintaining an open airway -- should be used early in the treatment of the
unresponsive patient and continued throughout the prehospital care. The two most common airway
adjuncts used are the oropharyngeal airway and the nasopharyngeal airway.

Nasopharyngeal Airway (NPA):

     The nasopharyngeal is a soft latex nasal airway designed to be utilized in the patient who has a
reduced level of consciousness, but still maintains an intact gag reflex. Other benefits to the NPA are
that it may be used when the teeth are clenched (trismus) or when oral injuries preclude the use of an
OPA.

Oropharyngeal Airway (OPA):

     An oropharyngeal airway is a curved device that can be inserted into the patient’s mouth. The OPA
has a flange that rests against the patient’s lips. The rest of the OPA holds the tongue as it curves back
to the pharynx.

Guidelines For Using Airway Adjuncts:

§ Always use appropriate infection control practices when inserting or removing an airway.
§ The OPA is an airway adjunct for all unresponsive patients without an intact gag reflex.
§ If an intact gag reflex is present, consider the use of the NPA instead.
§ A pediatric endotracheal tube (2.5 - 3.0 mm), may provide a NPA of sufficient size in the infant and

child.  Measure from the tip of the nose to the tip of the ear and cut to the appropriate length.  It
should be considered if the nasal passage needs to be kept open or airway control is needed.

§ Always open the patient’s airway manually before using either device.
§ If inserting an OPA, take care not to obstruct the airway by pushing the tongue further into the

pharynx.  Do not continue to insert either device if the patient begins to gag.
§ When an airway adjunct is in place, you must continually monitor the patient’s airway and be

prepared to remove the device if the patient’s gag reflex returns.
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BASIC LIFE SUPPORT GUIDELINES - 3 of 5

SSUUCCTTIIOONNIINNGG::

     Suctioning is the method of using a vacuum or hand powered device to remove foreign materials,
blood, vomitus, and other secretions from the airway. These materials, if allowed to remain in the
patient’s airway, may be forced into the trachea and eventually into the lungs. This may cause
complications ranging from severe pneumonia to complete airway obstruction.

Guidelines For Suctioning:

§ Always use appropriate respiratory infection control practices when suctioning an airway.
§ Never suction for more than 15 seconds at a time.
§ Suctioning may stimulate a patient’s gag reflex. If gagging occurs, withdraw the tip to a position that

does not stimulate the gag reflex.
§ Measure a flexible catheter from the patient’s earlobe to the corner of the mouth.
§ Rigid tip devices do not require exact measuring, just maintain sight of the tip.
§ Place the suction catheter tip where you want to begin suction and suction on the way out.
§ Vacuum pressure, if using a meconium aspirator for suctioning, is not to exceed 100 mm Hg.

BBAAGG--VVAALLVVEE  MMAASSKK  VVEENNTTIILLAATTIIOONN  ((BBVVMM))::

     The bag-valve mask is a hand-held ventilation device which is used to ventilate a non-breathing
patient or to assist ventilations in the patient whose own respirations are not enough to support life or
prevent hypoxia from occurring (i.e., CHF, acute asthma etc.).

BVM Ventilation:
§ Always use appropriate respiratory infection control practices when using a BVM device.
§ Open the patient’s airway using the head-tilt chin-lift technique and insert an OPA or NPA.
§ Connect the BVM to an oxygen source at 15 LPM as soon as possible (if available).  
§ If a closed head injury is suspected, ventilate patient (if needed) at a rate 25% greater than normal

respiratory rate for age of patient (i.e., if RR is 16 you would ventilate at 20 bpm).

BVM Ventilation: Patient with a Stoma (tracheostomy)
§ Always use appropriate respiratory infection control practices when using a BVM device.
§ Clear any mucous plugs or secretions from the stoma.
§ Leave the head and neck in a neutral position as it is unnecessary to position the airway prior to

ventilation in a patient who breathes through a stoma.
§ Use a pediatric-sized mask (preferably round infant mask) to establish a seal over the stoma if there

is no patent artificial airway in place.
§ If unable to ventilate through the stoma, consider sealing the stoma opening and attempt to ventilate

through the mouth and nose, as this may be effective if the trachea is still partially connected (i.e., a
partial laryngectomy).

§ Connect the BVM to an oxygen source at 15 LPM as soon as possible (if available).
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BASIC LIFE SUPPORT GUIDELINES - 4 of 5

OOXXYYGGEENN  TTHHEERRAAPPYY::

     Administration of oxygen is often one of the most important and beneficial treatments a Provider can
carry out.  High flow oxygen therapy delivered via a non-rebreather mask (flow rate > 12 liters per
minute) should be started on all patients when indicated by the chief complaint or signs and symptoms.
Once the actual need has been determined, oxygen flow rates may be reduced, by patient presentation.
Note: High flow oxygen is to be initiated and maintained throughout transport on any patient suspected
of having carbon monoxide poisoning.

Never withhold high concentration oxygen from any patient who needs it!

Delivery Device Flow Rates
Non-Rebreather Mask: Minimum of 8 to a maximum of 15 liters per minute.
Nasal Cannula: Minimum of 1 to a maximum of 6 liters per minute.
Bag-Valve-Mask & Reservoir: Minimum of 12 to a maximum of 25 liters per minute.
Oxygen Powered Nebulizer: Minimum of 4 to a maximum of 6 liters per minute.

PPAATTIIEENNTT  AASSSSEESSSSMMEENNTT

     The steps taken to discover and treat any life-threatening problems are called the initial assessment /
resuscitation. Following this initial assessment, begin a more thorough assessment of the patient using
a focused history and physical examination.

Initial Assessment / Resuscitation:
§ Assess mental status. If unresponsive immediately assess ABCs.
§ Determine airway, breathing, circulation status (control cervical spine if trauma suspected).

Focused History and Physical Examination / Rapid Trauma Assessment:
§ Determine the specific chief complaint.
§ Obtain vital signs (pulse, blood pressure, respirations, pupillary response, etc.).
§ If trauma related, remove clothing and completely expose patient, when indicated.

Detailed Physical Examination:
§ Examine (as complaint dictates) head, neck, chest, abdomen, pelvis, extremities, back, and upper

and lower extremities for further abnormalities.
§ Manage secondary injuries and wounds if trauma related.
§ Take a history of the present illness and continue ongoing assessments, when indicated.
§ Obtain a body temperature (oral or rectal), when indicated.

PPUULLSSEE  OOXXIIMMEETTRRYY::

     A pulse oximeter is a photoelectric device that monitors the amount of oxygen circulating in the
blood. The oximeter should be used with all patients with complaints of respiratory distress, chest pain,
altered mentation, toxic exposures / ingestions, or any patient requiring supplemental oxygen
administration. It must also be applied to any patient that receives narcotics, benzodiazepines, or
paralytic agents.  Its use is questionable in cases of carbon monoxide exposure, hypothermia, or
hypotension.
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BASIC LIFE SUPPORT GUIDELINES - 5 of 5

BBLLOOOODD  GGLLUUCCOOSSEE  AASSSSEESSSSMMEENNTT::

     Blood glucose assessment should be performed on any patient who presents with seizures,
combativeness, bradycardia (infants), CVA, hypotension, hypothermia, diabetic related complaint, or
any level of altered mentation from an unknown cause.

PPAATTIIEENNTT  WWAARRMMTTHH::

     Hypothermia occurs more commonly in urban environments than in the wilderness. The very young,
the very old, as well as alcoholics are susceptible to heat loss.   Acutely injured patients cool faster than
non-injured patients, particularly when they have a head injury or are in shock.  Patient warmth should
be provided and maintained by use of insulating devices such as rescue blankets, sheets, towels, coats,
or chemical heat packs (ensure the insulating device is placed between the ground and the patient).

PPAATTIIEENNTT  PPOOSSIITTIIOONNIINNGG::

The Trendelenburg Position:  the most common position for the patient in shock is supine, with his/her
legs raised approximately 12 inches. This position helps to promote increased venous return to the
heart. However, this position also exacerbates respiratory distress and is generally reserved for those
patients in which respiratory compromise is not a factor.

Patients with respiratory distress or disease (i.e., CHF, COPD, extreme obesity) should be placed in a
Modified Trendelenburg: this position maintains elevation of the head and upper torso, while
simultaneously elevating the feet 10-12 inches to increase venous return.

The Fowler’s Position: an upright, sitting position, is generally preferred for patients with respiratory
distress without hemodynamic compromise.

The McRobert’s Position:  With the mother supine, the mother's thighs are hyperflexed, bringing her
knees "to her chest. "  This position is limited to complicated deliveries in which shoulder dystocia is
present.
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ABDOMINAL PAIN
     Abdominal pain is a common condition which may be caused by a wide spectrum of illnesses.
Usually, though by no means always, other symptoms accompany the pain. Life-threatening causes of
abdominal pain are most often surgical and should, therefore, be treated in the field by rapid stabilization
and rapid transport to an appropriate facility.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ Always rule–out trauma as a cause for undiagnosed abdominal pain.
§ Patients with acute, undiagnosed abdominal pain should not receive narcotic analgesia in the

prehospital setting. Following the pain course in the ED may aid in diagnosis.
§ Evidence of peritonitis (rigid abdomen, absent bowel sounds, rebound tenderness) usually indicates

a surgical abdomen.
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ALLERGIC REACTION / ANAPHYLAXIS
     Allergic reactions and anaphylaxis represent a spectrum of the same problem. At the extreme end,
anaphylactic reactions are life-threatening with a mortality rate of approximately 3% requiring swift
action.  Care is focused on reducing or stopping the allergic reaction.  The cardinal signs of anaphylaxis
are stridor, bronchospasm, and hypotension.  The symptoms associated with anaphylaxis may begin
within seconds of exposure to an allergen or may be delayed up to 1 hour.  A typical response begins
within minutes of exposure and primarily involves the cardiovascular and respiratory systems.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Safely and rapidly remove patient from source of exposure.
2. Place the patient in the Trendelenburg Position.  A Modified Trendelenburg should be used for

COPD, CHF, or extremely obese patients.
3. Cryotherapy (Ice Packs) to affected area.

EEmmeerrggeennccyy  MMeeddiiccaall  TTeecchhnniicciiaann  --  BBaassiicc

Assist patient with prescribed Adult Epinephrine auto-injector (0.3 mg) with signs / symptoms
of anaphylaxis (significant respiratory distress and / or shock).

Note:   The patient who is in true anaphylaxis rarely presents with hypertension.  If hypertension
(BP >160/90) is present, search for other reasons for signs / symptoms.
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ALTERED MENTATION
     Altered mentation is a symptom, not a diagnosis.  It has many possible causes, both medical and
traumatic.  Common etiologies include: diabetic problems (hypoglycemia or hyperglycemia), alcohol or
drug intoxication, metabolic abnormalities, seizures or post-ictal states, toxic exposures, hypoxia,
sepsis, stroke, and head trauma.  Altered mentation of a known etiology (such as hypoglycemia or
narcotic overdose), should be treated using the appropriate Standard of Care.  Multiple patients with an
altered mentation suggest toxic exposure/drug ingestion (always remember CO).

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Scene safety (remember that a patient with altered mentation may be combative or mental status
changes may be secondary to toxic exposures such as carbon monoxide).

2. Blood glucose assessment. Refer to the “Diabetic / Glucose Emergencies” Standard, if abnormal.
3. Physical restraints as needed for provider and patient protection (must clearly document need - see

“Restraint / Transport Against Patient Will” Procedure sheet).
4. Spinal immobilization if indicated.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ Consider patient restraint for narcotic overdose reversal for patient and provider safety.
§ Note:  Continuous ECG, pulse oximetry, and blood pressure monitoring (every 5 minutes) are

mandatory, during, and after, administration of midazolam.
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ATRIAL FIBRILLATION / ATRIAL FLUTTER
(Associated With A Rapid Ventricular Response)

     Atrial fibrillation is the chaotic firing of multiple electrical foci in the atria.  It can only be confirmed
by ECG monitoring, but can be suspected by an “irregularly irregular” pulse. Atrial fibrillation can be
associated with other cardiac abnormalities like hypertension, hypoxia, increased atrial pressure
secondary to a pulmonary embolus, pericarditis, and many other conditions.
     Atrial Flutter refers to a supraventricular rhythm with atrial flutter waves (usually at a rate of 300
beats/min.). The ventricular rate is limited by AV nodal conduction, typically with a 2:1 or 4:1 block.
Flutter waves are best seen in leads II, III and aVF of the 12-Lead ECG. Atrial flutter seldom occurs in
the absence of underlying organic heart disease.

Treatment of both atrial fibrillation and atrial flutter in the prehospital setting is focused on
maintaining adequate perfusion, oxygenation, and determination of any potential underlying
etiology.
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CARBON MONOXIDE POISONING
     Carbon monoxide (CO) is produced by the incomplete combustion of organic fuels. Sources include
gas-powered engines, furnaces, gas heaters, water heaters, pool heaters, wood stoves, kerosene
heaters, indoor charcoal fires, and sterno fuel.  The manifestations of CO poisoning are often vague.
Initial symptoms commonly include: headache, dizziness, weakness, shortness of breath, chest pain,
palpitations, visual disturbances, and nausea.  CO readily displaces oxygen from hemoglobin to produce
carboxyhemoglobin (COHb), resulting in tissue hypoxia.  The primary goal in caring for the patient with
CO poisoning is removal from the source and high flow oxygen therapy.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Scene safety (trained, equipped rescuers to remove patient from exposure area). Environmental CO
determination, if available, is helpful in diagnosis.

2. Pulse oximetry may be inaccurate as CO poisoning may yield a falsely elevated reading.   Oxygen
therapy and treatment should not be based upon readings obtained.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ Firefighters, by occupation, are at high risk for CO poisoning, and most immediate deaths from
building fires are due to CO poisoning.  All patients from a fire scene must, therefore, be evaluated
for potential CO toxicity.

§ High flow oxygen is extremely important in the management of CO poisoning and should be
maintained throughout evaluation / treatment and transport.

§ Scene CO determinations may help with patient management and should be obtained by the
appropriate Fire Department, if and when available.

§ St. David’s Hospital and HealthSouth/Brackenridge rotate acceptance of CO poisoning patients
unassigned to a particular facility (i.e., patients not specifically requesting St. David’s or
Brackenridge).

§ Note: if the patient has co-existing Category I or II Trauma, they are to be transported to
Brackenridge Hospital, regardless of rotation.



AAUUSSTTIINN  //  TTRRAAVVIISS  CCOOUUNNTTYY PPaaggee  2266  ooff  9955
EEMMEERRGGEENNCCYY  MMEEDDIICCAALL  SSEERRVVIICCEESS
SSTTAANNDDAARRDDSS  OOFF  CCAARREE  11999999

CHEMICAL RESTRAINT
     Chemical Restraint is a last resort for safely calming extremely agitated patients when the
potential for harm to self or others exist. Agitation or acute behavioral disorders may manifest
differently.  Always suspect an organic cause first. Life-threatening organic conditions that may
present with behavioral agitation are subdural hematoma, intracerebral hemorrhage, meningitis,
hypertensive crisis, hypoglycemia, and drugs.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Request law enforcement assistance on any patient who requires chemical restraint.
2. Assess blood glucose (when safe to do so) to rule-out hypoglycemia.
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CHEST PAIN / SUSPECTED MYOCARDIAL EVENT
     Myocardial infarction is the irreversible cellular injury and necrosis of cardiac muscle caused by
prolonged ischemia. It results from the marked reduction or absence of blood flow through one or more
coronary arteries. In the vast majority of cases, there is rupture of an atherosclerotic plaque with
secondary thrombosis and coronary artery spasm. Other less common mechanisms include coronary
artery dissection, embolism, vasculitis, and cocaine-induced coronary artery spasm. The morbidity and
mortality from acute MI can be significantly reduced if the patient receives prompt medical attention at
the onset of symptoms, and, if indicated, undergoes coronary revascularization (thrombolytic therapy or
angioplasty) as quickly as possible. The actual diagnosis of an acute MI is based on many factors,
including history, risk factors, ECG findings, cardiac enzyme studies, and other diagnostic tools.
Prehospital management of a potential acute MI is focused on maintaining ABCs, pain relief, rapid
identification, rapid notification, and rapid transport to an appropriate ED.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Aspirin 325 mg (4 baby aspirin) by mouth (if not allergic).
2. If 12-lead ECG monitoring equipment is available, BLS providers may acquire an initial 12-lead

ECG, if trained to do so and time allows (do not delay BLS care to acquire ECG). BLS Providers are
not to provide 12-lead or ECG rhythm interpretations to patient or family.

EEmmeerrggeennccyy  MMeeddiiccaall  TTeecchhnniicciiaann  ––  BBaassiicc

Assist patient with his/her prescribed Nitroglycerin (1 tablet SL every 5 minutes as long as SBP
> 90 mm Hg, to a maximum of 3 doses, if prescribed dosage not available).

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ ALL patients (male or female) who would receive nitroglycerin according to this standard must be
questioned about taking Viagra (sildenafil citrate). Any patient that has taken Viagra within the
previous twenty-four (24) hours should not receive any form of nitrates as irreversible hypotension
may occur. Contact OLMC for further guidance in correctly treating these patients.

