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GENERAL OPERATING GUIDELINES 
 

PURPOSE 

1. The goal of prehospital emergency medical services is to deliver a viable patient to appropriate definitive care 
as soon as possible. Optimal prehospital care results from a combination of careful patient assessment, 
essential prehospital emergency medical services, and appropriate medical consultation. 

2. These guidelines have been developed in concert with the Southwestern Connecticut EMS Council and the 
participating sponsor hospital programs.  While every effort has been made to regionalize the guidelines, 
there are certain treatment modalities that are sponsor hospital specific and service specific.  Please check 
with the EMS Coordinator or your service to determine what is applicable. 

3. The following guidelines are to be used by Stamford Hospital EMS Sponsor Hospital Program (SHSHP) 
paramedics, nurses, and emergency department physicians to ensure standard, quality medical care and to 
establish standards which paramedic care may be audited for continuous quality improvement. 

 
GUIDELINES 

1. All patients will be treated with dignity and respect at all times. 
2. Anyone requesting EMS services will receive professional evaluation, treatment, and transportation (if 
ƴŜŜŘŜŘύ ƛƴ ŀ ǎȅǎǘŜƳŀǘƛŎΣ ƻǊŘŜǊƭȅ ŦŀǎƘƛƻƴ ǊŜƎŀǊŘƭŜǎǎ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǇǊƻōƭŜƳ ƻǊ ŎƻƴŘition. 

3. These guidelines are specific for paramedic-level intervention.  It is understood that the current Southwestern 
Connecticut EMS Council Basic Life Support Guidelines are always to be initiated in conjunction with the 
Advanced Life Support guidelines.  Patient assessment and basic life support procedures are to be initiated as 
appropriate to the patient's condition. 

4. Emergency cardiac care rendered will be in compliance with the American Heart AssociationΩǎ 2010 Guidelines 
unless duly authorized in these guidelines. 

5. All equipment, medications, and supplies will be inspected and documented at the beginning of each shift. 
6. All EMS providers shall ensure that equipment is clean and in good working order.  
7. Treatment provided during transport, such as oxygen, cardiac monitoring, etc. shall be continued during the 

transfer from the ambulance into the emergency department. 
8. Unless otherwise stated, pediatric guidelines apply to patients who have not reached the onset of adolescence 

or puberty (about 12 to 14 years of age) as defined by the presence of secondary sex characteristics. For 
borderline patients, DMO should be accessed for appropriate orders. 

9. Length-based resuscitation tapes have been clinically validated and should be utilized during the treatment of 
the pediatric patient. 

10. The paramedic shall not deviate from these guidelines without direct medical oversight (DMO). 
11. Standing orders are implemented without the requirement to consult direct medical oversight (DMO).  When 

executed, they must be applied exactly as referenced in the protocols and the receiving facility shall be 
notified of this implementation as soon as time permits.  Physician consultation is an option at any time during 
the assessment and treatment plan. 

12. Treatments in UPPER CASE letters require the paramedic to consult with DMO prior to implementation.  These 
options give physicians the latitude to intervene with the patient as deemed necessary.  DMO may be 
obtained from the receiving facility when transporting to a receiving hospital within the Southwestern 
Connecticut EMS Regional boundaries.  DMO should be obtained from Stamford Hospital when transporting to 
a hospital out of the region. C-Med is capable of providing patches to receiving hospitals via radio and 
telephone.  It is recommended that all DMO communications go through C-Med. 

13. The order of treatment listed may not be appropriate for all situations.  In fact, not all treatment options may 
be indicated in every situation.  The order of the list of DMO options does not need to be followed.  DMO 
physicians are requested to utilize only those options or procedures listed in the specific protocol being used.  
If a protocol in a particular situation is restrictive, notify the EMS Coordinator for review. 

14. There may be situations where more than one clinical impression may exist.  The paramedic will initiate 
routine paramedic care and contact DMO to determine the most suitable therapy. 
 

PROTOCOL VARIANCE 

1. If a guideline error or variance occurs (i.e., any act or failure to act in practice or judgment, involving patient 
care that is not consistent with established guidelines, whether or not it results in any change in the patient's 
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status or condition), the provider must: 
a. Monitor the patient's condition very closely for any changes 
b. Notify the receiving physician immediately after the occurrence 
c. Notify the EMS Coordinator immediately after of the incident 

2. Any incident which potentially has an adverse or negative impact on the patient or the system must be 
immediately reported to the EMS Coordinator, in his/her absence, the medical director as soon as possible 
upon completion of the call.  Events that require this notification include: 

a. Cardiac and/or respiratory arrest occurring after administration of a controlled medication 
b. Cardiac arrest occurring after administration of an antiarrhythmic agent in a previously stable patient 
c. Any attempt (successful or unsuccessful) at needle and/or surgical airways 
d. Incorrect medication administration with patient complication (excessive amount, wrong dose, etc.) 
e. Any cardiac and/or respiratory arrest or patient injury related to the use of physical restraints 
f. System provider operating outside of scope of practice. The scope or practice is defined by the 
ǇǊƻǾƛŘŜǊΩǎ ƭŜǾŜƭ ƻŦ ŀǇǇǊƻǾŜŘ ǇǊŀŎǘƛŎŜ ǿƛǘƘƛn the SSHP 

g. Unrecognized misplaced advanced airway device or other complication related to airway 
management 

3. INABILITY TO CARRY OUT PHYSICIAN ORDER:  When orders obtained from DMO appear inappropriate, the 
paramedic must clarify the order, restate ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎƻƴŘƛǘƛƻƴΣ ŀƴŘ ŘƻŎǳƳŜƴǘ ŀƭƭ ŘƛǎŎǳǎǎƛƻƴǎ ǿƛǘƘ ǘƘŜ 
physician. The paramedic has the right to refuse to implement orders or procedures that are outside of the 
ǇǊƻǘƻŎƻƭΣ ƛƴŀǇǇǊƻǇǊƛŀǘŜ ŦƻǊ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎƻƴŘƛǘƛƻƴΣ ƻǊ ƻǳǘǎƛŘŜ ǘƘŜ ǇŀǊŀƳŜŘƛŎΩǎ ƭŜǾŜƭ of training. In ALL such 
cases the paramedic will bring this matter to the attention of the EMS Coordinator immediately. 

