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OUR MISSION STATEMENT

TO SUPPORT THE CONTINUING DEVELOPMENT OF HIGH
QUALITY PRE-HOSPITAL, EMERGENCY MEDICAL CARE SERVICES
IN LINCOLN COUNTY.
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PATIENT CARE GUIDELINES
Paramedics: Currently all paramedics working in Lincoln County will follow the protocols of the county of their primary
agency (Spokane, Benton, etc.).

Stable patients: May be transported to the facility of their choice, or that of their physician.

Imminent life threat: The patient will be transported to the highest level of care within thirty minutes via ground or air
ambulance. Decision will be made by senior EMT or highest level of care on scene.

All patients requesting transport with a medical necessity will be transported.

The closest available ground ambulance will be dispatched whenever an air ambulance or aid unit is requested.

Patient refusal:
Adult patients who are not suffering from altered mental status can refuse transport. The EMT should document
the refusal on the prehospital incident report form, and a “Medical Release- Refusal of evaluation, Treatment
and/or Transportation” form complete with patient and witness signatures. People under 18 years of age can’t
refuse transport unless parent or legal guardian is present.
A patient with altered mental status (due to head injury, hypoxemia, alcohol, drugs, etc.) is not legally competent
to refuse treatment and transport. In this situation the EMT is responsible for the welfare and safety of the patient.
1. The EMT must exercise due diligence in persuading the patient to agree to medical care.
2. Remain with patient until the patient is transferred to competent adult who agrees to assume
responsibility for the patient and signs the “Medical Release” form on their behalf.
3. If no such individual is available, the EMT will contact the Sheriff’s Department to obtain assistance.
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GUIDELINES FOR REQUESTING EMERGENCY RESPONSE AGENCIES
Response agencies & disciplines: EMS, Fire, Law Enforcement, N.P.S., Hazmat, etc.
Dispatch:
The Lincoln County Sheriff’s Office will provide dispatch services for all emergency services in Lincoln
County. They will make the initial determination of type of emergency responders that will be sent to the
scene based on the type and location of the incident.
On scene:
The first emergency response agency on scene will assume incident command until other
response agencies arrive. If more than one agency has jurisdiction on scene unified command will be
established.
Each response discipline will have an incident commander who will direct that particular discipline’s
response to the incident. Each discipline’s incident commander will work with other incident commanders
on scene to provide a coordinated response effort.
When there is more the one agency of a particular discipline on scene an incident commander for that
discipline shall be appointed by mutual agreement of involved agencies.
The first emergency response agency on scene will have the authority to request further response. This
can include other disciplines or additional units within the same discipline as needed.
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Field Protocols for EMS Providers