§ It is important to remember that a patient may be suffering an acute MI with a perfectly normal 12-
lead ECG or may have no evidence of an acute MI in the face of an abnormal ECG.

§ Remember: Pain of cardiac ischemia may be atypical in the older and younger patient population.
§ Time is muscle !  An actively infarcting patient should be handled as an emergent (Code-3)

transport, when safe to do so.
§ Note: Continuous ECG, pulse oximetry, and blood pressure monitoring (every 5 minutes) are

mandatory, during, and after, administration of morphine sulfate.
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CONGESTIVE HEART FAILURE   (Pulmonary Edema)

     Congestive Heart Failure (CHF) is a symptom, not a diagnosis. The underlying cause of CHF is
usually organic heart disease or hypertension, but may also be volume related (renal failure) or toxin
related. As with most medical emergencies, in the conscious and awake patient with CHF, reassurance
will greatly aid treatment. As the patient becomes more agitated, respiratory distress is worsened. Care
goals include high flow oxygen, ventilatory assistance with positive pressure ventilation, if needed, B/P
reduction, and cardiac monitoring.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ ALL patients (male or female) who would receive nitroglycerin according to this standard must be
questioned about taking Viagra (sildenafil citrate). Any patient that has taken Viagra within the
previous twenty-four (24) hours should not receive any form of nitrate as irreversible hypotension
may occur. Contact OLMC for further guidance in correctly treating these patients.

§ Patients may have difficulty lying supine for the acquisition of the 12-Lead. The 12-Lead may be
obtained in a position of comfort as close to supine as possible.

§ Note:  Continuous ECG, pulse oximetry, and blood pressure monitoring (every 5 minutes) are
mandatory, during and after, administration of morphine sulfate.
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DIABETIC / GLUCOSE EMERGENCIES
     Sorting out the possibilities of disorders in glucose metabolism has been made much easier with the
advent of the glucometer. The old adage of “when in doubt give sugar” is no longer valid when a
glucometer is available. Diabetics may have abnormally high or low blood glucose leading to symptoms.
The goal in managing diabetic conditions in the prehospital setting is glucose measurement, treatment
of identified abnormalities, and search for precipitating causes.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Blood glucose assessment.
2. Instant Glucose 15 grams (1 tube) by mouth, if indicated, for the hypoglycemic patient who is able

to swallow on their own and is capable of protecting their airway.

- May be repeated once, at same dose, if no response in 15 minutes.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ The blood glucose level at which hypoglycemia occurs in an individual is variable, but is generally
accepted as < 50 mg/dL. Therefore, for simplification, hypoglycemia is defined as a blood
glucose level < 50 mg/dL, with any degree of altered mentation.
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DIVING ILLNESS / INJURY   (Dysbarism)

     Barotrauma is the most common serious affliction of divers. It is defined as tissue damage resulting
from contraction or expansion of gas spaces that occur when the gas pressure in the body, or its
compartments, is not equal to ambient pressure. Dysbaric air embolism (DAE) results from entry of gas
bubbles into the systemic circulation through ruptured pulmonary veins. After passing through the heart,
bubbles lodge in small arteries, occluding the more distal circulation. DAE usually presents immediately
after a diver surfaces, at which time high intrapulmonic pressure resulting from lung over-expansion is
relieved, which allows air bubble-laden blood to return to the heart. The presenting manifestations of
DAE are sudden, dramatic, and often life-threatening: coronary occlusion, cardiac arrest, focal paralysis,
sensory disturbances, blindness, deafness, CVA, vertigo, dyspnea, seizures, and aphasia may all occur.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Remove from water if so trained, and it is safe to do so.
2. Spinal immobilization, protecting C-spine if mechanism suggests trauma.
3. Position patient in a left lateral recumbent position.
4. Provide 100% oxygen via non-rebreather immediately and throughout evaluation, treatment, and

transport.
5. Provide and maintain patient warmth. Remove wetsuit / dive clothing, if possible.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ Type of incident (submersion, diving, SCUBA)?  If submerged, how long?  Paralysis, tingling, or
numbness?  If SCUBA accident, how long under and how deep?

§ Transport patient’s Dive Computer to hospital with patient, if used and available.
§ Weather and water temperature? Remember that successful resuscitation is possible with

prolonged submersion in cold water. If impact injury, do not remove from water without cervical
spine immobilization.

§ Rescue / removal of a patient in a water related accident can be extremely high risk. This should
always be performed by trained, equipped providers.

§ Patients with Category I or II trauma should be transported to the Trauma Center (Brackenridge
Hospital) for immediate evaluation of injuries.

§ Sudden loss of consciousness on surfacing should always be assumed to be due to gas
embolism until proven otherwise. All cases of suspected DAE must be evaluated for potential
recompression treatment--Hyperbaric Oxygen therapy--as quickly as possible.
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DROWNING / NEAR-DROWNING
     Drowning is the fourth most common cause of trauma related death in the United States. It can occur
anywhere from a residential bathroom to area lakes. Of these incidents 75% are associated with
alcohol consumption. Near Drowning is defined as a submersion accident with recovery of vital signs
and survival greater than 24 hours post incident. The primary mechanism of death in drowning is
hypoxia and suffocation due to lack of oxygen or atelectasis of lung tissue (the failure of tissue to
reinflate). Concomitant factors of trauma from surface impacts, spinal cord injuries, orthopedic, and
tissue injuries are common. Patient survival is based largely on early access, aggressive airway
management and resuscitation intervention.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Remove from water if so trained, and it is safe to do so.
2. Spinal immobilization, protecting C-spine if mechanism suggests trauma.
3. If patient is in cardiopulmonary arrest, refer to appropriate cardiac arrest Standard.
4. Provide and maintain patient warmth. Remove wet clothing.
5. Obtain rectal temperature and refer to “Hypothermia” Standard, if indicated (assume patient is

hypothermic until proven otherwise).

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ Type of incident (surface impact, submerged object strike, propeller trauma). If submerged, how
long under and how deep?

§ Weather conditions, water temperature, temperature at depth recovered (if SCUBA recovery).
Remember that successful resuscitation is possible with prolonged submersion in cold water.

§ Hypothermic patients have slowed uptake and circulatory functions.   Remember: No one is dead
until they are warm and dead !  Follow “Hypothermia” Standard if immersion is in cold water.

§ RESCUE MODE (full resuscitation efforts indicated):  Active phase of response operations.
Includes rescuers searching for a patient with the intent of full resuscitative efforts upon locating the
patient.  Such an operation will be undertaken with a reliable “point last seen” or witnessed
submergence of 1 hour or less in surface temperature water of 70 degrees or less, or 30 minutes in
surface water >70 degrees.

§ RECOVERY MODE (no resuscitative efforts indicated):  Phase of operations that begins after
the expiration of the  “rescue mode” time.  Operations in this phase focus on recovery of the body
with no plans for resuscitation.
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HEAT RELATED EMERGENCIES
     Heat exhaustion is a syndrome of dizziness, nausea, vomiting, weakness, and, occasionally,
syncope which may be associated with a normal body temperature or a moderate temperature
elevation. There is no sustained change in mentation, and the skin is usually wet from profuse
diaphoresis.  Heat Stroke is the most severe form of heat illness. Patients with heat stroke present with
disorientation, seizures, or coma. Historically, heat stroke was defined as the triad of hyperpyrexia
(temperature > 105 degrees F.), CNS dysfunction, and lack of sweating. However, lack of sweating is
not an absolute diagnostic criteria since many heat stroke patients may present with profuse sweating.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Obtain an accurate body temperature (rectal preferred).
2. Move to cooler environment and remove excess clothing, protect from further heat gains.
3. HEAT EXHAUSTION:

- Carefully begin rehydration with oral isotonic solutions or water, if the patient can tolerate
liquids. Do not give large amounts of fluid rapidly or administer fluids by mouth to any patient
who has an altered mentation.

- If temperature is > 103 degrees F., cool patient with ice packs, cool wet towels, or fans and
spray water applied to areas where major vessels come close to the skin surface, (i.e., carotids,
femorals, brachials).

- Remove cooling agents when temperature reaches 100 degrees F. to avoid too rapid of a
temperature drop which may initiate the shivering process (which will increase temperature).

4. HEAT STROKE:  Aggressive evaporative cooling is indicated (using fine mist water spray and
forced air stream with fans), apply ice packs to groin and axillae.

- Continue cooling until core temperature reaches, or is less than 104 degrees (to avoid too rapid
of a temperature drop), or shivering begins (which will increase temperature).

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss
§ The major difference between heat exhaustion and heat stroke is generally CNS impairment.
§ The treatment of heat exhaustion is rest with fluid volume and electrolyte replacement.
§ Severe heat cramps will respond to intravenous rehydration with normal saline (NS).
§ Dehydration and volume depletion may not occur in classic heat stroke. Vigorous fluid

administration may produce pulmonary edema, especially in the elderly.
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HYPERTENSIVE CRISIS
     Hypertension is not a disease, but an end result of multiple disease processes. There are multiple
underlying causes of hypertension, though the primary factor is an increase in peripheral vascular
resistance. It is important to recognize that an isolated hypertensive reading does not reflect the overall
blood pressure status of the patient.  Indeed, almost 30% of initial hypertensive readings found in a
health care environment will resolve with rest (“white coat hypertension”). In emergency care, many
patients present with a hypertensive blood pressure reading related to the precipitating cause for
activating EMS.  While reduction in blood pressure to a “normal” range is important for all
patients, acute lowering of blood pressure may actually cause further harm to the patient by
underperfusion of end-organs (i.e., brain, kidneys etc.).

BBaassiicc  LLiiffee  SSuuppppoorrtt

Place patient in Fowler’s position.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ Is there a history of hypertension or CVA?  Any headache, dizziness, syncopal episodes, numbness
or tingling in any part of the body?

§ Is there any weakness or paralysis on one side of the body?  Is there any facial drooping? Aphasia
or decreased LOC?  If so, consider “Stroke (Brain attack / CVA)” Standard of Care.

§ Most hypertensive patients in the prehospital setting should be monitored, stabilized and provided
with supportive care and blood pressure reassessment.
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HYPOTENSION   (Non-Traumatic)

     A thorough assessment and physical examination are vital when attempting to find the underlying
etiology of hypotensive states.  Non-traumatic hypotension may be caused by a variety of conditions
such as hypovolemia (severe dehydration, GI bleeding), anaphylaxis, diminished cardiac output, sepsis,
neurologic dysfunction, or an acute MI with left ventricular dysfunction.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. If indicated, and no trauma is suspected, assess orthostatic changes.  Do not attempt orthostatic
B/P measurements in patients with a systolic B/P less than 70 mm Hg.

2. Place the patient in the Trendelenburg Position.  A Modified Trendelenburg should be used for
COPD, CHF, or extremely obese patients.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ Most non-traumatic hypotension is a result of one of the shock syndromes or hypovolemia.  It is
important to manage the cause of the problem if it can be identified.

§ Is there a history of GI bleeding, cardiac problems, or CVA?
§ Is the patient able to access food / fluid appropriately?  Is the patient elderly?
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HYPOTHERMIA
     Hypothermia, by definition, is a patient with a core temperature of less than 95 degrees.  According
to ACLS guidelines, a body temperatures of 93 to 95 degrees constitute “mild” hypothermia. When the
temperature is 86 to 93 degrees, “moderate” hypothermia exists. Below 86 degrees “severe”
hypothermia is present and according to ACLS guidelines, modifications in the treatment of the cardiac
arrest patient should be made. Death in hypothermia must be defined as a failure to revive with
rewarming; unless there is strong evidence that the patient is not viable (severe trauma). In general, in
the arrested hypothermic patient, aggressive attempts at resuscitation should be continued until the
patient’s core temperature is at least  95 degrees F. Most hypothermic patients are also volume
depleted to some degree and should receive warmed IV fluids to improve coronary artery blood flow and
correct hypovolemia.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Assess responsiveness, breathing, and pulse using the following:

 PATIENT UNRESPONSIVE OR IN CARDIAC ARREST:
 Confirm pulselessness for 30 to 45 seconds if severe hypothermia is suspected or known. If no
pulse is detected and no other signs of life are present, CPR should be initiated immediately while
an AED is being applied (limit AED shocks to three when, or if, severe hypothermia is known with
certainty to exist).

 
 PATIENT NOT IN CARDIAC ARREST:
 For body temperatures of 86 to 93 degrees F., remove all wet clothing and apply warm heat packs

to neck, armpits, and groin only.
 

- Avoid aggressive rewarming in patients with a temperature of less than 86 degrees, simply
prevent further heat loss.

 
- Temperatures above 93 degrees F. may be rewarmed in the normal fashion.
 

2. In severe hypothermia (temperature < 86 degrees F.), oxygen use should be limited to those
instances in which hypoxia is present (unwarmed oxygen may increase hypothermia).

3. Keep the patient horizontal to avoid aggravating hypotension through orthostatic mechanisms.
4. Blood glucose assessment. (Hypoglycemia can cause hypothermia and vice-versa, so all patients

must be evaluated for such).

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ When specifically and urgently indicated, intubation should not be withheld, but used with extreme
caution (excessive manipulation may induce VF/VT).

§ Improvement of blood circulation to the heart decreases the risk of rewarming shock and VF.
Rapidly expanding the blood volume with warmed IV fluids increases B/P, flow through coronary
arteries, and oxygen delivery to the myocardium.

§ Providers should look for “urban” hypothermia in inner city areas, where it has a high association
with poverty and drug and alcohol abuse.

§ If severe hypothermia is known or suspected, AED shocks should be limited to three as outlined
under ALS guidelines (if temperature is in question, proceed as normal with shock delivery).
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NON-TRAUMATIC BLEEDING
     Bleeding can occur from a variety of sources, many of them hidden. Often a patient’s past medical
history will suggest an etiology. Tachycardia and tachypnea should always raise the question of occult
bleeding.  Prehospital care is primarily supportive and focused on maintaining adequate oxygenation,
fluid replacement, and monitoring vital signs.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. If indicated, assess orthostatic changes. Do not attempt orthostatic B/P measurements in
patients with a systolic B/P less than 70 mm Hg.

2. Place the patient in the Trendelenburg Position.  A Modified Trendelenburg should be used for
COPD, CHF, or extremely obese patients.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ Was there any trauma sustained prior to the bleeding? Chronic alcohol use? Any history of GI
bleeding?

§ If pregnant with vaginal bleeding, see “Obstetrical Emergencies” Standard for further considerations.
§ Is the patient taking any medications (e.g., aspirin, coumadin, NSAIDS) which may cause or

aggravate GI bleeding?
§ GI blood loss can be insidious to rapid and severe. Always prepare for the potential need for large

volume fluid resuscitation.
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OBSTETRICAL EMERGENCIES
     Most pregnancies progress in an orderly, normal fashion. Abnormalities during pregnancy affect both
mother and child. Thus, care of the pregnant patient focuses on the evaluation and treatment of both the
mother and in-utero child. Common emergencies encountered in the prehospital environment are
bleeding, abnormal presentation of child, complicated deliveries, and abdominal pain. Rapid
assessment and recognition of acute problems; including the possibility of having to support two or more
lives with complications is the primary focus in the prehospital environment. It is impossible to address
all potential illnesses and injuries in the pregnant patient in these standards.

NORMAL UNCOMPLICATED BIRTH:
Uncomplicated pregnancy with appropriate prenatal care. No recent history of substance abuse.

1. Assess for amniotic sac rupture. If not yet ruptured, DO NOT prematurely rupture membranes
until complete delivery of the baby has been accomplished. Once delivery has been
accomplished and the membranes are still intact, carefully tear them open and immediately suction.

2. Place the mother in a comfortable position (supine) with legs drawn up at edge of bed (if still in
house). Proper position may prevent shoulder impaction by baby.

3. Coach the mother to breathe deeply between contractions. Advise mother to “pant-breathe” with
each contraction, and to relax between contractions.

4. Apply slight pressure to perineum as the head emerges. Gently assist its passage out of the birth
canal. Do not allow an explosive delivery as vaginal tearing may result.

5. Check for umbilical cord around neck (nuchal cord).  If present, slip cord off over head. If cord is
too tight to remove, immediately clamp in two places and cut between clamps.

6. As soon as the head is visible, instruct the mother to stop pushing, immediately suction first the
mouth, then the nose, to remove fluid and mucous before the baby takes its first breath or the body
is delivered. If meconium is present, and intubation equipment is unavailable, thoroughly attempt to
suction the airway with a bulb syringe as much as possible. For ALS providers, refer to “Newborn
Resuscitation” Standard for further guidelines on handling meconium staining.

7. Once you have suctioned, tell mother to resume pushing, supporting the infant’s head as it rotates.
8. Deliver the anterior shoulder first, then the posterior shoulder. The body will soon follow.
9. Remember to keep the baby at the level of the vagina to prevent over or undertransfusion of blood

from the placenta.  Never “milk” the cord (milking causes destruction of blood cells).
10. Once pulsations cease in the cord, securely clamp (or tie) the umbilical cord (if not already done for

nuchal cord). Place the first clamp approximately 7 inches from baby. Place the second clamp
approximately 3 inches above the first. Carefully cut the umbilical cord between the clamps.