4. Due to limitations or failure of communication technology, it is recognized that there may be rare occasions 
when DMO cannot be contacted.  In that event, the paramedic may consider standing order implementation 
ƻŦ ǘƘŜǊŀǇƛŜǎ ǘƘŀǘ ŀǊŜ 5ah ƻǇǘƛƻƴǎ ƛŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎƻƴŘƛǘƛƻƴ ǿŀǊǊŀƴǘǎ ǘƘŜƳΣ ōŀǎŜŘ ƻƴ ŀ ǘƘƻǊƻǳƎƘΣ ŀŎŎǳǊŀǘŜ 
assessment. 
 

CLINCAL AUTHORITY AT THE SCENE 

1. Stamford Hospital is the sponsor hospital at the paramedic level for Stamford Emergency Medical Services and 
Access Ambulance Company, and at the Advanced EMT level for Darien EMS-Post 53, and as such is 
responsible for all agency providers who institute patient care under these guidelines. 

2. Healthcare and public safety professionals must work collaboratively on the scene of a medical emergency to 
enhance patient care.  In order to maintain an orderly scene and allow rapid resolution of conflict, a hierarchy 
of clinical responsibility must be established.  The SSHP-credentialed R-5 paramedic on-scene shall assume 
responsibility for patient care unless that paramedic makes a decision to turn patient care over to another 
appropriately licensed person after assessing the patient's condition. 

3. In ANY disagreement regarding circumstances relating to patient care, a professional demeanor and focus on 
the best interest of the patient is paramount.  In the event of conflicting approaches to providing patient care, 
extraction, or transport, it is the responsibility of the on-scene credentialed providers to reach consensus as to 
the most appropriate care for the patient(s). In the event of unresolved conflict, the senior credentialed R-5 
provider on-scene has final authority and responsibility for decisions regarding patient care. If there is a 
conflict involving a supervised provider, (graduate paramedic/student) the assigned field training officer has 
authority and should be consulted. 

4. All significant or unresolved conflicts regarding on-scene management of patients should be reported via the 
ŀǇǇǊƻǇǊƛŀǘŜ ŎƘŀƛƴ ƻŦ ŎƻƳƳŀƴŘ ŀƴŘ ǿƛƭƭ ōŜ ǊŜǘǊƻǎǇŜŎǘƛǾŜƭȅ ǊŜǾƛŜǿŜŘ ƛƴ ŀŎŎƻǊŘŀƴŎŜ ǘƻ ŜŀŎƘ ŀƎŜƴŎȅΩǎ review 
process. 

5. If any provider, regardless of credential, feels the conflict negatively impacted patient care the incident should 
be reported to the EMS Coordinator as soon as practical. 

6. It is our collective desire to work collaboratively with appropriately identified healthcare professionals on the 
scene of a medical emergency to enhance patient care.  It is also our collective responsibility to assure that our 
patients only receive care from appropriate, acceptable practitioners.  In order to avoid on-scene confusion, 
only advanced providers with current sponsor hospital authorization will wear clothing and other markers 
identifying themselves at that level. 

7. Termination of Clinical Authority 
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a. Paramedics and Advanced EMTs may terminate their EMS provider-patient relationship ONLY when 
they are assured that the patient will continue to receive care at the same or higher level, or when 
they have determined that patient care may be transferred safely to an EMS provider with a lower 
scope of practice.  A decision to release the patient to lower-level care and transport shall be made 
ǎƻƭŜƭȅ ƻƴ ǘƘŜ ōŀǎƛǎ ƻŦ ŀ ŎƻƳǇƭŜǘŜ ŀƴŘ ǘƘƻǊƻǳƎƘ ŀǎǎŜǎǎƳŜƴǘ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎƭƛƴƛŎŀƭ ǎǘŀǘǳǎ ŀƴŘ ƴŜŜŘǎΦ  
Other factors (i.e., pending calls, imminent shift change) must not weigh in on the decision to release 
a patient to a lower-level ambulance. 

b. The paramedic or AEMT may release a patient to a lower-level ambulance crew for further care and 
transport only if all the following criteria have been met: 

i. The paramedic or AEMT has performed a complete assessment as outlined in these 
guidelines and has a high degree of confidence that the patient would not benefit in any way 
from advanced life support measures on scene or at any time during the transport 

ii. The paramedic or AEMT and ambulance crew agree on a plan for subsequent patient care 
and the ambulance crew agrees to accept responsibility for subsequent patient care 

c. The paramedic or AEMT may not release a patient to a lower-level ambulance crew if any of the 
following exists: 

i. Assessment findings indicate a need for ALS 
ii. ALS-level assessments initiated, including ECG monitoring, pulse oximetry, and active 

capnography 
iii. BLS ambulance crew is unwilling or expresses any concern with taking responsibility for 

patient care. BLS providers have the right to decline the transition of patient care 
iv. The paramedic or AEMT and lower-level ambulance crew cannot agree on a subsequent BLS 

treatment plan 
d. A patient care report documenting all assessment findings, treatments rendered and clinical decision 
ƳŀƪƛƴƎ ŦŀŎǘƻǊǎ ǘƘŀǘ ǇƭŀȅŜŘ ŀ ǊƻƭŜ ƛƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǊŜƭŜŀǎŜ ǘƻ ŀ lower-level ambulance crew must be 
completed 

e. According to the Connecticut Public Health Code Section 19a-179-13, EMS personnel may release 
patient care responsibility to an on-scene physician only after: 

i. The physician has been identified as a Connecticut licensed physician and has offered some 
form of identification such as a driver's license, which confirms the credentials, and, 

ii. Obtaining from the physician a commitment to accompany the patient to the hospital in the 
vehicle transporting the patient; and, 

iii. Having the on-scene physician speak directly to the emergency department physician 
responsible for DMO and receiving authority to release the patient. 

iv. In the absence of any of the above factors, the patient may not be released and care will 
continue under the direction of the paramedic in consultation with DMO. 