EMS providers will follow the most current Washington Department of Health protocols and their amendments
based on the EMS providers level of certification.
Currently approved levels of certification are:
Emergency Medical Responder
Emergency Medical Technician
Emergency Medical Technician I.V.
Advanced Emergency Medical Technician
Paramedic
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PNEUMATIC ANTISHOCK GARMENT PROTOCOL
(PASG OR MAST)
INDICATIONS:
1. Stabilization of pelvic and or hip fractures
2. Intra-abdominal hemorrhage
3. Control of diffuse bleeding of the lower extremities
4. Application without inflation in situation where shock is not present but may develop
CONTRAINDICATIONS:
1. Cardiogenic shock
2. Pulmonary edema
Procedure for patients with shock:
1. Perform primary survey
2. Document evidence of shock (tachycardia, cold, and clammy, BP <90 systolic, altered mental status)
3. Administer 100% oxygen
4. Apply garment and inflate. Inflate legs first and abdomen last
5. Inflate garment until BP = 90 systolic or Velcro fasteners start to separate or pop-off valves release
6. DO NOT INFLATE ON THE BASIS OF PRESSURE READINGS IN THE GARMENT COMPARTMENTS.
THE PROPER AMOUNT OF INFLATION IS DETERMINED BY THE PATIENT’S BLOOD PRESSURE
7. IV certified personnel should begin 1 or 2 large bore IV’s
8. Monitor patient’s clinical status and vital signs every 5 minutes. Check the garment frequently to verify that
pressure is being maintained in all compartments.
9. Do NOT deflate garment in field. (NOTE: In certain situations inflation of the abdominal section may aggravate
respiratory distress. If this occurs the abdominal section should be partially or completely deflated.)
10. Inflate only the leg sections in pediatric patients and women in the last trimester of pregnancy.
11. In situations where MAST is used and the patient is not in shock (e.g. Pelvic fractures, bleeding lower
extremity wounds, etc.), inflate garment to the lower pressure that will produce the desired clinical result.
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Tourniquets
Indications:
1. Life-threatening extremity wound hemorrhage despite treatment with direct pressure.
2. Severe extremity wound bleeding and inability to maintain direct pressure (limited providers, situational
limitations)
Contraindications:
1. Bleeding to the head, neck, or torso.
Procedure:
1. Follow manufacturer’s instructions and place the tourniquet around the bleeding extremity, at least 2-3 inches
proximal to the wound.
2. Document time tourniquet was placed. “T” with time on forehead and write time on tourniquet tag.
3. Perform routine re-assessment of tourniquet site to verify hemorrhage control.
a. If active bleeding returns, apply direct pressure.
B .If bleeding persists, tighten tourniquet.
C .If bleeding still persists, apply second tourniquet 2 inches proximal to original (if available).
4. Upon transfer of care, verbally notify primary provider of location and time of tourniquet placement.
5. Confirm that new provider heard and understood tourniquet report and document transfer of care in PCR. If
possible, include name of new provider.
Precautions:
1. Once applied, a tourniquet is to be removed only by a physician.
2. Strongly consider Advanced Life Support (ALS) intercept for ALS care.
3. Intravenous (IV) lines distal to the tourniquet will not function properly and should be discontinued.
4. Tourniquet placement may cause irreversible tissue damage. Do not tighten tourniquet more than necessary to
control bleeding.
5. Prolonged use (>2 hours) may result in tissue ischemia and loss of limb. Expedite care and transport to
hospital.
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AED DEFIBRILLATION PROTOCOL
All EMS providers will follow the most current guidelines from the American Heart Association (AHA).
Procedure:
1. Assess patient for consciousness, pulse, and breathing. If unconscious, pulseless, and apneic begin CPR
using the C.A.B. sequence (Compressions, Airway, Breathing).
2. When A.E.D. arrives:
I.
Turn on unit
II.
Attach pads
III.
Analyze patient (ensure no one is touching patient)
IV.
Shock if shock advised (ensure no one is touching patient)
V.
Resume CPR for 2 minutes
VI.
Check pulse, repeat steps III-V until there is return of spontaneous circulation (ROSC), ALS
assumes care, defibrillator fails, or rescuers are no longer able to continue.
3. Use pediatric pads or equipment following current AHA guidelines.
4. Use the following BLS and ACLS algorithms as a guide
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Recommendations
Component
Recognition

Adults
Children
Infants
No breathing or no
Unresponsive
Unresponsive, not breathing
Normal breathing
(for all ages)
or gasping
(i.e., only gasping)
No pulse palpated within 10 seconds for all ages (HCP only)

CPR Sequence

C-A-B

Compression Rate
Compression Depth

At least 100/min
At least 2 inches(5 cm)

Chest Wall Recoil

Minimize interruptions in chest compressions
Attempt to limit interruptions to <10 seconds

Airway

Ventilations: when
rescuer untrained or
trained and not
proficient
Ventilations with
advanced airway
(HCP)
Defibrillation
Abbreviations

At least 1/3 AP diameter
About 1 ½ inches (4 cm)

Allow complete recoil between compressions
HCPs rotate compressors every 2 minutes

Compression
Interruptions

Compression-toventilation ratio (until
advanced airway
replaced)

At least 1/3 AP diameter
About 2 inches (5 cm)

Head tilt-chin lift (HCP suspected trauma: jaw thrust)
30:2
1 or 2 rescuers

30:2
Single Rescuer
15:2
2 HCP Rescuers

30:2
Single Rescuer
15:2
2 HCP Rescuers

Compressions only

1 Breath every 6-8 seconds (8-10 breaths/min)
1 breath every 3-5 seconds
Asynchronous with chest compressions
About 1 second per breath, Visible chest rise
Attach and use AED as soon as available. Minimize interruptions in chest
compressions before and after shock; resume CPR beginning with compressions
immediately after each shock.
AED, automated external defibrillation; AP, anterior-posterior; CPR,
cardiopulmonary resuscitation; HCP, healthcare provider.