11. Allow the infant to nurse, if possible and infant is stable. This will help to promote uterine
contractions (do not allow baby to nurse if multiple births are suspected!).

12. After birth the vagina should continue to ooze blood. Do not pull on the umbilical cord to expedite
placental delivery. Eventually the cord will lengthen which indicates separation of the placenta from
the uterine wall (usually within 20 minutes).

13. Following delivery inspect the mother’s perineum and external vagina for tears. If any tears are
present, apply direct pressure to control hemorrhage.

14. The placenta should then be delivered and transported with the mother for evaluation. Do not delay
transport waiting for the placenta to deliver.
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OBSTETRICAL EMERGENCIES - 2 of 4

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Transport all non-traumatically injured patients greater than 20 weeks gestation on their left side to
prevent supine hypotensive syndrome (if patient can tolerate and is able to comply).

2. If the obviously pregnant woman greater than 20 weeks gestation requires spinal immobilization,
securely package her supine on long spine board and tilt board (with patient firmly secured to
board) 15 degrees to the patient’s left.

3. Assess fetal heart rate via doppler ultrasound, if available.
4. Collect any aborted tissues and transport with patient (place in paper bag and then plastic bag).

OObbsstteettrriiccaall  CCoommpplliiccaattiioonnss

PREGNANT PATIENT IN CARDIAC ARREST:

1. Should be managed according to ACLS Guidelines.
2. Rapid transport to the hospital and early notification of the ED that the patient is a pregnant

arrest (this allows the ED to mobilize a team for emergent C-section if necessary).

Pregnant arrests should be managed with a small elevation (pillow,
sheet etc.) placed under the right hip to shift the uterus off the great

vessels in the pelvis during resuscitation attempts.

PPRROOLLAAPPSSEEDD  UUMMBBIILLIICCAALL  CCOORRDD  //  LLIIMMBB  PPRREESSEENNTTAATTIIOONN::

1. Do not attempt to push cord or limb back in!
2. Insert two fingers of gloved hand into vagina to raise the presenting part of the fetus off of the cord.

Simultaneously, check cord for pulsations in vagina, and push baby’s head away to keep pressure
off of cord (maintain this throughout transport.

3. If possible, place mother in a knee-chest position (genupectoral
position) (see picture). If mother unable to comply, place in a
trendelenburg position instead.

4. Continue to hold pressure off of cord. Keep cord  moist with
sterile saline.

5. Transport immediately with early notification to receiving ED.
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OBSTETRICAL EMERGENCIES - 3 of 4
BREECH BIRTH:

1. Delivery of a breech baby is best left to hospital personnel whenever possible. Do not attempt
breech delivery unless no other options exist or baby and/or mother is in distress.

2. If delivery is imminent: Position mother with buttocks at the edge of firm bed (if available).  Ask her
to hold her legs in a flexed position if possible.

3. As the infant delivers, do not pull on the legs, simply support them. Allow the entire body to be
delivered with contractions only while you support the infant.

4. As the head passes the pubis, apply gentle upward traction until the mouth appears over the
perineum.

5. If the head does not deliver and the baby begins to spontaneously breathe with its face pressed
against the vaginal wall, place a gloved hand in the vagina with the palm toward infant‘s face.

6. Form a “V” with the index and middle finger on either side of the infant’s nose, and push the vaginal
wall away from the infant’s face.

7. Maintain this position, and immediately transport with early notification to the receiving ED.

MULTIPLE BIRTHS:

1. Follow guidelines outlined for normal birth. Be aware that multiple births are generally smaller and
may present with babies in multiple positions (i.e., normal, breech etc.).

2. Deliver first baby, clamp and cut cord as previously indicated. Deliver second (or additional) babies
as previously indicated.

3. Be prepared to provide cardio-pulmonary support since multiple births generally produce much
smaller and less developed babies, requiring more intensive care.

4. Do not begin fundal massage or allow the mother to breast feed until it is known for certain that all
babies have been delivered (consider confirming with doppler ultrasound if unsure).

SHOULDER DYSTOCIA:
(occurs when infant’s shoulders is larger than its head)

1. Occurs most frequently with diabetic, obese mothers, and postmature pregnancies.
2. Do not pull on head. Have the mother drop her buttocks off the end of the bed.
3. Next, have her flex her thighs upward to facilitate delivery (McRobert’s Position), and apply firm

pressure with an open hand immediately above the symphysis pubis.
4. If delivery does not occur, immediately transport with early notification to the receiving ED, (maintain

airway patency).

UTERINE RUPTURE / RUPTURED ECTOPIC PREGNANCY:
Manage the same as for any patient in shock and rapidly transport.

UTERINE INVERSION:   
Manage the same as for any patient in shock.

1. Place the patient supine. Do not attempt to detach the placenta or pull on the cord.
2. Make one attempt to replace the uterus with the palm of the hand, push the fundus of the inverted

uterus toward the vagina. If one attempt is unsuccessful, do not continue.
3. Cover the uterus with towels moistened with saline and rapidly transport.
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OBSTETRICAL EMERGENCIES - 4 of 4

ABRUPTIO PLACENTA:
Premature separation of the placenta from the wall of the uterus with complaints of severe, constant
abdominal pain without external hemorrhage.

Manage the same as for any patient in shock and rapidly transport.

 PLACENTA PREVIA:
Evidenced by painless, bright red vaginal bleeding.

Manage the same as for any patient in shock and rapidly transport.

ECLAMPSIA:
Suspected and patient is experiencing active, sustained, tonic-clonic seizure activity.

Refer to “Seizures and Status Epilepticus” Standard for further treatment of seizures.

PREGNANCY INDUCED HYPERTENSION:   
Refer to “Hypertensive Crisis” Standard for further treatment.

ABORTION:
(tissue or non-viable fetus present).
1. Collect any tissue or fetal parts present.
2. Place in paper bag, and then into plastic bag for physician examination. Do not dispose of any

tissue or fetal parts.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

MANUAL VAGINAL EXAMS ARE NEVER TO BE DONE IN THE PREHOSPITAL SETTING.  AN EXAMINER’S FINGER
CAN PUNCTURE THE PLACENTA, IF PLACENTA PREVIA IS PRESENT, CAUSING PROFOUND SHOCK AND FATAL
HEMORRHAGE TO BOTH MOTHER AND BABY.

§ Obtain APGAR scores at 1 minute and 5 minutes post delivery. Do not delay resuscitation or cardio-
pulmonary support to obtain APGAR scores.

§ A premature birth is considered anything less than 38 weeks gestation or 5.5 lbs. of body weight.
§ One of the major considerations in managing a prehospital delivery is timing. If birth is imminent,

stay and deliver the baby. If high risk or complicated, attempt delivery en-route to the hospital.
§ Document the following on ALL prehospital deliveries:  presentation (normal vaginal, breech,

etc.), date and time of birth of baby and placenta, sex of infant, time membranes ruptured,
appearance of amniotic fluid (brown, green, clear, etc.), APGAR scores at 1 and 5 minutes,
appearance of placenta, any resuscitation procedures required.

§ Always contact OLMC for guidance with any complicated field delivery, when time and patient
condition allows.
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PAROXYSMAL SUPRAVENTRICULAR TACHYCARDIA  (PSVT)

     This is a distinct clinical syndrome characterized by repeated episodes (paroxysms) of tachycardia,
with an abrupt onset, lasting from a few seconds to many hours. These episodes usually end abruptly
and can often be terminated by vagal maneuvers. Paroxysmal supraventricular tachycardia frequently
occurs in otherwise healthy individuals. As such, it is usually well tolerated. If the rate is particularly rapid
( > 180 beats/min), or the arrhythmia is sustained, CHF may occur.



AAUUSSTTIINN  //  TTRRAAVVIISS  CCOOUUNNTTYY PPaaggee  4422  ooff  9955
EEMMEERRGGEENNCCYY  MMEEDDIICCAALL  SSEERRVVIICCEESS
SSTTAANNDDAARRDDSS  OOFF  CCAARREE  11999999

PSYCHIATRIC EMERGENCIES
     Psychiatric emergencies require careful assessment. It is important to maintain a professional
demeanor with the necessary degree of authority in one’s voice. In all cases, substance-induced
disorders (intoxication, withdrawals, etc.), organic causes (cerebral lesions etc.), endocrine emergencies
(hypoglycemia and hyperglycemia, etc.), and hypoxia must be ruled out before a patient’s condition is
provisionally diagnosed as psychiatric.  Remember that these patients are often agitated, suicidal, and
may be under the influence of alcohol or drugs. This creates a particularly hazardous situation for
Prehospital Providers

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Scene safety.
2. Physical restraints as needed for patient and provider protection (must clearly document need - see

“Restraint / Transport Against Patient Will” Appendices).
3. Blood glucose assessment (rule out hypoglycemia). Refer to “Diabetic / Glucose Emergencies”

Standard for abnormal blood glucose levels.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ History of psychological / psychiatric illness?  Under treatment for any psychiatric condition? Taking
psychotropic medications for condition?

§ What precipitated the event?  Any other pertinent medical history? Significant recent stressor? Hx of
recent alcohol / drug use?

§ Suicidal patients are not permitted to sign a refusal for care / transport.  Consultation with
law enforcement / mental health professionals / On Line Medical Control should guide
disposition.

§ Hypoglycemia, hypoxia, neurotrauma and other metabolic abnormalities can mimic an acute
psychiatric decompensation.  Always rule out organic causes.
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REACTIVE AIRWAY DISEASE
     Reactive airway disease is a spectrum of illnesses which includes asthma, emphysema and chronic
bronchitis.  Asthma is characterized by episodic bronchospasm and hypersecretion of mucous with
intervals of relative or complete good health. Most patients will have a prolonged expiratory phase of
respiration and wheezing (often audible without a stethoscope).  Emphysema (COPD) is defined as
destruction of lung tissue with fusion of tissue in the alveoli. Chronic bronchitis is an inflammatory
process with mucous production and bronchospasm.

EEmmeerrggeennccyy  MMeeddiiccaall  TTeecchhnniicciiaann  --  BBaassiicc

Assist patient with his/her prescribed hand-held Metered Dose Inhaler (MDI).  Assess the
patient after each dose for effectiveness and assist according to prescribed dose and amount.

- If no dosing frequency is identified, repeat inhalation in 20 minutes.
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SEIZURES AND STATUS EPILEPTICUS
     Seizures are defined as an episode of abnormal neurologic function caused by an abnormal
electrical discharge of brain neurons. Remember that “everything which falls down and shakes is not a
seizure.” There are many episodic disturbances of neurological function which can mimic a seizure.
Status epilepticus is a true medical emergency defined as either continuous seizures lasting at least 5
minutes or two or more discrete seizures between which there is incomplete recovery of consciousness.
Most patients with seizure disorders evaluated by EMS are post-ictal, having seized prior to EMS arrival.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ How many seizures has the patient had?  Is there a history of seizures?  Does the patient take
medication for seizures?

§ Was the seizure preceded by any trauma?  Does the patient have any history of diabetes?
§ Always assess blood glucose level to rule out a hypoglycemic-induced seizure.
§ If advanced pregnancy and eclampsia is suspected, refer to “Obstetrical Emergencies”

Standard for further guidance in correctly dealing with these patients.
§ If present during initial onset of seizure activity, thoroughly document onset of seizure including,

initial site(s) seizure activity began first, (i.e., tonic / clonic, focal motor, Jacksonian March etc.), time
of seizure onset and seizure duration (precise documentation helps determine focus of seizure).

§ Note: Continuous ECG, pulse oximetry, and blood pressure monitoring (every 5 minutes) are
mandatory, during, and after, administration of diazepam, or midazolam.
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STROKE   (“Brain Attack” or CVA)

     Definitive care for the patient with a “brain attack” (as it is now called) is no longer just rehabilitation.
Hospitals now have an opportunity to intervene in acute central nervous system ischemia by treating
certain patients with thrombolytic therapy. This opportunity carries with it a significant challenge-the
rapid and careful assessment, selection, and treatment of appropriate, non-hemorrhagic patients within
3 hours of symptom onset.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ Is there a history of hypertension, coronary vascular disease, or previous CVA?
§ Does the patient have a headache, dizziness, evidence of syncopal episodes, or parerethises /

numbness in any part of the body?
§ Is there any weakness, or hemiplegia or hemiparesis on one side of the body?  Is there any facial

drooping?  Is there any slurring of speech? Aphasia?
§ Thoroughly document exactly when symptoms began.  Have they improved / worsened?
§ Assess blood glucose level as hypoglycemia can sometimes present similar to a CVA.
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SYMPTOMATIC BRADYCARDIA
     Autonomic influences, hypothermia, drugs, and intrinsic cardiac conducting system disease may lead
to bradycardia. In particular, acute MI can affect the cardiac conducting system and produce
bradyarrhythmias ranging from sinus bradycardia to high degree AV block. While ACLS defines
bradycardia as a heart rate less than 60 beats per minute, the hearts of many people, particularly
trained athletes, will normally beat at much slower rates. Clinicians must be aware of the concepts of
absolute bradycardia (heart rate less than 60 beats per minute) and relative bradycardia (defined as
rhythms that are faster than 60 bpm, but still inappropriately SLOW for the clinical situation at hand).
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TOXICOLOGIC EMERGENCIES / POISONING
     It is impossible to include all potential toxic exposures or poisonings in this Standard. Management of
the poisoned / exposed patient focuses on several principles; decontamination limits further absorption
and minimizes the extent of toxicity; supportive care limits the effects of the serious complications of
poisoning on the primary systems at risk; and definitive care limits the severity or duration of toxicity
through the use of pharmacologic antagonists (antidotes) or enhances elimination of the toxin itself. The
poisoning / exposure may be accidental or intentional.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Scene safety.
2. Care for the patient as the situation indicates.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ Contaminated patients should not be transported by aeromedical transport resources given potential
risk to air crew and aircraft safety.

§ It is important to remember that a toxic exposure poses a significant risk to both rescuer and patient,
appropriate scene management and decontamination are critical.
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VENTRICULAR TACHYCARDIA /
WIDE-COMPLEX TACHYCARDIA

( with a pulse )

     Ventricular tachycardia (VT) is defined as three or more successive beats of ventricular origin at a
rate greater than 100 beats per minute. There are no normal looking QRS complexes and the rhythm is
usually regular, but it can be irregular. VT may be either well tolerated or associated with grave, life-
threatening hemodynamic compromise. The hemodynamic consequences of VT depend largely on the
presence or absence of myocardial dysfunction (such as might result from ischemia or infarction) and on
the rate of VT. Treatment is based on presence or absence of a pulse (pulseless VT is treated the same
as Ventricular Fibrillation and is covered in the Cardiopulmonary Arrest Standards sections).

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ SERIOUS SIGNS AND SYMPTOMS:  Chest pain, shortness of breath, decreased LOC,
hypotension, shock, pulmonary congestion, CHF, acute MI.

§ Note:  Continuous ECG, pulse oximetry, and blood pressure monitoring (every 5 minutes) are
mandatory, during, and after, administration of midazolam, and magnesium sulfate.
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CARDIAC ARREST ALGORITHMS
(Universal Arrest Management)

     Cardiac arrest is the loss of spontaneous circulation which can be caused by many different rhythms
and circumstances. Optimal management of a patient in cardiac arrest requires a team approach. The
American Heart Association has developed the “Chain of Survival” which emphasizes Early Access,
Early CPR, Early Defibrillation & Early Advance Care.

CORE ACLS CONCEPTS

§ Cerebral resuscitation is the most important goal. Providers must restart the heart as the first
step toward that goal. Cerebral resuscitation – returning the patient to the pre-arrest level of
neurological functioning – stands as the ultimate goal of the prehospital provider.

§ Never forget the patient. Resuscitation challenges care providers to make decisions quickly, under
pressure, and in dramatic settings. Human nature can lead providers to focus on limited specific
aspects of resuscitation attempts: getting the IV started, placing the tube, identifying the rhythm,
remembering the “right” medication to use.

§ The resuscitation continuum: Advanced cardiac life support (ACLS) is just the other end of
basic life support (BLS). Prehospital personnel cannot provide proper ACLS without constant and
careful attention to the features of BLS and proper assessment of the patient.

§ Emergency personnel must identify medical conditions that lead to cardiac arrest as quickly
as possible. Once these conditions are identified, providers must start appropriate therapy rapidly.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Check adequacy of any bystander CPR and take over if indicated.
2. Rapidly attach an Automated External Defibrillator (if available) and follow AED protocol.
3. Notify additional responding units of CPR in progress.
4. Refer to “DOS / Do-Not-Resuscitate” Standard for any potential non-resuscitation patient.