8. While operating on scene at the Tully Health Center Immediate Care Center, the on-site attending physician 
can provide direct medical oversight. 

 
TRAUMA NOTIFICATION 

1. Trauma Activation Criteria is defined to provide a coordinated team approach for prompt medical and/or 
surgical intervention for the trauma patient. 

2. Based on the most current Trauma Activation Criteria, EMS will notify the Emergency Department via C-Med 
of a patient meeting Trauma Code or Trauma Alert criteria.  The DMO physician will institute the trauma 
activation at their discretion. 

 
INITIAL ASSESSMENT AND MANAGEMENT 

1. This guideline should be used on all patients for initial assessment.  These guidelines are frequently referred to 
by other guidelines, which may or may not override them in recommending more specific therapy. 

2. On all cases, patients shall be evaluated by the authorized highest level of care provider on scene. (When not a 
multiple casualty incident).  In circumstances where a student or a new member or employee is on scene as 
part of the crew, initial assessment and management can be performed under the direct supervision of the 
authorized highest-level provider. 

3. Time-dependent interventions are those that must be performed immediately or within seconds/minutes to 
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be effective.  The following minimum patient care equipment must be carried to the patient's side upon initial 
encounter: 

a. All medications*, diagnostic, vascular access, personal protective and hemorrhage control equipment 
i. *Controlled medications may remain secured in the vehicle based on dispatch information 

and sound paramedic judgment.  
b. Defibrillator/Monitor (Fully functional with charged batteries) 
c. Oxygen unit containing no less than 800 psi, all oxygen delivery devices, basic and advanced airway 

ventilation equipment, suction 
d. Exceptions to this policy may be made only in the following circumstances: 
e. The scene has been determined to be hazardous, or deemed unsafe by EMS or first responders.  The 

patient shall be moved to a safe location before assessment and treatment will be initiated.  
f. The patient is directly visible from the ambulance when the crew arrives at the scene and displays an 

apparent problem of traumatic origin. 
i. Examples of this would include motor vehicle accidents, a patient found next to his or her 

bicycle, patients surrounded by copious amounts of blood, obvious deformities.  In these 
cases the initial equipment brought to the patient could be tailored. 

g. Immobilization and patient handling equipment (to include but not limited to cot, backboard, cervical 
collar, stair chair, scoop stretcher) shall be included as initial equipment when indicated by dispatch 
data or first responder status updates. 

4. The following approach to scenes and history and physical assessment points will be employed on all patient 
contacts, as applicable based upon consent and access factors. 

a. Response and Scene Size-Up 
b. Patient Approach 
c. Initial Assessment ς maintain spinal immobilization as needed 
d. Initiate Critical Treatment 
e. History and Physical Examination/Assessment 

i. Conduct a thorough survey 
ii. Neurological assessment 
iii. Assess vital signs using age and size-appropriate equipment.  A complete set of vital signs is 

to be documented for any patient who receives an assessment. 
1. A complete set of vital signs includes pulse rate, systolic and diastolic blood 

pressure, respiratory rate, pain severity and quality (when appropriate to patient 
complaint) and skin temperature 

2. It is recommended that initial vital signs be taken manually. Subsequent vital signs 
may be obtained mechanically as long as they correlate with the manual readings. If 
there is a discrepancy, manual vital signs will be continued. 

3. When any components of vital signs were obtained using the cardiac monitor, the 
data should be exported electronically to the patient care report.  When values 
were obtained manually, they must be reflected on the patient care report. 

4. Initial vital signs may be deferred until transport in severe trauma when other 
treatments and packaging may take priority and vital signs may interfere with the 
timely execution of these priorities. 

5. If the patient refuses this evaluation, document the refusal in accordance with the 
Refusal of Treatment or Transportation Policy. 

6. Document situations that preclude the evaluation of a complete set of vital signs. 
7. Any abnormal vital sign should be repeated and monitored closely. 

iv. Obtain a medical history (obtain from parents/family/bystanders if necessary) 
f. Collect and transport documentation rŜƭŀǘŜŘ ǘƻ ǇŀǘƛŜƴǘΩǎ ƘƛǎǘƻǊȅ όŜȄŀƳǇƭŜΥ 9ƳŜǊƎŜƴŎȅ LƴŦƻǊƳŀǘƛƻƴ 

Form, Medic Alert, DNR). 
 

AIRWAY MANAGEMENT 

1. If spontaneous breathing is present without compromise: 
a. Monitor breathing during transport 
b. Administer oxygen as needed 
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2. If spontaneous breathing is present with compromise: (Respiratory distress ς Signs and symptoms may 
include increased respiratory effort, peripheral cyanosis, tachypnea, accessory muscle use, anxiety and 
adventitious lung sounds upon auscultation) 

a. Maintain open airway 
b. Administer high flow oxygen 
c. If unconscious, insert oropharyngeal or nasopharyngeal airway as needed 
d. Assist ventilations with BVM as needed. Two people are often required to obtain an adequate mask 

fit and also ventilate. 
e. Suction as needed 
f. Monitor pulse oximetry and capnography as soon as possible 