AUTOMATED EXTERNAL DEFIBRILLATOR (AED) INTERFACE WITH ALS PROVIDERS:
1. ALS providers of the transporting unit have final authority over patient care and AED interface.
2. On arrival, ALS providers should ask for a quick report from the provider(s) operating the AED and

direct them to proceed with defibrillation if the device is still advising to shock.
3. ALS providers are to continue using the HeartStream Forerunner biphasic AED for additional

shocks in VF/ pulseless VT as long as shocks are recommended
4. ALS providers are not to remove the Forerunner biphasic AED and attach their defibrillator unless

the AED in use lacks a rhythm display screen, or further shocks are not indicated.  Note:  it is
appropriate to attach the 3 or 4 lead system of your monitor simultaneously with the AED to acquire
a code summary report.



AAUUSSTTIINN  //  TTRRAAVVIISS  CCOOUUNNTTYY PPaaggee  5500  ooff  9955
EEMMEERRGGEENNCCYY  MMEEDDIICCAALL  SSEERRVVIICCEESS
SSTTAANNDDAARRDDSS  OOFF  CCAARREE  11999999

ACLS CARDIAC ARREST ALGORITHMS - 2 of 2

5. ALS providers should consider the shocks delivered by the AED as part of their protocols. For
example, if the patient remains in VF after 3 shocks by the AED, ALS providers are to enter the VF
treatment sequence at the point at which the first 3 shocks have been delivered.  ALS providers
should immediately perform endotracheal intubation and IV access (if not already accomplished)
and administer medications as outlined in arrest algorithm. If the AED analyzes and charges to
deliver another shock, allow it to complete its series of shocks.

6. The AED is to only be removed by ALS providers when, (1) the patient has regained a
spontaneous rhythm or pulse, (2) shocks are no longer being advised because a non-shockable
rhythm is present, or (3) patient is ready for transport to hospital.

7. ALS providers should begin all subsequent shocks (after AED removal, at the next highest energy
level, measured from the last shock delivered by the AED.
- Biphasic AED (HeartStream Forerunner):  Biphasic AEDs deliver a maximum of 150 Joules of energy

for all shocks.  Regardless of number of shocks delivered, begin all subsequent shocks at 200 Joules
and increase as indicated.

- Standard AED (LP300 / HeartStart 1000 etc.) Standard AEDs utilize higher energy settings for
monophasic defibrillation.  If only a single shock was delivered: Begin next shock at 300 Joules. If
more than 1 shock was delivered:  Begin next shock at 360 Joles.

POST-RESUSCITATION CARE
     Post-resuscitation care refers to the period between restoration of a spontaneous circulation and
arrival to the ED. Proper care in this period can make a critical difference in the eventual outcome,
especially neurological function. Patients may display a wide spectrum of responses from resuscitation,
ranging from being awake and alert, with adequate spontaneous respirations and hemodynamic
stability, to remaining comatose with apnea and cardiovascular instability.
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AMPUTATIONS
     The partial or complete severance of a digit or limb is an amputation. It often results in the complete
loss of the limb at the site of severance. The surgeon may reimplant the amputated part or use the skin
for grafting, as they repair the remaining limb. Candidates for reimplantation include victims of
amputation of the scalp, hand, digit, penis, and selected portions of distal-most extremities. In general,
the younger the patient is, the more potential lifetime benefit replantation has to offer.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Spinal immobilization if indicated.
2. Assess the patient for associated injuries that may be of a higher priority.
3. Apply direct pressure to control hemorrhage. A tourniquet should be avoided when possible.
4. In the case of incomplete amputation, splint entire digit or limb in a physiologic position, if possible.

GUIDELINES FOR CARE OF AMPUTATED BODY PART(S) AND TISSUE:

1. Wrap body part or tissue in sterile gauze moistened with Normal Saline or Lactated Ringers.
2. Place into plastic bag or container.
3. Place bag or container into another container filled with ice water. Do not allow part(s) to come into

contact with ice directly.
4. All tissue or amputated body part(s) must be transported (if retrievable) with the patient to the

hospital regardless of amount of tissue damage present.

Do not delay transport of patient for prolonged extrication of body part(s) or tissue.
Have the body part(s) or tissue transported separately, if needed.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ Never freeze the part by placing it directly on the ice or by adding any other coolant, such as dry ice,
which could cause irreversible damage to the tissue.

§ Cooling may increase the prospect of successful replantation, because it decreases the metabolic
rate and inhibits bacterial growth. Immediate institution of hypothermia (cooling with ice) can extend
the ischemic period to 24 hours or more in some patients.

§ Note: Continuous ECG, pulse oximetry, and blood pressure monitoring (every 5 minutes) are
mandatory, during, and after, administration of morphine sulfate.
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BURNS  (Chemical, Electrical, Thermal)

     Chemical burns represent a hazard to both patient and rescuer, and extreme care should be taken
to avoid exposure to offending agents. Although the pathophysiology of tissue damage from all types of
burns is similar, the medical consequences can be quite different.  The eyes are particularly vulnerable
to chemical. Therefore, eye irrigation should be started early and continue for at least 15 minutes. The
care of electrical burns should be guided by safety. The heart is most susceptible to voltage below 400
volts.  Above this level internal burns are a major complication. Remember that most injuries in electrical
burns are internal. Fatal arrhythmias are usually a very early problem but other arrhythmias may occur
at any time if the heart has been electrically injured. Care of the patient with thermal burns should be
guided by scene safety, cooling the burn (if appropriate), maintaining normal body temperature, and
protecting the airway.  Shock in the very early stages of a burn is generally not associated with the burn,
thus one should rule out other life-threatening injuries.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Scene safety(turn off the power or contact the electric department, extinguish flames, wear PPE).
2. Apply dry sterile dressings (may use sterile saline dressings for second degree burns < 10% BSA).
3. Spinal immobilization as indicated (particularly in electric shock).
4. Irrigate chemical burn site with water if appropriate to chemical.  If powdered chemical, brush off.
5. If required, splint fractures after dressing burns.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ In electrical burns, search for additional traumatic injury.
§ In thermal burns, assess patient for evidence of potential carbon monoxide exposure.
§ Major burns:

- Any electrical, chemical, or thermal burns with inhalation injuries
- Burns associated with other injuries
- Second or third degree burns between 10% and 20% BSA involving the face, hands, feet,

genitalia or perineum
- Second or third degree burns > 20% BSA involvement

§ Major burns should be transported immediately to the nearest Trauma Center (Brackenridge).
§ Note: Continuous ECG, pulse oximetry, and blood pressure monitoring (every 5 minutes) are

mandatory, during, and after, administration of morphine sulfate.



AAUUSSTTIINN  //  TTRRAAVVIISS  CCOOUUNNTTYY PPaaggee  5533  ooff  9955
EEMMEERRGGEENNCCYY  MMEEDDIICCAALL  SSEERRVVIICCEESS
SSTTAANNDDAARRDDSS  OOFF  CCAARREE  11999999

CLOSED HEAD INJURIES
     Closed head injuries usually result from blunt trauma, the most common mechanism being a motor
vehicle accident. Providers should attempt to obtain a history from bystanders or family members
regarding the patient’s condition immediately after the injury. Calculation of a Glasgow Coma Score has
prognostic value. Head injury remains a significant cause of death from trauma.  Early aggressive
management, airway maintenance, oxygenation, immobilization, and rapid transport to a Trauma Center
are the goals of prehospital management.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Scene safety.
2. Spinal immobilization (high index of suspicion for cervical spine trauma should be considered in all

cases of head injury).

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ All head injury patients should receive aggressive oxygenation and ventilatory support as indicated.
Oxygenation reduces secondary brain insult after primary injury (refer to BLS guidelines for rates).

§ Consider additional injuries for hypotensive patients with head injury.
§ Isolated closed head injury is not an etiology for shock, and IV fluids should be reserved for

evidence of hypovolemia.
§ Note: Continuous ECG, pulse oximetry, and blood pressure monitoring (every 5 minutes) are

mandatory, during, and after, administration of midazolam, or paralytic agents.
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CRUSH INJURIES
     Victims entrapped and crushed due to heavy, fallen debris from a structural collapse present a
unique challenge. These crushing objects place prolonged and continuous pressure on the extremities ,
resulting in skeletal muscle death (rhabdomyolysis) with release of its cellular contents (myoglobin) into
the plasma. These adverse effects are called the Acute Crush Syndrome. After the skeletal muscle
injury occurs and the crushing object is removed, all of those accumulated cellular toxins (myoglobin)
and electrolytes (potassium) are released into circulation and can possibly cause lethal cardiac
arrhythmias, acute renal failure, and sudden death. The systemic effects of the Acute Crush Syndrome
only occur when the crushing object is removed and the injured extremity is reperfused. Removal of the
object causes massive fluid shifts into the injured muscle, resulting in acute hypovolemia and
hypotension. Large volumes of Normal Saline (avoid Lactated Ringers) must be given to the patient
intravenously both before and after the patient is released.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ Traumatically injured patients are very susceptible to heat loss.  Preservation of body heat is
paramount.

§ Note: Continuous ECG, pulse oximetry, and blood pressure monitoring (every 5 minutes) are
mandatory, during, and after, administration of morphine sulfate, and midazolam.
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GENERAL TRAUMA MANAGEMENT
     The general initial assessment and management of a traumatically injured adult and child are
essentially the same. Airway and breathing must be evaluated and managed first, followed by
assessment of circulation, then a brief neurological examination and complete exposure of the patient.
One of the most important responsibilities of the prehospital provider is to spend as little time on the
scene as possible to evaluate the patient, perform lifesaving maneuvers, and prepare the patient for
transport to the hospital.  Our goal is to be on-scene no longer than 10 minutes in Category I & II
trauma.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Spinal immobilization, protecting C-spine if mechanism suggestive of potential injury.
2. Place patient in trendelenburg position as indicated.  If no spinal trauma is suspected, modified

trendelenburg may be used as patient condition warrants.  Spinal cord protection is paramount.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ Difficulty breathing or moving?  Loss of sensation?  Any bruising noted on chest or back?  Any
penetrating injuries?

§ If shooting / stabbing / chest trauma:  number of punctures, entry/exit wounds, locations? Tracheal
deviation, subcutaneous (SQ) air? Breath sounds?

§ Traumatically injured patients are very susceptible to heat losses and preservation of body heat is
paramount, keep the patient warm unless already hyperthermic !

§ Note: Continuous ECG, pulse oximetry, and blood pressure monitoring (every 5 minutes) are
mandatory, during, and after, administration of morphine, midazolam, or paralytic agents.
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HYDROFLUORIC ACID EXPOSURE
     Hydrofluoric acid (HFA) is a highly corrosive acid that can severely burn skin and eyes. Burns initially
depend upon concentrations, temperature, and duration of contact. However, HFA differs from other
acids because the fluoride ions readily penetrate the skin causing destruction of the deep tissue layers
and even bone. Unlike other acids, which are rapidly neutralized, HFA continues to destroy the skin for
days. In addition, the fluoride ions readily bind with calcium ions that can cause hypocalcemia.
Hypocalcemia can lead to cardiopulmonary arrest.  If the exposure is left untreated or improperly
treated, permanent damage, disability, or death may result.  Treatment is directed toward binding the
fluoride ions to exogenous calcium to prevent tissue destruction. To this end, calcium gluconate, as a
gel or in solution, is used in an attempt to form insoluble calcium fluoride.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Scene and personal safety.
2. Identify substance and concentration.
3. Begin decontamination by flushing the patient with water.
4. Remove patient’s clothing, shoes and jewelry. If wearing goggles, remove them last. Have patient

face water flow with eyes closed and pull goggles over head.  Maximum flushing time is 5 minutes,
when ocular calcium solution is available (flushing with calcium solution is treatment of choice), if
not, continue flushing for at least 15 minutes.

5. For a conscious patient following ingestion (rare), give orally high amounts of any calcium or
magnesium based antacid in milk or milk by-product, or give water only.

6. Frequent suctioning may be needed to remove airway secretions.
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SEXUAL ASSAULT
     Sexual assault is sexual contact without the consent of the person assaulted.  Rape is generally
defined as penetration of the vagina or rectum of an unwilling female or the rectum in an unwilling male.
Rape and sexual assault are violent crimes. Injuries commonly encountered during a sexual assault are
usually facial or extremity. Gynecological injuries only account for approximately 7 percent of all injuries.
Sixty to eighty percent of all rapes involve acquaintances or friends. Elderly victims are twice as likely to
incur non-genitalia injuries.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Confirm scene safety.
2. Request Law Enforcement assistance if not already on-scene.
3. Do not examine the genitalia unless patient is hemorrhaging and a dressing is required to control it.
4. Apply dressings (only if necessary) to the genital area with the utmost care and consideration for

your patient’s well-being.  Work in a calm, professional, and non-judgmental manner.
5. In cases of severe emotional upset, it may be better to have a same sex provider care for a rape

victim’s injuries (if possible).
6. Save any clothing you had to remove during your care. Handle the clothing as little as possible.

Place items in a paper bag if at all possible (avoid plastic bags as they may induce moisture into
clothing).

7. Advise patient not to urinate, defecate, douche, or wash before an emergency department Sexual
Assault Nurse Examiner (SANE) or physician has had a chance to do an examination.

8. Refer to “General Trauma Management’ Standard, if patient presents with multi-system trauma.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ Refer to "Crime Scene Preservation" appendix for specifics concerning scene management.
§ When taking a patient history, obtain only pertinent facts related to the trauma (LOC, SOB, bleeding,

weapon involved). Do not question patient about past sexual history, or attempt to obtain non-
medical facts (assailant description, etc) not directly related to patient care.

§ As soon as possible document in writing the condition of the patient when first seen. Include a
description of the scene, patient’s clothing, any unsolicited statements made by patient,  patient’s
mental and physical condition, and a complete summary of patient care.



AAUUSSTTIINN  //  TTRRAAVVIISS  CCOOUUNNTTYY PPaaggee  5588  ooff  9955
EEMMEERRGGEENNCCYY  MMEEDDIICCAALL  SSEERRVVIICCEESS
SSTTAANNDDAARRDDSS  OOFF  CCAARREE  11999999

SPINAL TRAUMA
     Spinal trauma, if not recognized and properly managed in the field, can result in significant life-long
injury and impairment. Any patient who has sustained an injury indicative of spinal loading or stretching,
significant injury above the clavicles, significant blunt trauma to the torso, a head injury resulting in an
altered level of consciousness, or a major fall must be suspected of suffering a potential spinal cord
injury and should be immobilized in a neutral in-line position (unless contraindicated).  The patient’s
ability to walk should not be a factor in determining whether a patient needs to be treated for
potential spinal injury. According to PHTLS, almost 20% of patients who required surgical repair of
unstable spine injuries were found “walking around” at the accident scene by EMS personnel.

BBaassiicc  LLiiffee  SSuuppppoorrtt

Spinal immobilization prior to moving.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ Spinal neurogenic shock is a result of the vasomotor instability due to the loss of sympathetic tone.
The patient typically has a systolic blood pressure of 80 to 100 mm Hg. Despite hypotension, the
skin is warm, pink, and dry, and there is adequate urine output. In addition, despite the hypotension,
there is also a paradoxical bradycardia.

§ Is there any loss of sensation or movement?  If paralysis present, where?  Is the patient having any
difficulty breathing?  Is there any point tenderness along the spinal column?

§ Always consider head injury in cases of spinal trauma and spinal trauma in cases of head injury.
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SNAKEBITE
     Snakebites are a difficult medical emergency to accurately assess.  Two venomous snake groups
naturally reside in Central Texas.  The Crotalidae (viperine), frequently called “pit vipers” include:
rattlesnakes, copperhead, and water moccasins. The other group, known as the Elapidae, is the family
which the coral snake belongs.  Snake venom is classified as hemo or neuro toxic. Unfortunately,
snakebites do not affect “just” the hematologic or neurologic systems.  They are primarily one or the
other, but contain elements of both.  Hemotoxic poisons, found primarily in the Crotalidae, attacks the
blood system causing lysis (destruction) of capillary cells, local thrombosis, gangrene, and intravascular
clotting. Neurotoxic venom acts by attacking the respiratory center and the 9th through 12th pair of cranial
nerves. Snake identification is crucial and the following may assist in identification: Coral Snakes:
Approximately 20 inches in length, about the girth of a pencil.  The coloring is a very distinctive pattern
of red, yellow, and black bands.  While other snakes somewhat mimic this coloring, only the Coral snake
has a red band bordered on both sides with a band of yellow.  Pit Vipers: So called because of the deep
pits used to sense warmth, located on each side of the snake’s face, between the nostrils and the eyes.
The snakes use this sensing mechanism to locate food and for self-protection.  Pit vipers may be
identifiable from a distance by the angular shape of their head.  In all cases of snakebite, transport
should not be delayed.

BBaassiicc  LLiiffee  SSuuppppoorrtt
1. CORAL SNAKES: Apply three inch elastic bandage wrap over bite site, wrapping as far down the

limb as possible, then as far up as possible. Wraps should only be tight enough to indent the skin,
not totally occlude circulation.  As swelling is usually rapid, carefully monitor wrap tightness and
loosen if distal pulses or venous blood return is decreased.

2. PIT VIPERS: Minimize activity, remove tight clothing or jewelry. If upper extremity, splint at heart
level.  If lower extremity, splint and elevate the extremity.

3. Constricting bands or tourniquets may be harmful in viper envenomations and are not to be used.
4. Cryotherapy is contraindicated in all snakebites.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ Pit Viper: Symptoms are acute and marked: Tissue swells at bite mark within 3 minutes and
continues for up to 1 hour.  Swelling spreads, possibly to a point where the skin “bursts.”

§ Coral Snake: Symptom onset is not as acute as with pit vipers. Circulatory impairment with
arrhythmias, hypotension, weakness, and exhaustion terminating into shock. Severe headache,
dizziness, hearing difficulty, confusion, unconsciousness, respiratory difficulty to paralysis, skin
sensations (paraesthesia), diaphoresis, chills and rapid onset of fever.

§ Note: Continuous ECG, pulse oximetry, and blood pressure monitoring (every 5 minutes) are
mandatory, during, and after, administration of morphine sulfate.
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ALLERGIC REACTION / ANAPHYLAXIS
      Allergic reactions and anaphylaxis represent a spectrum of the same problem. At its extreme end,
anaphylactic reactions are life-threatening with a mortality rate of approximately 3% requiring swift
action. Care is focused on reducing or stopping the allergic reaction. The cardinal signs of anaphylaxis
are stridor, bronchospasm, and hypotension.  The symptoms associated with anaphylaxis may begin
within seconds of exposure to an allergen or may be delayed up to 1 hour. However, typical response
begins within minutes of exposure and primarily involves the cardiovascular and respiratory system.

BBaassiicc  LLiiffee  SSuuppppoorrtt

Cryotherapy to affected area, if indicated.

EEmmeerrggeennccyy  MMeeddiiccaall  TTeecchhnniicciiaann--BBaassiicc

With signs or symptoms of respiratory distress and / or hypoperfusion, assist with administration of
prescribed Pediatric Epinephrine auto-injector (0.15 mg).

Note: The patient who is in true anaphylaxis rarely presents with hypertension(HTN). If HTN is
present, search for other causes first.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ Are the patient’s signs and symptoms indicative of an allergic reaction or anaphylaxis? Remember it
is a spectrum.

§ Has the patient had a history of anaphylaxis in the past?
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ALTERED MENTATION
     Altered mentation is a symptom, not a diagnosis, with many possible causes, both medical and
traumatic. Common etiologies include: diabetic problems (hypoglycemia or hyperglycemia), alcohol or
drug intoxication, metabolic abnormalities, seizures or post-ictal states, toxic exposures, hypoxia,
sepsis, stroke, and head trauma. Altered mentation of a known etiology (such as hypoglycemia or
narcotic overdose) should be treated using the appropriate Standard of Medical Care. Multiple patients
with altered mentation suggests toxic exposure / drug ingestion (always remember carbon monoxide).
Pediatrics often have an infectious, toxic, or pulmonary etiology for their altered mental status.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Aggressive oxygenation with high flow oxygen.
2. Support ventilations with BVM if necessary.
3. Spinal immobilization if trauma is known or suspected.
4. Physical restraints if needed for provider or patient protection (must clearly document need - see

“Restraint / Transport Against Patient Will” Procedure sheet).
5. Blood glucose assessment in all pediatrics with an altered mentation (in neonates or infants, heel

stick is preferred site for blood sample).
6. Assess body temperature in all infants with an altered mentation.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ Sepsis, fever, or hypothermia may cause an altered mentation in children.
§ Is there a medical history that suggests a possible cause (i.e. cardiac history, diabetes, CVA, HTN,

seizures, or alcohol/ drugs) ? Is the patient a newborn of a narcotic using mother?
§ Any evidence of  trauma?
§ Is patient under a physician’s care for this condition?
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DIABETIC / GLUCOSE EMERGENCIES
     Sorting out the possibilities of disorders in glucose metabolism has been made much easier with the
advent of the glucometer. The old adage of “when in doubt give sugar” is no longer valid if a glucometer
is available.  Diabetics may have abnormally high or low blood glucose leading to symptoms.  An
episode of hyperglycemia in infants and children may be the initial presentation of diabetes (no prior
history).  There are many signs and symptoms of hypoglycemia: newborns and young infants may be
asymptomatic or may manifest nonspecific symptoms such as irritability, pallor, cyanosis, tachycardia,
tremors, lethargy, apnea, or seizures.  The goal in managing diabetic conditions in the prehospital
setting is glucose measurement, treatment of identified abnormalities, and search for precipitating
causes.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Blood glucose assessment (in neonates or infants, heel stick is preferred site for blood sample).
2. Oral glucose 7.5 to 15 grams (1/2 to 1 tube) by mouth (if conscious and can protect airway) for

hypoglycemia.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ The blood glucose level at which hypoglycemia occurs in an individual is variable, but is generally
accepted as < 50 mg/dL.  Therefore, for simplification, hypoglycemia is defined as a blood
glucose level < 50 mg/dL with any degree of altered mentation.
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DROWNING / NEAR-DROWNING
Drowning is the fourth most common cause of trauma related death in the United States. It can occur
anywhere from a residential bathroom to area lakes. Of these incidents 75% are associated with
alcohol consumption. Near Drowning is defined as a submersion accident with recovery of vital signs
and survival greater than 24 hours post incident. The primary mechanism of death in drowning is
hypoxia and suffocation due to lack of oxygen or atelectasis of lung tissue (the failure of tissue to
reinflate). Concomitant factors of trauma from surface impacts, spinal cord injuries, orthopedic, and
tissue injuries are common. Patient survival is based largely on early access, aggressive airway
management and resuscitation intervention.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Remove from water if so trained, and it is safe to do so.
2. Spinal immobilization, protecting C-spine if mechanism suggests trauma.
3. If patient is in cardiopulmonary arrest, refer to appropriate cardiac arrest Standard.
4. Provide and maintain patient warmth. Remove wet clothing.
5. Obtain rectal temperature and refer to “Hypothermia” Standard if needed (assume patient is

hypothermic until proven otherwise).

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ Type of incident (surface impact, submerged object strike, propeller trauma) If submerged, how long
under and how deep?

§ Weather conditions, water temperature, temperature at depth recovered (if SCUBA recovery).
Remember that successful resuscitation is possible with prolonged submersion in cold water.

§ Hypothermic patients have slowed uptake and circulatory functions, remember: No one is dead until
they are warm and dead !  Follow “Hypothermia” standard if immersion is in cold water.

§ RESCUE MODE (full resuscitation efforts indicated):  Active phase of response operations.
Includes rescuers searching for a patient with the intent of full resuscitative efforts upon locating the
patient.  Such an operation will be undertaken with a reliable “point last seen” or witnessed
submergence of 1 hour or less in surface temperature water of 70 degrees or less, or 30 minutes in
surface water >70 degrees.

§ RECOVERY MODE (no resuscitative efforts indicated):  Phase of operations that begins after
the expiration of the  “rescue mode” time.  Operations in this phase focus on recovery of the body
with no plans for resuscitation.

§ Remember: pediatric patients may exhibit the “mammalian diving reflex” if cold water immersion
and may survive without neurological sequela (consequence), even with prolonged cardiac arrest.
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HEAT EMERGENCIES
     Heat related illness represents a spectrum of conditions that range from relatively benign heat
cramps to life-threatening heat stroke. Heat exhaustion is a syndrome of dizziness, nausea, vomiting,
weakness, and occasionally, syncope which may be associated with a normal body temperature or a
moderate temperature elevation. There is no sustained change in mentation, and the skin is usually wet
from profuse diaphoresis. Heat Stroke is the most severe form of heat illness. Patients with heat stroke
present with disorientation, seizures, or coma.  Historically, heat stroke was defined as the triad of
hyperpyrexia (temperature > 105 degrees F.), CNS dysfunction, and lack of sweating. However, lack of
sweating is not an absolute diagnostic criteria since many heat stroke patients may present with profuse
sweating.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Obtain an accurate body temperature (rectal preferred).
2. Move to cooler environment, remove excess clothing, and protect from further heat gains.
3. HEAT EXHAUSTION:

- Carefully begin rehydration with oral isotonic solutions or water, if the patient can tolerate
liquids. Do not give large amounts of fluid rapidly or administer fluids by mouth to any patient
who has an altered mentation.

- If temperature is > 103 degrees F., cool patient with ice packs, cool wet towels, or fans and
spray water applied to areas where major vessels come close to the skin surface, (i.e., carotids,
femorals, brachials).

- Remove cooling agents when temperature reaches 100 degrees F. to avoid too rapid of a
temperature drop which may initiate the shivering process (which will increase temperature).

4. HEAT STROKE:  Aggressive evaporative cooling is indicated using fine mist water spray and forced
air stream with fans, and ice packs to groin and axillae.
- Continue cooling until core temp. reaches at or less than 104 degrees F., or shivering begins.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ The major difference between heat exhaustion and heat stroke is CNS impairment (comas, seizures
etc.).

§ The treatment of heat exhaustion is rest, volume, and electrolyte replacement.
§ Dehydration and volume depletion may not occur in classic heat stroke. Vigorous fluid

administration may produce pulmonary edema, especially in the very young.



AAUUSSTTIINN  //  TTRRAAVVIISS  CCOOUUNNTTYY PPaaggee  6655  ooff  9955
EEMMEERRGGEENNCCYY  MMEEDDIICCAALL  SSEERRVVIICCEESS
SSTTAANNDDAARRDDSS  OOFF  CCAARREE  11999999

NEWBORN RESUSCITATION
     The vast majority of term newborns require no resuscitation beyond maintenance of
temperature, suctioning of the airway, and mild stimulation.  Since the best resuscitation results are
obtained in a well-equipped and well-staffed delivery room, every reasonable and safe effort should be
made to delay birth until the mother can be transported to a delivery room. Prehospital delays should
always be kept to a minimum.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. If meconium is observed during delivery, you must suction prior to delivery of the body.
2. Assess responsiveness(snapping the bottoms of the feet), breathing, and pulse (by palpating base

of umbilical cord, brachial or femoral artery, or auscultation of apical heart sounds).
3. Place the newborn on his/her back with the neck in a neutral position to avoid hyperextension or

flexion of the neck.
4. If meconium staining is present, as soon as recognized, suction the mouth with bulb suction as

best as possible before suctioning the nose or providing ventilations. Use mild stimulation (drying,
warming, and suctioning) as needed. If spontaneous and effective respirations are not established
after 5 to10 seconds of stimulation, ventilatory assistance (40 to 60 breaths/minute) with an infant
BVM is required.

5. If the newborn’s heart rate is less than 60 beats per minute and does not increase after BVM
ventilation with 100% oxygen for approximately 30 seconds, chest compressions should be initiated,
(refer to BLS guidelines for proper depth and technique).

6. Dry the newborn, wrap in towel, head cap, or blanket and maintain warmth.  Do not allow the
newborn to become hypothermic.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ All newborns have difficulty tolerating a cold environment. Depressed infants are especially at risk
for complications of cold stress, and recovery from acidosis is delayed by hypothermia. Heat loss
may be prevented by (1) quickly drying the amniotic fluid covering the infant; (2) removing wet linens
from contact with the baby.  Methods of warming includes blankets, warming mattresses, warm
towels, and placement of towel-wrapped latex gloves filled with warm water around the infant.
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NON-TRAUMATIC BLEEDING / DEHYDRATION
     Bleeding can occur from a variety of sources, many of them hidden. Often a patient’s past medical
history will suggest an etiology. Tachycardia and tachypnea should always raise the question of occult
bleeding.  Prehospital care is primarily supportive and focused on maintaining adequate oxygenation,
fluid replacement, and monitoring vital signs.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ Was there any trauma sustained prior to the bleeding?

§ Is the patient taking any medications which may cause bleeding?
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REACTIVE AIRWAY DISEASE
     Asthma is an intermittent, reversible obstructive airway disease. The major mechanisms thought to
contribute to the pathophysiology of asthma are increased airway responsiveness, inflammation,
mucous production, and submucosal edema.  Wheezing results from turbulent airflow and occurs first
on expiration alone, then progressing to both inspiration and expiration. Air trapping due to occlusion of
small airways leads to hyperinflation of the chest, making it a less efficient muscle of inspiration and
forcing the use of accessory muscles. All patients with an acute asthma attack should receive beta-2-
agonist therapy as a primary intervention. Albuterol, a selective Beta-2 agonist with a relatively long half-
life, is the initial drug of choice. The preferred route of administration is by inhalation; peak effect is
within minutes, and adverse effects are minimal.  Emphysema in the infant and child is rare and, if
present, is congenital.

BBaassiicc  LLiiffee  SSuuppppoorrtt
1. Allow child to assume position of comfort, preferably with head elevated.
2. High flow oxygen to achieve oxygen saturation between 90% and 94%.

EEmmeerrggeennccyy  MMeeddiiccaall  TTeecchhnniicciiaann--BBaassiicc
Assist patient with his/her prescribed hand-held MDI (assess the patient after each dose for
effectiveness) and assist according to prescribed dose and amount. If no dose is identified,
administration may be repeated every 20 minutes.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ In upper airway disorders (i.e. epiglottitis, croup, foreign body airway obstruction), invasive
airway maneuvers should only be attempted if patient is in respiratory arrest, as aggravation
of irritated tissues can cause further airway obstruction.
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SEIZURES AND STATUS EPILEPTICUS
     Seizures are defined as an episode of abnormal neurologic function caused by an abnormal
electrical discharge of brain neurons  Remember that “everything which falls down and shakes is not a
seizure.” There are many episodic disturbances of neurological function which can mimic a seizure.
Status epilepticus is a true medical emergency defined as either continuous seizures lasting at least 5
minutes or two or more discrete seizures between which there is incomplete recovery of consciousness.
Most patients with seizure disorders evaluated by EMS are post-ictal, having seized prior to EMS arrival.
ALL first time seizures and seizures associated with a fever should be evaluated by a physician.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Aggressive oxygenation with high flow oxygen.
2. Blood glucose assessment to rule-out hypoglycemia induced seizures.
3. If seizure is fever related, initiate cooling measures for temperatures > 102 degrees F. rectally.

KKeeyy  PPooiinnttss  //  CCoonnddiittiioonnss

§ Appropriate cooling measures include:  (1) unwrapping the patient if covered with clothing or
blankets (2) slowly sponging with tepid bath water (too cold of water can cause vascular collapse).

§ Note: Continuous ECG, pulse oximetry, and blood pressure monitoring (every 5 minutes) are
mandatory, during, and after, administration of diazepam, or midazolam.
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SYMPTOMATIC BRADYCARDIA
     Hypoxemia, hypotension, and acidosis interfere with normal function of the sinus node and AV
junctional tissue and slow conduction through normal pathways. Sinus bradycardia, sinus node arrest
with a slow junctional or ventricular escape rhythm, and various degrees of AV block are the most
common  pre-arrest rhythms in children.  Bradycardia (heart rate less than 60 bpm in infants / children
and < 100 bpm in neonates) associated with poor systemic perfusion should be treated in any infant or
child, even if the B/P is normal. Adequate ventilation with 100% oxygen must be ensured, chest
compressions performed, and epinephrine and atropine administered, when indicated.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Aggressive oxygenation with high flow oxygen and assisted ventilations with a BVM if indicated.
2. Perform chest compressions if despite oxygenation and ventilation, a heart rate < 60 / persists, (see

the “Newborn Resuscitation” Standard, for newborn guidelines).

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ Sinus bradycardia is a common manifestation of hypoxia in the infant. The older child may present
with specific symptoms such as syncope, chest pain, shortness of breath, or palpitations.
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TACHYCARDIA WITH POOR PERFUSION
     By far the most common arrhythmia seen in the pediatric age is paroxysmal supraventricular
tachycardia (PSVT), which may occur in all age groups but is most common in infancy. Presentation in
infancy is characterized by poor feeding, rapid breathing, or irritability. The infant may appear very ill and
be misdiagnosed with sepsis. The diagnosis of PSVT is suspected in the child who presents with a heart
rate between 200 and 300 beats/min. Congestive heart failure may also be present.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ Differentiation between very rapid sinus tachycardia associated with sepsis or hypovolemia and
PSVT may be difficult, particularly because either rhythm may be associated with poor systemic
perfusion.
Typical heart rates for PSVT in infants and children:
Infants: 220 to 300/min.
Children 1-5 years: 200/min.
Children 5-10 years: 180 to 200/min.

§ Remember:  pediatric patients may sustain rates > 200 bpm for 12 hours or more before they
become symptomatic, so urgency of treatment may not be necessary.

§ Note: Continuous ECG, pulse oximetry, and blood pressure monitoring (every 5 minutes) are
mandatory, during, and after, administration of midazolam.
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TOXICOLOGIC EMERGENCIES / POISONING
     It is impossible to include all potential toxic exposures or poisonings in this Standard. Management of
the poisoned / exposed patient focuses on several principles: decontamination limits further absorption
and minimizes the extent of toxicity; supportive care limits the effects of the serious complications of
poisoning on the primary systems at risk; and definitive care limits the severity or duration of toxicity
through the use of pharmacologic antagonists (antidotes) or enhances elimination of the toxin itself. The
poisoning / exposure may be accidental or intentional.  It is important to remember that a toxic exposure
poses a significant risk to both rescuer and patient. Appropriate scene management and
decontamination are critical.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Scene safety
2. Care for the patient as the situation indicates.