3. If spontaneous breathing is absent or markedly compromised: (Respiratory failure ς signs and symptoms 
include the above with central cyanosis and insufficient air exchange, tiring, and inability to speak in 
complete sentences) 

a. Maintain open airway, position pediatric patients with padding under torso 
b. If unconscious, insert oropharyngeal or nasopharyngeal airway 
c. Assist ventilations with BVM. Two people are often required to obtain an adequate mask fit and also 

ventilate. 
d. Suction as needed 
e. Perform endotracheal intubation 

i. If the patient is in cardiac arrest from a medical etiology AND effective bag-valve-mask 
ventilations are being performed with adequate chest rise, intubation should be deferred 
until emergency cardiac care treatments are rendered 

ii. Intubation is not recommended for the neonate, infant or small child if basic life support 
ventilations are effective 

iii. Consider the use of a cervical collar and CSID/LSB for intubated patients to decrease head 
movement and risk of ETT dislodgment 

iv. Nasal intubation has limited applications and several drawbacks. It should be employed only 
when absolutely necessary, in patients with spontaneous respirations. It is contraindicated in 
combative patients, in the context of severe facial trauma, and in the presence of a known 
coagulopathy. 

f. If intubation is not possible due an intact gag reflex, consult Rapid Sequence Induction procedure. 
g. Intubation is associated with significant complications.  Multiple methods of confirming endotracheal 

tube placement must be utilized.  Providers shall observe a persistent capnographic waveform with 
ventilation to confirm and monitor endotracheal tube placement in the field, in the ambulance, on 
arrival at the hospital, and after any patient transfer to reduce the risk of unrecognized tube 
misplacement or displacement. 

h. If a difficult airway has been predicted based on pre-assessment or more than one laryngoscopy 
attempt is required, a bougie should be used. 

i. When endotracheal intubation is not possible, the laryngeal mask airway (LMA) is an acceptable 
adjunct for adult patients.  Placement must be monitored with continuous waveform capnography. 

j. If unable to intubate and the patient cannot be adequately ventilated by other means, perform 
cricothyroidotomy and transport rapidly to the hospital. 

4. For patients in need of emergency, short term, ventilatory support; a volume ventilator or pressure-cycled 
ventilator may be used.  Paramedics must be well-versed on all aspects of the device and credentialed by their 
agency to initiate ventilation and monitor for changes during transport. 

 
MEDICAL SUPPORTIVE CARE 

1. Initiate Initial Assessment and Management Guideline 
2. Initiate Airway Management Guideline 
3. Monitor ECG as needed 
4. Maintain warmth and comfort measures 
5. Establish vascular access with saline lock or establish IV/IO of 0.9% sodium chloride solution. For pediatric 

patients, initiate vascular access (IV/IO) appropriate to patient condition. 
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6. If the patient is in extremis and has existing catheter access, such access may be utilized with guidance from 
DMO if other access cannot be secured. 

 
TRAUMA SUPPORTIVE CARE 

1. Initiate Initial Assessment and Management Guideline 
2. Initiate Airway Management Guideline 
3. Correct any life-threatening conditions 
4. Immobilize cervical spine and secure patient to backboard as needed 
5. Maintain warmth and comfort measures 
6. Expedite transport. With few exceptions (i.e., unconscious patient), a parent should be allowed to accompany 

a child in the patient compartment. 
7. Perform the following steps while not delaying transport: 

a. Establish appropriate vascular access unless overridden by other specific protocol 
b. Monitor ECG as needed 
c. Complete bandaging, splinting and packaging as needed 
d. Establish EARLY hospital contact for notification.  Initiate trauma alert or trauma code if applicable 

 

Routine Paramedic Care is comprised of the Initial Assessment and Treatment, Airway Management, 
Medical Supportive Care and Trauma Supportive Care guidelines and should be implemented on every 

patient encounter as appropriate.   
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CARDIAC GUIDELINES 
 

CARDIAC ARREST - OVERVIEW 

1. The cardiac arrest protocols follow the 2010 American Heart Association Guidelines for CPR and ECC. 
2. The keys to resuscitation are centered on high quality chest compressions.  Don't forget chest compressions in 

the rush for advanced equipment. 
3. First Responders and EMS shall approach every sudden cardiac arrest with a simultaneous, choreographed 

approach for chest compressions, airway management, rhythm detection, and shocks (if appropriate). 
4. Properly trained personnel may utilize devices to support circulation in specific settings for the treatment of 

adult cardiac arrest.  Rescuers should attempt to limit interruptions in CPR during deployment. 
5. Ventilation with a bag and mask or with a bag through an advanced airway (endotracheal tube or supraglottic 

airway) is acceptable during CPR.  The provider should weigh the need for minimally interrupted compressions 
against the need for insertion of an advanced airway. 

6. Continuous quantitative waveform capnography is required for all patients throughout the peri-arrest period.  
If ETCO2 abruptly increases to a normal value (35 to 40 mm Hg), it is reasonable to consider that this is an 
indicator of ROSC. 

7. Cardiac Arrest Associated with Pregnancy 
a) Optimal use of bag-mask ventilation and suctioning, while preparing for advanced airway placement is 

critical.  Apply continuous cricoid pressure during ventilation for any unconscious pregnant woman.  
b) Chest compressions should be performed slightly higher on the sternum than normally recommended to 

adjust for the elevation of the diaphragm and abdominal contents caused by the gravid uterus. 
c) If the fundus extends above the level of the umbilicus, aortocaval compression can occur.  Place the 

patient in a left-lateral tilt of 27° to 30°, using the long board to support the pelvis and thorax. 
8. Cardiac Arrest Associated with Asthma 

a) During ventilation, a brief disconnection from the bag mask or ventilator may be considered, and 
compression of the chest wall performed to relieve air-trapping can be effective (Class IIa, LOE C).  

b) For all asthmatic patients with cardiac arrest, in whom ventilation is difficult, the possible diagnosis of a 
tension pneumothorax should be considered and treated (Class I, LOE C).  

9. For all cardiac arrest presentations, search for treatable causes: 
a) Hypovolemia ς Fluid challenge 500 cc 0.9% sodium chloride, repeat as needed 
b) Tension Pneumothorax ς Needle chest decompression 
c) Hypothermia ς Prevent further heat loss and handle gently 
d) Narcotic Overdose ς Naloxone 2 mg IV/IO or ET, Repeat as needed 
e) Calcium Channel Blocker OD ς Calcium chloride 8 mg/kg IV 
f) Tricyclic Antidepressant OD ς Sodium bicarbonate 1 mEq/kg IV 
g) Hypoglycemia ς Dextrose/Glucose (as per Altered Mental Status Guideline) 
h) Hyperkalemia ς Sodium bicarbonate 1 mEq/kg IV, CALCIUM CHLORIDE 8 MG/KG IV 
i) Beta blocker OD ς Glucagon 1 mg IV 
j) Acidosis ς Respiratory: Ensure quality CPR and quality ventilations.  Avoid hyperventilation.  Metabolic: 

Sodium bicarbonate 1 mEq/kg IV 
10. The endotracheal administration of drugs is a last resort option in cardiac arrest. 
 
Cardiac arrest in children is not a sudden event.  It is almost always due to a respiratory problem, which leads to 
hypoxia, bradycardia, and eventually asystole.  Initial treatment should be directed at establishment of an airway, 
administration of supplemental oxygen, and mechanical ventilation. 
  



STAMFORD HOSPITAL EMS SPONSOR HOSPITAL PROGRAM 
 

11 | P a g e  
 

/!w5L!/ !ww9{¢ π bhbπ{Ih/Y!.[9 wI¸¢Ia 

 
ADULT 

 

 
 

PEARLS: 

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

¶ Procedures require space and patient access. Make room to work. 

¶ Reassess airway frequently and with every patient move. 

¶ Pregnancy Arrest - Treat mother per appropriate protocol with immediate notification to DMO and rapid 
transport. 

  

ALS

ωCPR Procedure

ωIV Protocol

Medic

ωEpinephrine 1:10,000 1 mg IV/IO q 4 minutes

ωMay substitute the first or second epinephrine dose with vasopressin 40 units IV/IO

Medic
ωIdentify/Treat Correctable Causes

Medic
ωAT ANY TIME there is return of spontaneous circulation, go to Post Resuscitation Protocol

DMO
ωField Termination of Cardiac Arrest
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PEDIATRIC 
 

 
 
PEARLS: 

¶ This guideline must be used in conjunction with the Adult CPR Protocol.  Medications are delivered during 
the two-minute chest compression cycles between rhythm analyses. 

¶ Assure optimal ventilation and oxygenation. 

¶ Most cardiac arrests in children are the result of airway compromise and hypoxia. The most common 
medical causes of pediatric arrest are drowning, SIDS, and upper airway obstruction.  Severe respiratory 
failure from any cause or severe shock may also precipitate a cardiorespiratory arrest. Primary cardiac 
causes are rare, but include congenital abnormalities and cardiomyopathies. 

¶ Because most pediatric cardiac arrests are respiratory in origin, the rhythm of a pulseless patient is almost 
always asystole or profound bradycardia. Shockable rhythms are extremely rare. 

 
 
  

ALS
ωPediatric CPR Procedure

Medic
ωEpinephrine 1:10,000 0.01 mg/kg IV/IO q 4 minutes

Medic
ωAdminister 20 cc/kg fluid bolus

Medic
ωIdentify/Treat correctable causes

Medic
ωAT ANY TIME there is return of spontaneous circulation, go to Post Resuscitation Protocol

DMO
ωEpinephrine 1:1000 0.1 mg/kg IV/IO q 4 minutes considered for cardiac arrest due to anaphylaxis, 
sepsis, overdose of beta blockers or calcium channel blockers
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PEARLS: 

¶ This guideline must be used in conjunction with the Adult CPR Protocol.  Medications are delivered during 
the two-minute chest compression cycles between defibrillation therapies. 

¶ AT ANY TIME there is return of spontaneous circulation, go to Post Resuscitation Protocol. 

¶ Dry the chest and remove any transdermal patches that interfere with therapy pad placement.  

¶ tǊƻǘŜŎǘ ǊŜǎŎǳŜǊǎΥ ά/ƭŜŀǊέ ǘƘŜ ǇŀǘƛŜƴǘΣ ǳǎŜ ƻƴƭȅ ƛƴ ǎŀŦŜ ŀƴŘ ŘǊȅ ŜƴǾƛǊƻƴƳŜƴǘ. 
 

PEDIATRIC 
 

 
 

PEARLS: 

¶ Medications are delivered during the two-minute chest compression cycles between defibrillation 
therapies in the AHA guidelines. 

¶ Most cardiac arrests in children are the result of airway compromise and hypoxia. The most common 
medical causes of pediatric arrest are drowning, SIDS, and upper airway obstruction.  Severe respiratory 
failure from any cause or severe shock may also precipitate a cardiorespiratory arrest. Primary cardiac 
causes are rare, but include congenital abnormalities and cardiomyopathies. 

ALS
ωCPR Procedure

ωIV Protocol

Medic
ωAdminister epinephrine 1:10,000 1 mg IV/IO q 4 minutes.  May substitute the first or second 
epinephrine dose with vasopressin 40 units IV/IO.

Medic
ωIf no conversion with epinephrine and defibrillation, administer lidocaine 1.5 mg/kg slow IV.  May 
repeat in 2-4 minutes at 1.5 mg/kg slow IV if needed.

Medic
ωIf polymorphic, administer magnesium sulfate 1-2 gms diluted in 10 cc normal saline IV/IO.

Medic
ωEpinephrine1:10,000 0.01 mg/kg IV/IO to max of 1 mg (10 mL) q 4 minutes.

Medic
ωLidocaine 1.5 mg/kg slow IV push.  Repeat in 4 minutes at 1.5 mg/kg IV push.