KKeeyy  PPooiinnttss  //  CCoonnddiittiioonnss

§ Contaminated patients should not be transported by aeromedical transport resources given potential
risk to air crew and aircraft safety.

§ It is important to remember that a toxic exposure poses a significant risk to both rescuer and patient,
appropriate scene management and decontamination are critical..

§ Refer to adult “Toxicologic Emergencies / Poisonings” key points / considerations section for a
listing of drugs and poisons.
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AMPUTATIONS
     The partial or complete severance of a digit or limb is an amputation. It often results in the complete
loss of the limb at the site of severance. The surgeon may reimplant the amputated part or use the skin
for grafting, as they repair the remaining limb. Candidates for reimplantation include victims of
amputation of the scalp, hand, digit, penis, and selected portions of distal-most extremities. In general,
the younger the patient is, the more potential lifetime benefit replantation has to offer.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Spinal immobilization if indicated.
2. Assess the patient for associated injuries that may be of a higher priority.
3. Apply direct pressure to control hemorrhage. A tourniquet should be avoided when possible.
4. In the case of incomplete amputation, splint the entire digit or limb in a physiologic position, if

possible.

GUIDELINES FOR CARE OF AMPUTATED BODY PART(S) AND TISSUE:

1. Wrap body part or tissue in sterile gauze moistened with Normal Saline or Lactated Ringers.
2. Place into plastic bag or container.
3. Place bag or container into another container filled with ice water. Do not allow part(s) to come into

contact with ice directly.
4. All tissue or amputated body part(s) must be transported (if retrievable) with the patient to the

hospital regardless of amount of tissue damage present.

Do not delay transport of patient for prolonged extrication of body part(s) or tissue.
Have the body part(s) or tissue transported separately if needed.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ Never freeze the part by placing it directly on the ice or by adding any other coolant, such as dry ice,
which could cause irreversible damage to the tissue.

§ Cooling may increase the prospect of successful replantation, because it decreases the metabolic
rate and inhibits bacterial growth. Immediate institution of hypothermia (cooling with ice) can extend
the ischemic period to 24 hours or more in some patients.

§ Note: Continuous ECG, pulse oximetry, and blood pressure monitoring (every 5 minutes) are
mandatory, during, and after, administration of morphine sulfate.
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BURNS  (Chemical, Electrical, Thermal)

     Chemical burns represent a hazard to both patient and rescuer and extreme care should be taken to
avoid exposure to offending agents. Although the pathophysiology of tissue damage from all types of
burns is similar, the medical consequences can be quite different.  The eyes are particularly vulnerable
to chemical burns.  Therefore, eye irrigation should be started early and continue for at least 15 minutes.
The care of electrical burns should be guided by safety. The heart is most susceptible to voltage below
400 volts.  Above this level internal burns are a major complication.  Remember that most injuries in
electrical burns are internal.  Fatal arrhythmias are usually a very early problem but other arrhythmias
may occur at any time if the heart has been electrically injured. Care of the patient with thermal burns
should be guided by scene safety, cooling the burn, maintaining normal body temperature, and
protecting the airway.  Shock in the very early stages of a burn is generally not associated with the burn,
thus one should rule out other life-threatening injuries.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Scene safety(turn off the power or contact the electric department, extinguish flames, wear PPE).
2. Apply dry sterile dressings (may use sterile saline dressings for second degree burns < 10% BSA).
3. Spinal immobilization as indicated (particularly in electric shock).
4. Irrigate chemical burn site with water if appropriate to chemical.  If powdered chemical, brush off.
5. If required, splint fractures after dressing burns.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ In electrical burns, search for additional traumatic injury.
§ In thermal burns, assess patient for evidence of potential carbon monoxide exposure.
§ Major burns:

- Any electrical, chemical, or thermal burns with inhalation injuries
- Burns associated with other injuries
- Second or third degree burns between 10% and 20% BSA involving the face, hands, feet,

genitalia or perineum
- Second or third degree burns > 20% BSA involvement

§ Major burns should be transported immediately to the nearest Trauma Center (Brackenridge).
§ Note: Continuous ECG, pulse oximetry, and blood pressure monitoring (every 5 minutes) are

mandatory, during, and after, administration of morphine sulfate.
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CLOSED HEAD INJURIES
     In closed head injuries, airway and ventilatory support is often required. Providers must obtain a
history from observers or family regarding the patient’s condition immediately after the injury. This
includes respiratory effort, duration of unconsciousness, verbalization,  and movement of the
extremities. In addition, the mechanism of injury, the time of injury, the presence of a lucid interval, and
prior use of drugs and alcohol should be noted. Therefore, ongoing observations by prehospital
personnel are essential to patient diagnosis and treatment.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Scene safety.
2. Spinal immobilization (high index of suspicion for cervical spine trauma should be considered in all

cases of head injury).

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ All head injury patients should receive aggressive oxygenation and ventilatory support as indicated.
Oxygenation reduces secondary brain insult after primary injury (refer to BLS guidelines for rates).

§ Consider additional injuries for hypotensive patients with head injury.
§ Isolated closed head injury is not an etiology for shock, and IV fluids should be reserved for

evidence of hypovolemia.
§ Note: Continuous ECG, pulse oximetry, and blood pressure monitoring (every 5 minutes) are

mandatory, during, and after, administration of midazolam, or paralytic agents.



AAUUSSTTIINN  //  TTRRAAVVIISS  CCOOUUNNTTYY PPaaggee  7755  ooff  9955
EEMMEERRGGEENNCCYY  MMEEDDIICCAALL  SSEERRVVIICCEESS
SSTTAANNDDAARRDDSS  OOFF  CCAARREE  11999999

GENERAL TRAUMA MANAGEMENT
     The general initial assessment and management of a traumatically injured adult and child are
essentially the same. Airway and breathing must be evaluated and managed first, followed by
assessment of circulation, then a brief neurological examination and complete exposure of the patient.
One of the most important responsibilities of the prehospital care provider is to spend as little time on
the scene as possible to evaluate the patient, perform lifesaving maneuvers, and prepare the patient for
transportation to the hospital.  Our goal is to be on-scene no longer than 10 minutes in Category I and II
trauma patients.

BBaassiicc  LLiiffee  SSuuppppoorrtt

1. Spinal immobilization, protecting C-spine if mechanism suggestive of potential injury.
3. Place patient in trendelenburg position as indicated.  If no spinal trauma is suspected, modified

trendelenburg may be used as patient condition warrants.  Spinal cord protection is paramount.

KKeeyy  PPooiinnttss  //  CCoonnssiiddeerraattiioonnss

§ Difficulty breathing or moving?  Loss of sensation?  Any bruising noted on chest or back?  Any
penetrating injuries?

§ If shooting / stabbing / chest trauma:  number of punctures, entry/exit wounds, locations? Tracheal
deviation, SQ (subcutaneous) air? Breath sounds?

§ Traumatically injured patients are very susceptible to heat losses and preservation of body heat is
paramount, keep the patient warm unless already hyperthermic !

• Note: Continuous ECG, pulse oximetry, and blood pressure monitoring (every 5 minutes) are
mandatory, during, and after, administration of morphine, midazolam, or paralytic agents.
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A.E.D.  (ForeRunner/ForeRunner FR)              All PROVIDERS  (if trained)
     The HeartStream ForeRunner AED delivers a low-energy biphasic waveform, in which the direction
of the current is reversed midway through the pulse. Rather than delivering a high dose of energy to all
patients regardless of need, the ForeRunner instantaneously measures impedance and automatically
optimizes the shape of the waveform for each patient. The defibrillation shock is delivered with a
minimum of 130 Joules delivered to a 50 ohm load.  The Forerunner/ForeRunner FR has an LCD
screen that displays text prompts, patient and event information, and ECG  rhythm. PC data cards
record the event information, ECG, voice, and other audible activity.

PATIENT MUST BE PULSELESS AND APNEIC FOR AED APPLICATION

1. Assess airway, breathing, and circulation. If pulseless and apneic, proceed with AED application.
2. Initiate CPR
3. Press the GREEN ON / OFF button.  If properly functioning, the following prompts will occur:

Audible prompts:            Screen prompts:
“apply pads to patient’s bare chest.” Apply Pads
“Plug in pads connector next to flashing light.” Plug in Connector

4. Attach ForeRunner defibrillation pads  (upper right and lower left chest).
5. Insert the defibrillation pads connector into the socket located by the flashing YELLOW light (top left

corner of unit).
6. Once the connector is inserted into the connector socket, the defibrillator will automatically analyze

the cardiac rhythm.
7. The following prompts will occur:  (Do not move or touch the patient during analysis)

Audible prompts:            Screen prompts:
“Analyzing heart rhythm” /“Do not touch the patient” Analyzing / Do not touch patient

8. IF SHOCKABLE RHYTHM IS ADVISED
9. Unit will state “shock advised.”   An audible charging tone will be heard, and the ORANGE shock

button will begin to flash.
10. Unit will advise “deliver shock now, press ORANGE button now.” Make sure everyone is clear of

patient, and press orange flashing button to shock.
11. The cardiac rhythm will again be assessed automatically.
12. The above sequence will be repeated a total of 3 TIMES as long as a shockable rhythm is present.
13. After a third shock you will hear: “Paused, it is safe to touch the patient, check airway, check

breathing, check pulse.   If needed, begin CPR.”
14. Check breathing and pulse.
15. Initiate 1 minute of CPR, if indicated.  
16. If more shocks are advised, repeat procedure as outlined above. There is no maximum number of

shocks (in stacks of 3) that can be delivered as long as the AED advises to shock.
17. Transfer PC data to central site for review (methods of data transfer will vary depending upon

agency.
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AED FORERUNNER– 2 of 2

§ If at any time the rhythm is interpreted as “non-shockable,” the following will be heard; “no shock
advised, it is safe to touch the patient, check airway, check breathing, check pulse, if needed, begin
CPR.”  Assess and treat patient accordingly.

§ TRANSITION OF CARE TO ALS UNITS:  As long as shocks are advised, the ForeRunner AED is
to be used as the primary defibrillation source for the patient in VF / Pulseless VT during on-
scene resuscitation attempts. When a non-shockable rhythm is present (verified by AED or ALS
provider ECG waveform assessment), transition from AED to manual defibrillator should occur.
Subsequent defibrillations after this transition are to be performed starting at 200 Joules using the
manual defibrillation device.

§ Once charged, the ForeRunner will only disarm under the following conditions: (1) a no shock
is reached; (2) the ForeRunner On/Off button is pressed and the device is turned off, and; (3) the
defibrillation pads are removed. (Do not attempt removal of the pads while unit is charged to shock).

INDICATIONS:
h Pulseless and apneic patient age weighing more than 80 lbs.

CONTRAINDICATIONS:
h Consciousness or presence of breathing or a pulse.
h Body weight less than 80 lbs.
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A.E.D.  (HeartStart 1000)                All PROVIDERS  (if trained)
     The HeartStart 1000 an Automated External Defibrillator (AED), is a device which allows early
defibrillation to be performed by persons without the need for the operator to be trained to recognize
specific rhythms. The AED is attached to the patient via large self-adhesive disposable electrodes which
records the ECG signal and delivers preset defibrillation energy levels. The AED incorporates a
computerized detection system that analyzes the cardiac rhythm and distinguishes rhythms which
should be shocked from those which should not be shocked.

1. CONFIRM THAT THE PATIENT IS PULSELESS AND APNEIC FOR AED APPLICATION.
2. Call for a defibrillator if not readily available (AED).
3. Initiate CPR until the defibrillator is applied.
4. STEP 1:  Press the ON / Assess button once. This will power up the AED into the monitoring mode.
5. STEP 2:  Attach the electrode pads (upper right and lower left chest - see electrode package).
6. STEP 3:  Press the ON/Assess button again. This will change the operation from a monitoring

mode to that of an assess mode (keep hands off of the patient while assessing). Allow device to
analyze.

7. STEP 4:  If SHOCK ADVISED and unit charges (the shock advisory indicator will flash for 15
seconds), CONFIRM ALL PROVIDERS ARE CLEAR OF PATIENT CONTACT BEFORE
SHOCKING. Press the SHOCK button to deliver the shock. Deliver up to 3 successive shocks
(repeating step 4) as long as a shock is again advised.    

8. Reassess patient for breathing and pulse. If none detected, perform one minute of CPR.
9. After one minute of CPR, stop and press the ON / Assess button again.
10. Follow STEPS 3 and 4 as long as a shock is advised (at 360J for each successive shock).
11. Transfer tape to transporting EMS agency for review.
 
 NOTE:
• The defibrillation charge will be internally dumped (deactivated) and the voice phrase “NO SHOCK”

spoken if the SHOCK switch is not pressed within 15 seconds of charging.
• Avoid patient movement after pressing the ON / Assess button. If in a moving vehicle, you must

completely stop your vehicle to obtain an accurate analysis of the rhythm.
• There is no maximum number of shocks (in stacks of three) that can be delivered as long as the

AED continues to advise shock.

INDICATIONS:
h Patients who are pulseless and apneic with a body weight greater than 90 lbs.

CONTRAINDICATIONS:
h Consciousness or presence of breathing or a pulse.
h Body weight less than 90 lb.
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A.E.D.  (LIFEPAK 300)                       All PROVIDERS   (if trained)
     The Physio LIFEPAK 300 (LP300) Automated External Defibrillator (AED), is a device which allows
early defibrillation to be performed by persons without the need for the operator to be trained to
recognize specific rhythms. The AED is attached to the patient via large self-adhesive disposable
electrodes which records the ECG signal and delivers preset defibrillation energy levels. The AED
incorporates a computerized detection system that analyzes the cardiac rhythm and distinguishes
rhythms which should be shocked from those which should not be shocked.

1. CONFIRM THAT THE PATIENT IS PULSELESS AND APNEIC FOR AED APPLICATION.
2. Call for a defibrillator if not readily available (AED).
3. Initiate CPR until the defibrillator is applied.
4. STEP 1:  Press the ON button on the front panel.
5. STEP 2:  Attach the electrode pads (upper right and lower left chest - see electrode package).
6. STEP 3:  Stop CPR or other motion and press PUSH TO ANALYZE button. Keep hands off of the

patient while analyzing.
7. STEP 4:  If SHOCK ADVISED and after unit charges, CONFIRM ALL PROVIDERS ARE CLEAR

OF PATIENT CONTACT BEFORE SHOCKING and press PUSH TO SHOCK button to deliver
shock. Deliver up to 3 successive shocks as long as a shock is again advised ( 200J - 300J - 360J ).    

8. After 3 shocks, or if AED does not advise shock, reassess patient for breathing and pulse. If none
detected perform one minute of CPR.

9. After1 minute of CPR, stop and press PUSH TO ANALYZE button again.
10. Follow  STEPS 3 and 4 as long as a shock is advised (at 360J for each successive shock).
11. Transfer tape to transporting EMS agency for review.
 
 NOTE:
• The defibrillation charge will be internally dumped (deactivated) if the PUSH TO SHOCK button is

not pressed within 60 seconds of charging.
• Avoid patient movement after pressing the PUSH TO ANALYZE.  If in a moving vehicle, you must

completely stop your vehicle to obtain an accurate analysis of the rhythm.
• There is no maximum number of shocks (in stacks of three) that can be delivered as long as the

AED continues to advise shock.

INDICATIONS:.
h Patients who are pulseless and apneic with a body weight greater than 90 lbs.

CONTRAINDICATIONS:
h Consciousness or presence of breathing or a pulse.
h Body weight less than 90 lb.
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 ALTERNATIVE FEMUR SPLINTING DEVICE       All PROVIDERS  (if trained)
     The Kendrick Traction Device (KTD) has improved the ability to provide femoral traction. The
traction pole length quickly adjusts for both adult and pediatric application. The need for patient rollover
or unnecessary leg elevation has been eliminated. There is no ischial bar, so all problems of excessive
pressure have been eliminated.  Application variations allow you to work around trauma to the hip or
groin.  As little as a two inch protrusion beyond the foot reduces the problems of working in confined
spaces or with a litter, stretcher, and helicopter.

1. Check distal circulation, sensation, and motion. The patient should be placed supine.
2. Apply the ankle hitch tightly around the leg, slightly above the ankle bone.
3. Tighten stirrup by pulling the GREEN tabbed strap until snugly under heel.
4. Apply upper thigh system by sliding male buckle under the leg, at the patella, and using a “see-saw”

motion proceed upward until positioned in groin.
5. Engage the buckle. Cinch strap until traction pole receptacle is positioned at the belt-line or pelvic

crest (assure that male genitalia is clear of strap).
6. Snap out traction pole. Make sure that each joint of pole is securely seated.
7. Place traction pole alongside the leg so that one section of tubing (8”) extends beyond the bottom of

the foot.
8. Adjust pole length as required (i.e., pediatric or adult). Insert pole end, or ends, into the traction pole

receptacle.
9. Secure elastic strap around knee.
10. Place YELLOW tab over pointed (dart) end. Apply traction by pulling RED tab.
11. Apply approximately 10% of your body weight to a maximum of 15 pounds tension.
12. Patient comfort will be your primary objective. Traction may be applied smoothly by grasping strap

on each side of buckle and simultaneously feeding and pulling with equal pressure.
13. Finish packaging by applying upper (thigh) and lower (ankle) elastic straps. Secure as need to long

spine board, scoop etc.