DMO
ωEpinephrine 1:1000 0.1 mg/kg IV/IO q 4 minutes considered for cardiac arrest due to anaphylaxis, 
sepsis, overdose of beta blockers or calcium channel blockers
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CARDIAC ARREST - POST-RESUSCITATION 

 
1. Assess vital signs and monitor for recurrent cardiac arrhythmias.  Post-cardiac arrest patients will be 

monitored using the NIBP function. 
2. Elevate the head of the bed 30° if tolerated to reduce the incidence of cerebral edema, aspiration, and 

ventilatory-associated pneumonia. 
3. Continuous ECG and waveform ETCO2 monitoring. Obtain 12-lead ECG.  If STEMI Alert criteria are met: PAMI 

Alert notification and rapid transport 
4. Maintain an oxygen saturation of >94% and an ETCO2 of 35 to 40 mm Hg.  Initiate advanced airway 

procedures if required.  Do not hyperventilate. 
5. If the patient is hypotensive (systolic blood pressure <90 mm Hg), administer dopamine 5-10 mcg/kg IV/IO 

titrated to achieve a minimum systolic blood pressure of 90 mm Hg. 
6. Evaluate patient for therapeutic hypothermia. 

 
Therapeutic Hypothermia 
1. Inclusion Criteria 

a. ROSC after cardiac arrest not related to trauma or hemorrhage. 
b. Age > 16 years of age without obviously gravid uterus. 
c. Temperature > 34° C (93.2° F) 

i. aŀȅ ōŜ ōŀǎŜŘ ƻƴ ǇŀƭǇŀǘƛƻƴ ƻŦ ǇŀǘƛŜƴǘΩǎ ǎƪƛƴ ŀƴŘ ŀƳōƛŜƴǘ ŜƴǾƛǊƻƴƳŜƴǘŀƭ ŎƻƴŘƛǘƛƻƴǎ ǿƘŜƴ 
appropriate thermometer devices are not available. 

d. No purposeful pain response. 
e. Intubated or LMA placed with ETCO2 > 20. 

2. Preparation for therapeutic hypothermia 
a. Continue to address specific differentials associated with the original dysrhythmia 
b. If the unit carrying the chilled IV saline is not on scene, request a response to be initiated.  Do not 

delay transport for the purpose of cooling 
c. Conduct NEURO assessment including pupillary exam and motor response to pain. 
d. Remove clothing, protect modesty. 
e. Apply cold packs to axilla and groin areas. 
f. aŀƛƴǘŀƛƴ 9¢/hн Ғ плΦ  tŀǘƛŜƴǘǎ ŘŜǾŜƭƻǇ ƳŜǘŀōƻƭƛŎ ŀƭƪŀƭƻǎƛǎ ǿƛǘƘ ŎƻƻƭƛƴƎΦ  5ƻ ƴƻǘ ƘȅǇŜǊǾŜƴǘƛƭŀǘŜΦ  LŦ 

unable to intubate, DO NOT initiate induced hypothermia. 
g. Attempt second IV if not already in place. 

3. PIH Induction 
a. Reassess all Inclusion Criteria prior to beginning therapeutic hypothermia 
b. Sedate with etomidate 0.3 mg/kg IV/IO or midazolam 0.1 mg/kg IV/IO.  ALL PATIENTS WILL RECEIVE 

SEDATION PRIOR TO THERAPEUTIC HYPOTHERMIA. 
c. wŜƳƻǾŜ ŎƭƻǘƘƛƴƎ όǳƴŘŜǊƎŀǊƳŜƴǘǎ Ƴŀȅ ǊŜƳŀƛƴ ǘƻ ǇǊŜǎŜǊǾŜ ǇŀǘƛŜƴǘΩǎ ǇǊƛǾŀŎȅύ ŀƴŘ ǇƭŀŎŜ ƛce packs into 
ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŀȄƛƭƭŀ ŀƴŘ ƎǊƻƛƴ ŘƛǊŜŎǘƭȅ ƻƴ ǇŀǘƛŜƴǘΩǎ ǎƪƛƴ ŦƻǊ maximum cooling effectiveness. 

d. If available on scene, rapidly infuse 30 ml/Kg IV/IO cold saline to a max of 2 liters.  Do not delay 
transport. Integrate into other transport preparation actions. 

i. Cold saline is a strong vasoconstrictor. Watch the mean arterial pressure closely. 
e. If chilled saline does not maintain MAP of 90-100, administer dopamine 10-20 mcg/kg/min  
f. At any time there is a loss of circulation, discontinue cooling and reference the appropriate protocol. 

4. Post-cardiac arrest patients will be monitored using the NIBP function and the MAP recorded on the patient 
chart. 
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 ACUTE CORONARY SYNDROMES 

 
ADULT 

 

 
 

PEARLS: 

¶ Contraindications for the administration of aspirin include history of GI bleeding, surgical procedure 
within 10 days, and known prior allergic reaction to aspirin or NSAIDs. 

¶ Nitrates are contraindicated when patients have taken a phosphodiesterase-5 (PDE-5) inhibitor within 24 
hours (48 hours for tadalafil). 

¶ The E2B clock starts with the first prehospital ECG that shows a STEMI MI and stops with the first balloon 
inflation in the cardiac cath lab.  The goal is to provide an E2B <=90 minutes. 

¶ Some potentially lethal mimics of Acute Coronary Syndrome (ACS) that must be considered as the patient 
is assessed and treated include aortic dissection, spontaneous pneumothorax, acute pericarditis, 
pulmonary embolism, acute myocarditis and pneumonia/lung infection. 

ALS
ωIV Protocol

ALS
ωChewable aspirin 324 mg (4 tablets) PO

Medic
ωEarly 12-lead ECG.  If STEMI, rapid notification of STEMI Alert to ED.

Medic
ωif suspicious for inferior wall injury, acquire right side precordial lead tracings. If RVI suspected, 
use nitrogycerin with caution. Administer normal saline 250 cc fluid bolus if required. 

Medic
ωIf RVI not suspected, nitroglycerin 0.4 mg SL q 5 minutes until pain free or to maximum of three 
doses. Hold nitrates if SBP < 100.  

Medic
ωIf no relief after nitroglycerin, consider pain management with morphine per Pain Guideline.

DMO
ωAdditional pain/anxiety management
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BRADYCARDIA 

 
ADULT 

 

 
 

PEARLS: 

¶ Unstable refers to a condition in which vital organ function is acutely impaired or cardiac arrest is ongoing 
or imminent, e.g., acutely altered mental status, ischemic chest discomfort, acute heart failure, 
hypotension, or other signs of shock that persist despite adequate airway and breathing 

¶ Do not delay TCP while administering atropine. Once the pads are in place, start pacing immediately. 
  

ALS
ωIV Protocol

Medic
ωIf patient is stable, obtain 12-Lead ECG and monitor closely.

Medic
ωIf patient is unstable, atropine 0.6-0.8 mg IV q 3 to 5 minutes to a maximum total dose of 3 mg.

Medic
ωTranscutaneous pacing (TCP) in unstable patients who do not respondto atropine.

DMO
ωSEDATION WITH MIDAZOLAM (VERSED) 2 MG IV/IO AND POSSIBLE ANALGESIA WITH MORPHINE 
SULFATE 2-4 MG IV/IO.

DMO
ωDOPAMINE 2-10 MCG/KG/MIN

DMO
ωEPINEPHRINE 2-10 MICROGRAMS PER MINUTE IV/IO DRIP (EPINEPHRINE 1:1000 1 MG ADDED TO 
500 CC 0.9% SODIUM CHLORIDE OR D5W BEGINNING AT 1 MCG/MIN).
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PEDIATRIC 

 

 
 
PEARLS: 

¶ The use of lidocaine in heart block can worsen bradycardia and lead to asystole and death. 

¶ Pharmacological treatment of bradycardia is based upon the presence or absence of symptoms. 

¶ If symptomatic, treat. If asymptomatic, monitor only. 

¶ Consider treatable causes for bradycardia (Beta blocker OD, Calcium channel blocker OD, etc.)  

¶ Be sure to aggressively oxygenate the patient and support respiratory effort. 

¶ Refer to Pain Management Protocol (TCP) 

¶ Fluid bolus and epinephrine infusion titrated to maintain a SBP >70 + (age in years x2) mmHg 

ALS
ωIf pulses, perfusion, and respirations are adequate, no emergency treatment is necessary. 

ALS
ωIf heart rate is <60 BPM with poor perfusion despite effective ventilation with oxygen, start CPR.

ωRe-evaluate after 2 minutes.

Medic
ωEpinephrine 1:10,000 0.01 mg/kg IV/IO

Medic
ωAtropine 0.02 mg/kg IV/IO or 0.04to 0.06 mg/kg  ET 

Medic
ωTranscutaneouspacing

DMO
ωSEDATION WITH MIDAZOLAM 0.05 MG IV/IO

DMO
ωEPINEPHRINE 2-10 MICROGRAMS PER MINUTE IV/IO DRIP (EPINEPHRINE 1:1000 1 MG ADDED TO 
500 CC 0.9% SODIUM CHLORIDE OR D5W BEGINNING AT 1 MCG/MIN)
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HYPOTENSION / HYPOPERFUSION SUSPICIOUS OF CARDIAC ETIOLOGY 

 
ADULT 

 

 
 
PEARLS: 

¶ Hypotension can be defined as a systolic blood pressure of (less than) < 90 mmHg. 

¶ Consider all possible causes of shock and treat per appropriate protocol. 

¶ Patients should always have adequate intravascular fluid load prior to the use of vasopressors. 

¶ Place in supine position unless otherwise contraindicated. 
 
  

ALS

ωIV Protocol

ωIf no rales present, normal saline 250 cc fluid bolus

Medic
ωIf no rales present, repeat normal saline 250 cc fluid bolus.   Evaluate lung sounds after every 
bolus.

Medic
ωIf rales auscultated or hypotension continues after fluid bolus(es), dopamine 5 mcg/kg/min IV/IO

DMO
ωADDITIONAL FLUID THERAPY
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TACHYCARDIA 

 
ADULT 

 
Narrow Complex - Unstable 
 

 
 
Narrow Complex - Stable 
 

 
 

ALS
ωIV Protocol

Medic
ωCardioversion at 100J.  If initial shock fails, increase in a stepwise fashion. (200, 300, 360)

Medic
ωIf delay in cardioversion, administer adenosine 6 mg rapid IV followed by 5-10 cc saline flush.  
May repeat once at 12 mg rapid IV.

Medic

ωIf sedation is required prior to cardioversion, midazolam 2 mg IV/IO.

ωIf not properly sedated, CONTACT DMO FOR FURTHER SEDATION OPTIONS

DMO
ωREPEAT CARDIOVERSION

ALS
ωIV Protocol

Medic
ωValsalva Maneuver

Medic
ωAdenosine 6 mg rapid IV/IO followed by 5-10 cc flush.  May repeat twice at 12 mg rapid IV.

DMO

ωIF ATRIAL FIBRILLATION OR ATRIAL FLUTTER, OR IF SVT REFRACTORY TO ADENOSINE, DILTIAZEM 
HCL 0.25 MG/KG IV/IO OVER TWO MINUTES. IF NO CHANGE AFTER 15 MINUTES, REPEAT AT 0.35 
MG/KG IV/IO OVER TWO MINUTES.  FLUSH WITH SALINE. 
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Wide Complex - Unstable 
 

 
 

Wide Complex - Stable 
 

 
 

  

ALS
ωIV Protocol

Medic
ωIf onset is witnessed, consider precordial thump, especially if delay in initiating cardioversion.

Medic
ωIf monomorphic, cardiovert at 100J.  If unsuccessful, increase in stepwise fashion. (200, 300, 360)

ωIf polymorphic, defibrillate at 200J.  If unsuccessful, increase in stepwise fashion. (300, 360)

Medic
ωIf sedation is required prior to cardioversion, midazolam 2 mg IV/IO.

ωIf not properly sedated, CONTACT DMO FOR FURTHER SEDATION OPTIONS

Medic
ωIf monomorphic, lidocaine 1.5 mg/kg slow IV.