INDICATIONS:
h Femur fracture.

CONTRAINDICATIONS:
h Pelvic fractures or multiple fracture of same leg.
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CRIME SCENE PRESERVATION                  All PROVIDERS
     Because of the environment in which emergency caregivers must work, they often must respond to
scenes that will be the locations of crimes. The primary purpose is to give emergency medical care to
the sick and injured. However the actions of the emergency caregivers while at those scenes can often
mean the difference in the identity and prosecution of those responsible. It is every emergency
caregivers’ responsibility to preserve the evidence at crime scenes as much as possible without
compromising patient care.

Recognition and Preservation Guidelines:
The primary obstacle to preserving a crime scene is the recognition that a crime has occurred. Below is
a list of obvious, and not so obvious, crime scenes and general guidelines on their preservation.

HOMICIDES / ASSAULTS:
§ Approach to the scene should be made with the utmost caution keeping in mind that most victims

are friends or relatives of the suspect and that the suspect may still be at the scene or in the area.
§ All items in the general vicinity and near the victim should remain as they are found and not

disturbed. This would include any and all weapons, unless presence presents a danger to providers.
§ In the case of a non-resuscitation candidate, the victim should not be moved, and any handling of

the victim should be restricted to only that which is necessary to determine death.
§ When, in the process of assessing or treating a potentially viable victim, it is necessary to remove

the victim’s clothing, every effort should be made to keep the clothing intact.  If this is not practical,
clothing should be cut in an area which will not damage evidence (such as holes). The best place to
cut, from an evidentiary standpoint, would be along a seam. Should transport be initiated prior to the
arrival of law enforcement, any clothing or possessions which have been removed should be
transported with the victim, and kept in your possession until you can personally turn it over to a law
enforcement officer.

§ Victims who are mortally wounded may be aware of the severity of their injuries and that death may
be imminent. They may wish to make a statement. As part of providing victim care, any statements
made by them should be passed on to law enforcement. These statements are admissible in court
proceedings, and should be accurately recorded.

§ With the exception of needle or scalpel sharps, which will still need to be disposed of properly, any
supplies that are used in resuscitation attempts should be left at the scene.  This would include such
items as bandages, IV equipment and ET Tubes.

§ Victims of assaults whose injuries are not life threatening should be given the opportunity to speak
with a law enforcement officer. In many cases the rapid gathering of information will lead to a rapid
arrest of a suspect. If patient care is not compromised, allow law enforcement the opportunity to
speak with the victim prior to transport.

HANDLING WEAPONS:
§ When entering a scene be aware of the presence of firearms or other weapons.
§ Extreme care should be taken to not disturb the weapon.
§ If the weapon must be moved to facilitate your exam, summon a police officer to do this. Document

the officer’s name who handled the weapon.
§ If you must remove a weapon without police assistance, do so with a gloved hand, handling

it the least amount possible. Be sure to document the location and position of a weapon before it
was moved.

§ Always assume the gun is in perfect working condition.
NEVER POINT A LOADED GUN ANYWHERE BUT DOWN !



AAUUSSTTIINN  //  TTRRAAVVIISS  CCOOUUNNTTYY PPaaggee  8822  ooff  9955
EEMMEERRGGEENNCCYY  MMEEDDIICCAALL  SSEERRVVIICCEESS
SSTTAANNDDAARRDDSS  OOFF  CCAARREE  11999999

CRIME SCENE PRESERVATION - 2 of 2

SUICIDES
§ Suicides or attempted suicides can be accomplished in various ways and may include the use of

weapons, ligatures, or the ingestion of substances.
§ Emergency care givers should exercise great caution in approaching a potential suicide scene.

Persons who are suicidal should be considered very dangerous, especially to someone who may
attempt to intervene in their attempts to take their own lives. Many will lack the courage to take their
own life and will attempt to put another into the position of taking it for them.

§  Scenes in which suicide is suspected should be treated the same as a homicide or assault
scene. Every effort should be made to preserve the victim and the scene as it was found. Friends
and relatives of the victim should be kept away from the scene until law enforcement arrives and
secures it. There is a stigma associated with suicide which surviving friends and relatives find hard
to accept. It is not unusual for them to attempt to alter the scene or destroy evidence to remove the
suspicion of suicide.

§ Any ligature used as a tool in a suicide should be left as intact as possible. Ropes should be cut
rather than untied and cuts made in an area well away from any knots.

§ Containers of any substances which may have been ingested in a suicide attempt should be left in
the position found. If you must handle a container in order to identify the substance, do so with care.

§ Every attempt should be made to preserve any fingerprints left on the container and not to add
yours to it. Pick up containers by areas not normally handled such as on the ends.

§ Should transport be made prior to the arrival of law enforcement place these items in a secure
container and transport them to the medical facility. Not only will this assist law enforcement, but will
also assist the caregivers at the facility. A clear plastic baggy would be an ideal container as it would
prevent excessive contact, but one would still be able to read any labels through the plastic.

TRAFFIC ACCIDENTS
§ Traffic accidents are crime scenes. The violation may only be a traffic violation warranting a traffic

citation or it may be as severe as negligent homicide as in the case of a Driving While Intoxicated
fatality collision.

§ Approach to the scene should be made with caution and with the intent of protecting the scene. This
is not only for the safety of you and the victims but also for the purpose of the preservation of
evidence.

§ Evidence at a traffic accident would include such things as skid marks, debris, and vehicle fluid
spills. A rescue or transport unit driven over the top of or parked over these items could destroy their
evidentiary value.

§ Those victims who are non-resuscitation candidates should be left as they are found. A victim
should only be touched or moved as is necessary to determine death or to gain access to another
victim.

§ Traffic accidents may be determined to be criminal in nature. They will, however, always be civil in
nature. Though their cause may never be determined in a criminal trial they probably will be litigated
in a civil trial. Even if a traffic accident is not a crime, treat each one as if it is a crime scene.
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DOS/DO NOT RESUSCITATE                  All PROVIDERS
     Competent and informed patients have a moral and legal right to consent to or refuse recommended
medical procedures, including CPR.  The only accepted methods for withholding CPR at the
patient’s or family’s request, without direct on-scene physician intervention, in the pre-hospital
environment, is through presentation of the State of Texas Out of Hospital Do Not Resuscitate
(OOH DNR) Order or, a valid Medical Power of Attorney document.  Signed forms (original or
facsimile), bracelets, or necklaces are used to identify the existence of DNR orders. Even though CPR
may be withheld, it is still appropriate, depending upon the advanced directive, not to withhold IV fluids,
oxygen, pain medications, or other supportive care interventions.

Dead-on-scene (DOS) refers to those patients in which resuscitative efforts may have been attempted
without success, or in certain instances, not attempted due to evidence of obvious clinical and biological
death being present. In either situation, patient transportation is not initiated. If there is ample evidence
that a patient will not survive a resuscitation effort, or will survive to a “minimally meaningful” existence,
there is no ethical reason to initiate or continue resuscitation in the field.

INDICATIONS FOR WITHHOLDING CARDIOPULMONARY RESUSCITATION (CPR):

Signs of obvious death as evidenced by:
- Decomposition.
- Dependent lividity.
- Decapitation.
- Rigor mortis (in the non-hypothermic patient).
- Incineration.
- Obvious mortal wounds (severe traumatic injuries with obvious signs of vital organ destruction

(such as brain, thoracic contents, etc.) with no spontaneous pulse or respiration.
Executed Directives:

- Valid State of Texas OOH DNR Order specifying "CPR not to be initiated"
- Valid Medical Power of Attorney (with proper documentation)

Resuscitation attempts should not be initiated in any patient presenting with the above criteria.
However, resuscitation should be attempted in any patient in which none of the above
circumstances are present or, are at all questionable.

If ANY patient meets the criteria described above as a non-resuscitation candidate, access to the scene
should be limited as much as possible with due care to disturb the scene as little as possible.  As in all
cases of out-of-hospital deaths, every effort should be made to console family, friends, survivors, and
witnesses without interfering with ongoing investigations. Victim services should be notified when
appropriate.

INDICATIONS FOR SEEKING A PRONOUNCEMENT AFTER INITIATION OF CARDIOPULMONARY
RESUSCITATION (CPR):

1. Reevaluation of the patient reveals obvious signs of DOS.
2. General criteria for termination of prehospital resuscitation:

a. Cardiac arrest not associated with body temperature aberration, respiratory, or drug
etiology.

b. No restoration of spontaneous circulation after appropriate ACLS or PALS interventions.
c. Traumatic arrest with prolonged extrication or entrapment.
d. Inadvertent initiation of CPR in the obviously deceased patient (by family, self-help etc.)
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       DOS/DO NOT RESUSCITATE - 2 of 4

3. Resuscitation attempt of 25 minutes or more with no return of vital signs in the cardiopulmonary
arrest patient.

DOS DOCUMENTATION SHOULD NOT ONLY INCLUDE THE USUAL PATIENT ASSESSMENT,
MEDICAL HISTORY, AND SURROUNDING EVENTS INFORMATION,
BUT IT IS ESPECIALLY IMPORTANT TO NOTE:

- Body position and location when discovered, including differences from when last seen alive.
- Patient condition when last seen alive.
- Clothing and condition of clothing.
- Conditions of residence/business.
- Statements made on the scene by significant individuals.
- Any unusual circumstances.

     EMS providers frequently encounter patients who have valid DNR paperwork and/or valid Medical
Powers of Attorney and wish no resuscitative efforts to be initiated. The decision to honor, or not honor,
these documents must be made quickly and accurately. These directive do mean the patient refuses
medical care.  Other treatment may be provided prior to cardiac or respiratory arrest.

     More extensive limitations of treatment are accomplished through advance directives where specific
treatments can be refused.  These patients require thoughtful consideration at critical times. Healthcare
providers should always remember: “to cure sometimes, relieve occasionally, comfort always.”

OBVIOUS DOS PRONOUNCEMENT BY BASIC LIFE SUPPORT PROVIDERS:

Any Austin / Travis County EMS System provider (as recognized by the colored ID badge) who is
presented with a patient, meeting the criteria for obvious death may contact an On-Line physician in
order to obtain a pronouncement time. It is to be expressly understood that in the event of any
uncertainty as to patient status, the provider is to initiate normal resuscitative efforts.

STEP 1:
Contact EMS communications (480-5321), and indicate the purpose of the call is to obtain a
pronouncement time (remember: this is a recorded line). Do not obtain a DOS pronouncement time
without being on a recorded line.

STEP 2:
Once the physician or physician designee is on the line, identify yourself, your system certification and
agency affiliation. Be professional and give a complete description of events and patient presentation.
Include any physical findings or assessments, pertinent to the event (i.e., terminal cancer etc).

STEP 3:
If given a pronouncement time, thoroughly document time of death and name of person providing time
of death on the patient care record. (pink copies may only be left with the Medical Examiner’s office, not
law enforcement).
If a pronouncement time is refused, begin resuscitative efforts until the Austin EMS transport
unit arrives.

STEP 4:
When clearing the call on County frequency, be sure to include time of death and physician providing
pronouncement.
All field pronouncements by BLS personnel will be reviewed by the Medical Director or his designee for
proper documentation and appropriateness.
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       DOS/DO NOT RESUSCITATE - 3 of 4

STATE OF TEXAS OUT-OF-HOSPITAL DO-NOT-RESUSCITATE ORDERS:

The person who executes the OOH DNR order may request to have any of the following procedures
withheld, with documentation of each procedure present at the top of the OOH DNR order:

- Cardiopulmonary resuscitation;
- Advanced airway management;
- Artificial ventilation;
- Transcutaneous cardiac pacing;
- Other life-sustaining treatment specified by Texas Board of Health..

In the absence physiological criteria, resuscitation may be withheld in the pulseless and apneic
patient ONLY in the following circumstances:

- An official colored  TDH OOH DNR identification bracelet or necklace is being WORN by the
patient; or;

- An original or photocopied TDH Out-of-Hospital Do-Not-Resuscitate Order is presented
upon patient contact with all necessary patient information, signatures and boxes completed
and present on the form.  (SB 1260 changes this section to read, “a photocopy or other
complete facsimile of the original written out-of-hospital DNR order executed under this
subchapter may be used for any purpose which the original written order may be used under
this subchapter.”)

- A Valid Medical Power of Attorney (person with medical power of attorney requesting no
resuscitative measures to be taken).  Proof of the agent's Medical Power of Attorney must be
thoroughly documented. or;

- The patient’s private physician is either on-scene or via phone directs the provider to
withhold any resuscitative efforts. (conversations documented through EMS communications).

EXCEPTIONS FOR DNR or VALID MEDICAL POWER OF ATTORNEY  (i.e., agent for the patient).
- If resuscitative efforts are initiated prior to receiving a Texas OOH DNR or Medical Power of

Attorney document, BLS care is to be continued until OLMC provides an official pronouncement.
- Treatment may not be withheld if patient objects to medical power of attorney.
- Agent cannot withhold care intended for the comfort of the patient.

The Texas DNR form is not to be honored, and full resuscitative efforts, including BLS and ACLS
are to be initiated, if any of the following conditions exists:

The Patient:
- Destroys the form and removes the identification device;  or;
- Directs someone in their presence to destroy the form and remove the identification device; or;
- Communicates to the responding health care professionals or attending physician that it is

his/her intent to revoke the order;  and;
- Notifies the attending physician, if the physician is not present, that the order has been revoked.

The Person who executed the order:
- Destroys the form and removes the identification device;  or;
- Directs someone in their presence to destroy the form and remove identification device; and;
- Notifies the attending physician, if the physician is not present, that the order has been revoked.
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DOS/DO NOT RESUSCITATE- 4 of 4

The Attending Physician:  (or the Physician’s designee)
- If present at the time of revocation, records in the patient’s medical record the time, date, and

place of the revocation;  or;
- If not present, records the time, date, and place that the physician received notice of the

revocation;  and;
- Enters the word “VOID” on each page of the copy of the order in the person’s medical record.

In addition to the above, the Texas DNR order is not to be honored if;
- The patient is known to be pregnant.
- Unusual or suspicious circumstances are involved (suspected homicide or suicide).

 
IF ANY OF THESE REASONS FOR REVOCATION ARE MET THE PROVIDER MUST:

- Initiate full resuscitative efforts.
- Record the time, date, and place of the revocation for DNR order revocation incident reporting

to the Texas Department of Health by the Austin / Travis County EMS Clinical Practice Division.

SSUUMMMMAARRYY  OOFF  CCHHAANNGGEESS::    SSEENNAATTEE  BBIILLLL  11226600

h Senate Bill 1260 provides for the consolidation of all chapters related to Out-of-Hospital DNR
orders and advanced directives. The changes became effective September 1, 1999.

h The person initiating a DNR does not have to be diagnosed with a terminal condition.
h The document specifies the treatment rather than procedures a person or legally authorized

representative directs health care providers in an out-of-hospital setting not to initiate or continue.
h The out-of- hospital setting as a location in which health care professionals are called for assistance

is expanded to include hospital outpatient or emergency departments and physician’s offices.
h Requires the form to include certain physicians, a separate section for execution of the document by

at least one, rather than two, qualified relatives, and a statement that allows certain persons to
make certain decisions (medical power of attorney).

h A health care professional or health care facility or entity is subject to review and disciplinary action
by the appropriate licensing board for failure to effectuate an out-of-hospital DNR order.

h Out-of-state DNR orders are no longer effective under this chapter.
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EXPOSURE FLOW CHART                                                      All PROVIDERS

POSSIBLE EXPOSURE?
• If practical remove yourself from patient care.
• Irrigate / clean wound (blood / body fluid exposure). Immediate first aid measures.
• Request communications to contact the ICO appropriate to your Department to

contact you ASAP.

Did an exposure occur?
Blood or potentially

infectious fluids:
Sharps injury

Non-intact skin
Mucous membrane

NO….Educate

         YES:     Blood or Other Potentially Infectious Body Fluids

Mucus Membrane or
skin, integrity
compromised

Intact skin –
No PEP needed Percutaneous

* Exposure Code         SOURCE: Centers for Disease Control and Prevention

VOLUME

Small, a few
drops, short
duration EC 1*

Large, several drops, major
splash and/or longer
duration (several min. or
more) EC 2*

SEVERITY

Less Severe
Solid needle, superficial

scratch EC 2 *

More Severe
Large bore hollow needle, deep puncture,
visible blood on device, needle used in
source patient’s vein or artery EC 3*
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EXPOSURE FLOW CHART – 2 of 2

Determine The Post Exposure Prophylaxis (PEP) Recommendation

Exposure Code HIV Source Code PEP Recommendation

1 1 PEP may not be warranted. The exposure type does not pose a
risk for HIV transmission. Whether the risk for drug toxicity
outweighs the benefit of PEP should be decided by the exposed
healthcare worker and the treating clinician.

1 2 Consider basic regimen.
2 1 Recommend basic regimen.
2 2 Recommend basic regimen.
3 1 or 2 Recommend basic regimen.

Unknown If the source or, in the case of an unknown source, the setting
where the exposure occurred suggests possible risk for HIV
exposure and the EC is 2 or 3, consider the basic regimen.

Source:  Centers for Disease Control and Prevention

SC = Source Code

WHAT IS THE HIV STATUS OF THE SOURCE PATIENT ?   (Source Code  SC)

HIV Negative

No PEP
Needed

HIV Positive Status or Source
Unknown

Lower titer
(asymptomatic,

high CD 4 Counts)
HIV SC 1

Higher titer exposure
(Advanced AIDS, primary HIV infection, high or

increasing viral load, low CD 4 count)
HIV SC 2

HIV SC
Unknown
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GLUCOMETER  (Blood Glucose Assessment)                                       All PROVIDERS
     The Glucometer Elite blood glucose testing process is based on an electrode sensor technology.
Capillary action at the end of the test strip draws a small amount of blood into the reaction chamber and
a reading is displayed 30 to 60 seconds after insertion into the machine. No timing, wiping, or blotting is
required. If done properly, the glucose level can be determined to within 10% of clinical laboratory
values.

1. Open foil packet, carefully peeling back to the line on the foil package. Expose the meter end of test
strip.

2. Hold the test end of the test strip between the foil and insert the test strip into the meter.
3. A beep sound and a full display should appear, followed by the function number (F#) and the

previous test result.  Make sure that the F# of the foil package corresponds with display reading.  If
the F# on the foil packet and meter do not match, do not use (will get erroneous readings).

4. Remove the foil from the test strip. Proceed immediately (within 3 minutes) to the next step or
device will shut itself off.

5. Cleanse the skin with alcohol and allow to completely dry before puncturing the skin. Obtain
a blood sample using an approved lancing device. Press the fingertip to form a small drop of
blood.  Fingerstick assessments are not clinically appropriate when peripheral blood flow is
decreased (i.e., from shock, severe hypotension, severe dehydration) venous blood when possible
to obtain, should be used to measure glucose levels if any of these conditions are present.

6. In neonates and infants, a heel stick is the preferred location to obtain a blood sample (avoid
excessive pressure on heel when using lancet device).

7. Touch and hold the test end (tip) of the test strip to the drop of blood. Blood should be automatically
drawn into the test strip and a “beep” heard. Ensure that a full sample is drawn into the test strip or
an erroneous reading may result.

8. When using the top-load (newest) model, test results will appear after 30 seconds.
9. When using the side-load (older) model, test results will appear after 59 seconds.

NOTE:
Side-loading Glucometer Elite blood glucose range is 40 – 500 mg/dL
If Lo appears in the display, the blood glucose value may be below 40 mg/dL.
If Hi appears, the value may be above 500 mg/dL.

Top-loading Glucometer Elite blood glucose range is 20 – 600 mg/dL.
If Lo appears in the display, the blood glucose value may be below 20 mg/dL.
If Hi appears, the value may be above 600 mg/dL.

Readings should be confirmed on any patient in which the clinical presentation does not support
blood glucose findings.

INDICATIONS:.
h Any patient with an altered mental status.
h Patients who have metabolic or endocrine disorders, and present with non-specific complaints.
h Bradycardia (after airway control) or hypothermia in any infant.

CONTRAINDICATIONS:
h  Use with caution in any patient with a bleeding disorder (e.g., hemophilia).
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NEBULIZED MEDICATIONS                                        ILS / ALS
     Inhaled medications provide an excellent therapy for acute bronchospasm in the prehospital setting.
These agents are generally effective, safe, and easy to use. Application of bronchodilating drugs directly
into the lungs allows a much lower dosage, thus minimizing effects.

1. Obtain all required pieces (T-piece, 6” tubes x 2, mouthpiece, medication nebulizer, oxygen tubing)
2. Obtain the nebulizer unit and attach the green “T”-piece with the larger female port firmly to the

nebulizer male adapter.
3. Attach the 6” tubes to each end of the male ports of the green T-piece adapter.
4. Firmly attach the threaded portion of the mouthpiece to either 6” tube. Make sure there is a firm

connection.
5. Attach the oxygen supply tubing to the oxygen port located on the bottom of the medication

nebulizer.
6. Unscrew the medication nebulizer and add the total amount of medication to be nebulized. Reattach

the connector.
7. Begin nebulizing by starting the oxygen flow at 4-6 Lpm.  Place the mouthpiece in the patient’s

mouth and allow them to inhale the medication as needed.
8. When the patient is unable to hold the mouthpiece in his/her mouth:  using the facemask,

insert the male adapter of the medication nebulizer into the female portion of the face mask.
9. Place the mask over the patient’s face and follow step 7 as above (medication should be flowing

prior to applying).
10. Nebulizing an intubated patient:  assemble the nebulizer as in steps 1-6, but instead of placing

the mouthpiece on one end, attach the 90 degree endotracheal tube adapter to the endotracheal
tube and the other end to the 6” tube.

11. Attach the non-rebreathing patient valve of a bag-valve-mask to the other 6” tube.
12. Ensure that the suctioning port on the 90-degree adapter is closed and begin ventilating the patient.

MEDICATIONS APPROVED FOR NEBULIZATION:
- Albuterol.
- Atropine 1:1000 (if requested by On-Line Medical Control).
- Ipratropium bromide.
- Calcium Gluconate  (Hydrofluoric acid exposure – ALS providers only)

INDICATIONS:
h Allergic reactions / anaphylaxis with signs/symptoms of bronchospasm.
h Reactive airway disease (asthma, COPD, chronic bronchitis, croup).
h Hydrofluoric acid exposure (ALS only).

CONTRAINDICATIONS:
h Hypersensitivity to any nebulized medication.
h Use caution in the presence of severe hypertension or uncontrolled tachyarrhythmias.
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 PULSE OXIMETRY                    All PROVIDERS
     The pulse oximeter is a quick and accurate tool that can objectively determine the oxygenation status
of the patient. The pulse oximeter functions by measuring transmission of red and infrared light through
an arterial bed, such as those present in a finger, toe, or earlobe. The reliability and validity of the pulse
oximeter is well documented, and the device is widely used in a variety of settings. If respirations are
compromised, even slightly, oxygen saturation falls. The pulse oximeter may not provide accurate
readings if the patient is in a low-flow state such as hypothermia, hypovolemia, or cardiac arrest.  The
presence of carbon monoxide tends to elevate the saturation level falsely, therefore, oxygen saturation
readings in potential CO poisoning are not reliable.

1. Determine the site to be used. The index finger is the most preferable, but any finger will suffice.
2. Turn on the machine for a SPOT CHECK: press the measure button (on front), once.
3. For an EXTENDED: (up to 30 minutes), press and hold the measure button for 5 seconds.
4. Attach the appropriate monitoring probe. Use the NELLCOR DURASENSOR (permanent) for

patients weighing greater than 40 kg, when bodily fluid contamination is not a concern, or when the
patient has a hypersensitivity to adhesive products.

5. The OxiCliq Model A (disposable) sensor should be utilized on patients weighing more than 30 kg,
extremely combative patients, bodily fluid contamination, and when a single patient use is desired.

6. The OxiCliq Model P (disposable) sensor should be utilized on patients weighing between 10 and
50 kg, extremely combative patients, bodily fluid contamination risk is high, and when a single
patient use is desired.

FOR NELLCOR DURASENSOR:
1. Place an index finger over the sensor window, with the finger against the stop.
2. Cable should be positioned so that the cable runs over the top of the hand.
3. Never tape the sensor shut. This may give you a false venous pulsation reading.

OxiCliq DISPOSABLE SENSOR:
1. Align the small end of the cable with the OxiCliq sensor by matching the triangles on each piece and

then slide the pieces together.
2. Orient the sensor so that the dashed line is on the lateral edge of the wrist.
3. Neonates / Infants: The preferred site is the foot, alternately use a hand or the wrist.
4. Adults:  The preferred site is an index finger, other fingers may be used as an alternate.
5. The window on the nail side should be placed over the nail, distal to the first joint. DO NOT place

the sensor directly over a joint.
6. Wrap the sensor firmly, but not too tightly, so that the windows oppose each other.
7. Make sure the nail is clear / clean of any polish or paint.

INDICATIONS:
h Any patient who receives a narcotic, sedative, or paralytic medication (with continuous

monitoring throughout management).
h Before, during, and after endotracheal intubation, when indicated.
h As an adjunct to patient assessment when administering oxygen or medications.

CONTRAINDICATIONS:
h None, but readings in the presence of hypothermia, hypotension, CO poisoning, anemia, and some

cases of hypovolemia may yield false oxygen saturation levels.
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RESTRAINT/TRANSPORT AGAINST PATIENT WILL      All PROVIDERS
     An EMS System has an obligation to treat and transport certain patients who may be suffering from
an illness or injury that impairs their ability to make an informed decision.  These patients will often
refuse treatment or transport to a medical facility.  In circumstances where an acute illness or injury
impairs a patient’s ability to make an informed decision AND the patient is in need of medical treatment
or evaluation to prevent further significant illness or injury, the patient shall be transported to an ED for
further evaluation. There are certain circumstances where a patient’s condition or behavior pose an
immediate threat to the health and safety of themselves or others around them.  In these circumstances,
the patient should be safely and humanely restrained and continuously monitored during restraint.
Patient restraint and transport against will should never be taken lightly.  Every individual has a
legal and moral right to refuse medical treatment, even if that refusal results in potential harm.  It is our
responsibility to make sure the patient is making an informed decision and that the patient causes no
harm to themselves or others as a result of their behavior.

1. Determine scene safety. Attempts to physically restrain a patient should be made (when possible)
with law enforcement assistance.

2. Determine that a potentially harmful condition exists (if the condition is immediately life-threatening,
the patient should be treated and transported as soon as safely possible).

3. Determine patients competency to make an informed decision using the following:
- Is the patient alert?  Oriented times three (person, place, time)?
- Does the patient understand his / her illness or injury and the potential for adverse outcome?
- Can the patient describe his / her condition to you?
- Does patient understand consequences (including death) of not treating his/her illness or injury?
- Does the patient understand the alternatives to immediate care by EMS?
- Does the patient have any physical findings suggestive of impaired physiology that could effect

decision making?  hypotension,  hypothermia, hypoxia, head injury, alcohol / drug intoxication,
evidence of CVA,  symptoms of psychiatric decompensation

4. If, based on Provider assessment, the patient is not capable of making an informed decision
(because of abnormalities defined above) AND the patient has a potentially harmful illness or injury,
the patient should be extensively counseled regarding the need for medical care.  If the patient
STILL refuses further care / evaluation, or is a harm to (him / her)self or others, the patient should
be physically restrained by EMS personnel (with law enforcement assistance, if available).

5. PHYSICAL RESTRAINTS should be safe & humane. At NO TIME should a patient be struck or
managed in such a way as to impose pain. Restrain in a position of comfort and safety.

6. Thoroughly document (on the PCR) the reason for restraint, the mental status exam, options
attempted, and method of restraint (no exceptions).

7. If CHEMICAL RESTRAINT is deemed necessary, refer to the ‘Chemical Restraint “ Standard for
specific guidelines. Patients should be monitored every 5-10 minutes during either, restraint period
and findings documented on PCR. Never leave a patient alone after any form of restraint.

INDICATIONS:
h Patients deemed unable to make an informed decision and are considered a harm to his / her self

and others.
h Severe agitation / combativeness (without a treatable cause i.e., hypoglycemia) where provider

safety is in question.

CONTRAINDICATIONS:
h Patients who are able to make an informed decision and are not a threat to his / her self or others.
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S.T.A.R.T.  (Simple Triage and Rapid Treatment)                ALL PROVIDERS
     As a provider approaches a small number of patients, their normal tendency is to treat the patient
who appears to be most in need of care and to remain with that patient. Until the provider is faced with a
Multiple-Casualty Incident (MCI), this philosophy of attending to the most critical patient remains valid.
However, as the number of patients exceeds the number of rescuers, a new philosophy takes over, the
philosophy of providing the most benefit to the greatest number of patients.  In general, a disaster or
MCI exists when the number of patients exceeds the normal capacity of the EMS system. MCI
conditions are in effect whenever the imbalance exists between resources and patient needs. During
these times, decisions must be made about care priorities, and based on limitation of field intervention.
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NO
                                                      YES

Patient Ambulatory?
  NO
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Spontaneous Respirations?             Spontaneous Respirations?

           YES        YES

     NO
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Simple Triage and Rapid Treatment – 2 of 2

ENTRY:
1. CONTAMINATED patients are NOT tagged until decontaminated.
2. When provider entering casualty area has ambulatory patients, they are TAGGED GREEN

(minimal), and then directs them to a designated TREATMENT/SECONDARY triage area.

ASSESSMENT:
1. Assess RESPIRATIONS for rate and adequacy. If a patient is not breathing, check for foreign

objects causing obstruction in the mouth. Remove dentures if they are loose. Reposition the head,
using cervical spine precautions, if this does not delay assessment.

2. If the above procedures does not result in spontaneous respirations, TAG THE PATIENT BLACK
(expectant). If the patient’s respiratory rate is > 30, TAG RED (immediate). If respirations are < 30,
ASSESS PERFUSION.

3. Those patients with an adequate respiratory rate (< 30) are next assessed for PERFUSION. The
quickest indication is an assessment of the patient’s radial pulse. The presence of a radial pulse is a
rough indicator of a systolic blood pressure > 80 mm Hg.

4. An alternative indicator is the measurement of capillary refill. Refill should be > 2 seconds. If there
is no radial pulse, the PATIENT MUST BE TAGGED RED. If there is a radial pulse, THE PATIENT
IS NOT TAGGED UNTIL MENTAL STATUS IS ASSESSED.

5. An evaluation of the MENTAL STATUS is performed on patients whose respirations and perfusion
are adequate. To test mental status, the rescuer should ask the patient to follow two (2) simple
commands (e.g., “open and close your eyes” or “squeeze my hands”). If the patient cannot follow
these commands, they are TAGGED RED. If the patient can follow these commands, they are
TAGGED YELLOW (delayed).

- The above techniques should take no more than 60 seconds per patient. DO NOT AFFIX THE
TRIAGE TAGS TO CLOTHING! The tag should be affixed to the patient in the following order:
Right arm/hand, Left arm/hand, Right ankle, left ankle.

EXCEPTIONS TO S.T.A.R.T. TRIAGE SYSTEM IMMEDIATE (RED TAG) SYSTEM

1. Co-workers who sustain severe injuries should be tagged RED and removed from the scene ASAP
to reduce associated stress on partners and associates.

2. Emotionally uncontrollable patients should be tagged RED and removed from the scene to avoid an
“accelerated emotional” crisis.

INDICATIONS:
h Use of S.T.A.R.T. triage tags will be considered when there are ten (10) or more patients. First

arriving providers may utilize S.T.A.R.T. when number of patients are greater than available
resources (i.e., MCI situation).

CONTRAINDICATIONS:
h None.
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PPEEDDIIAATTRRIICC  SSUUPPPPLLEEMMEENNTTAALL  SSHHEEEETT
Neonate (newborn) - birth to 1 month.
Infant - 1 month to 1 year.
Child - 1 yr. through 8 yrs.
Adolescent -  9 yrs. through 16 yrs.
Adult - age 17 or older.
 

 Children may present in cardiopulmonary failure from a wide variety of causes, mainly
respiratory disorders. Regardless of the primary origin, however, a systematic approach will allow rapid
determination of the patient’s physiologic status followed by initiation of resuscitative efforts. The goal of
rapid assessment and intervention is not necessarily to make a specific etiologic diagnosis but rather to
determine the degree of physiologic derangement and then to intervene promptly to ensure adequate
oxygenation, ventilation, and circulation.
 
 
 Assessing shock in the infant and child:
 Clinical assessment of hemodynamic status can be done rapidly. The diagnosis of shock can and
should be made by clinical examination before a blood pressure is measured. Shock is present if two of
the following signs are abnormal, regardless of blood pressure:
  tachycardia
  delayed capillary filling time
  poor pulses and cool extremities
 
Pulses:
Check adequacy of peripheral pulses and heart rate. Pulses can be bounding in the early phases of
septic shock, or weak and thready in hypoperfusion states. Tachycardia is a nonspecific sign of distress,
whereas bradycardia for age is indicative of rapidly impending arrest and necessitates aggressive
resuscitation.

Blood pressure:
Determination of blood pressure is not necessary to make the diagnosis of shock. It is important to
remember that shock or hypoperfusion of vital organs may be present before the blood pressure falls
below normal limits for age.  Shock that occurs with signs of decreased perfusion (e.g. tachycardia and
delayed capillary refill time) but with a normal BP is compensated shock. When the BP also falls,
decompensated shock is present.

h The normal SBP for a child over 1 year of age can be estimated with this formula:
90 mm Hg + (2 x age in years)

h The lower limit of SBP (hypotensive) can be estimated with this formula:
70 mm Hg + (2 x age in years)

 
h Medication dosing is weight based, not age based in all infants and children.