ωIf polymorphic, magnesium sulfate 2 gm IV/IO over 1-5 minutes.

ALS
ωIV Protocol

Medic
ω12-lead ECG.

Medic
ωIf the etiology of the rhythm cannot be determined, the rate is regular and the QRS is 
monomorphic, administer adenosine 6 mg rapid IV/IO.

Medic
ωIf monomorphic, lidocaine 1.5 mg/kg slow IV.

ωIf polymorphic, magnesium sulfate 2 gm IV/IO over 1-5 minutes.

Medic
ωProcainamide 10 mg/kg ata rate of 20 to 30 mg/min until the arrhythmia is suppressed,
hypotension ensues, QRS duration increases >50%, or the maximumdose of 17 mg/kg is given.
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PEARLS: 

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

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

¶ The patient's clinical presentation and history should help differentiate sinus tachycardia from SVT.  If the 
rhythm is sinus tachycardia, search for and treat reversible causes. 

¶ Tachycardia is most likely a secondary problem when the pulse is less than 150 in an adult.  Treat hypoxia, 
hypovolemia, pain, and other problems first. 

¶ Unstable patients are defined as having a blood pressure less than 90 systolic with signs of inadequate 
perfusion such as altered mental status, congestive heart failure, chest pain, dyspnea, and/or symptoms 
of myocardial ischemia or infarction. 

¶ If patient has history of or 12 Lead ECG consistent with Wolff-Parkinson-White (WPW) syndrome, DO NOT 
administer diltiazem, go to Wide Complex Tachycardia guideline. 

¶ Monitor for respiratory depression and hypotension associated with sedation pharmacology. 

¶ If patient profoundly hypotensive, do not delay cardioversion for sedation. 

¶ If patient requires multiple conversion attempts without resolution, consider alternative cause of 
dysrhythmia. 

¶ Although adenosine may not be effective in converting atrial flutter/fibrillation, it is not harmful and can 
assist in rhythm recognition. 

¶ If hypotension and/or symptomatic bradycardia occurs following administration of diltiazem, administer 
calcium chloride 8 MG/KG IV/IO. 

¶ Continuous pulse oximetry is required for all tachycardia patients. 

¶ A 12 Lead ECG should be obtained after the rate is controlled and the patient becomes hemodynamically 
stabile. 

 
PEDIATRIC 

 

Non-Sinus Tachycardias 
 

 
 

¶ {ŜǇŀǊŀǘƛƴƎ ǘƘŜ ŎƘƛƭŘ ŦǊƻƳ ǘƘŜ ŎŀǊŜƎƛǾŜǊ Ƴŀȅ ǿƻǊǎŜƴ ǘƘŜ ŎƘƛƭŘΩǎ ŎƭƛƴƛŎŀƭ ŎƻƴŘƛǘƛƻƴΦ 

¶ Pediatric pads should be used in children < 10 kg or Broselow color Purple. 

¶ ¢ƘŜ ƳŀȄƛƳǳƳ ǇŜŘƛŀǘǊƛŎ ǎƛƴǳǎ ǘŀŎƘȅŎŀǊŘƛŀ ǊŀǘŜ ƛǎ ŜǎǘƛƳŀǘŜŘ ŀǘ ннл ōǇƳ Ƴƛƴǳǎ ǇŀǘƛŜƴǘΩǎ ŀƎŜ ƛƴ ȅŜŀǊǎΦ 

Medic

ωIf narrow complex, apply iceto the face without occludingthe airway 

ωIn older children, use valsalva maneuver

Medic
ωIf narrow complex, adenosine 0.1 mg /kg rapid IV/IO  followed by 5-10 cc 0.9% saline flush.  May 
repeat once at dose of 0.2 mg/kg.

DMO
ωSYNCHRONIZED CARDIOVERSION AT 0.5-1 J/KG. MAY REPEAT AT 2 J/KG.  SEDATION WITH 
MIDAZOLAM 0.05 MG IV/IO AS REQUIRED

DMO

ωREPEAT CARDIOVERSION

ωOVERDRIVE PACING
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RESPIRATORY GUIDELINES 
RESPIRATORY DISTRESS 

 
ADULT 

 
Acute Bronchospasm/Asthma/COPD 
 

 
 
WARNING: Although sometimes needed, intubation further narrows the airway restriction in a severe asthma 
exacerbation, and this may worsen some cases.  Continuous administration of bronchodilators is generally the 
most important therapy for severe asthma exacerbation. 
 
  

ALS
ωIV Protocol

Medic
ωAlbuterol 2.5 mg with ipratropium bromide 0.5 mg nebulized.  Repeat albuterol-only treatments 
as needed.

Medic
ωIf no response or unable to tolerate bronchodilator, administer epinephrine 1:1000 0.3 cc SC.

Medic
ωMethylprednisolone 125 mg IV.

Medic
ωMagnesium sulfate 2 grams IV/IO slowly over  15-20 minutes.

DMO
ωCPAP THERAPY

DMO
ωEPINEPHRINE 1:1000 0.3 CC SC IN PATIENTS WITH A HISTORY OF HYPERTENSION, MI OR CARDIAC 
PAIN, > 60 YEARS OF AGE, OR PREGNANCY.
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Pulmonary Edema 
 

 
 
  

ALS
ωIV Protocol

Medic
ωInitiate CPAP if appropriate for patient condition

Medic
ω12 Lead ECG

Medic
ωNitroglycerin 0.8 to 1.6 mg SL every 5 minutes, as long as the systolic blood pressure >100 mmHg

Medic
ωFurosemide 40 mg IV.  If the clinical impression is unclear and pneumonia presents as a 
differential diagnosis, withhold furosemide administration.

DMO
ωADDITIONAL FUROSEMIDE

DMO
ωMORPHINE SULFATE 2-5 MG IV IF BP IS GREATER THAN 110 SYSTOLIC