*Excluding the newly born, in whom the etiology of an arrest is nearly always asphyxial.
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AUTO PULSE
Indication for use:
Auto Pulse intended to be used as an adjunct to manual CPR, on adult patients only, in cases of clinical death as defined
by a lack of spontaneous breathing and pulse.
Warning:
The Auto Pulse is intended for use on adults 18 years of age or older.
The Auto Pulse is NOT intended for patients with traumatic injury (wounds resulting from sudden physical injury or
violence).
When cardiopulmonary resuscitation (CPR) is indicated, it should start immediately and should not be postponed.
The Auto Pulse must be used ONLY in cases that manual CPR would normally be initiated
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Advanced First Aid Qualification

The secretary shall recognize a current certificate of advanced first aid qualification for those who provide proof of
advanced Red Cross training or its equivalent.
RCW 18.73.120 Certificate of advanced first aid qualification.

Approved by Dr. Appel 1-18-2010
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IV Protocol
This protocol is to be followed only by EMT’S who have successfully completed a Washington State approved IV therapy
course and who are currently certified as EMT-IV, AEMT, or Paramedic.
Gloves and safety glasses shall be worn during patient care. Saline locks may be used for lifelines if fluid administration is
not necessary.
Indications for IV therapy:
Hypovolemic shock
Burns
Dehydration
Myocardial infarction
Stroke
Drug overdose
Standard IV solutions used:
Lactated Ringers- shock, burns, dehydration, M.I., overdose
D5/W- resuscitation, low blood sugar
Normal Saline- shock, burns, dehydration, stroke, M.I., overdose, pending blood transfusion
Procedure:
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

Explain procedure to patient
Gather supplies, select appropriate fluid, check iv bag for leaks, contamination, and expiration date
Select a suitable vein and prep area with I.V. start kit antiseptic
Apply a tourniquet above IV insertion site
Perform vein puncture using sterile technique
If I.V. start is successful draw labs if possible
Tape and dress IV in place
Adjust flow rate, if fluid is not needed for resuscitation the drip rate will be TKO
Monitor site for complications
Discontinue I.V. if extravasation occurs

IV attempts shall be limited to 2(two) attempts per individual. DO NOT delay transport to start an IV on scene.
A physician, physician’s assistant, or nurse at the scene who has unsuccessfully tried to start an IV does preclude you
from attempting to start an IV.
See also Intraosseous Infusion Protocol
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Do Not Resuscitate Protocol

EMS providers will initiate CPR in the absence of a valid P.O.L.S.T. form and patients that DO NOT meet nonsalvageable criteria.
A competent adult, or surrogate of the person who is not competent, can void the form and request alternative treatment.
The form can be voided by a line drawn through “Physicians Orders” and “Void” written in large letters.
EMS providers DO NOT have to initiate CPR on patients with a valid P.O.L.S.T form that has DNAR/Do Not Attempt
Resuscitation marked in section A.
Any section not completed implies full treatment for that section.
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Determination of Death Protocol
The EMT or Paramedic may determine the patient is dead and non-salvageable and not resuscitate under the following
guidelines.
All four (4) presumptive signs of death and at least one (1) conclusive sign of death are identified.
The four presumptive signs of death that MUST be present are:
a. Unresponsiveness
b. Apneic
c. Pulseless
d. Fixed dilated pupils
Conclusive signs of death that MUST be present.
a. Injuries incompatible with life (e.g. decapitation, massive crush injury, incineration, etc.)
b. Decomposition
c. Rigor mortis- hardening of the muscles of the body making the joints rigid
e. Lividity- generalized cyanosis and venous pooling of blood in lowest points of the
body causing purple discoloration of the skin, which does blanch with pressure.
Patients with suspected hypothermia, barbiturate overdose, or electrocution require full ALS resuscitation unless there are
injures incompatible with life or there is decomposition.
EMS personnel may contact medical direction for a “determination of death” anytime support in the field is desired.
A trauma victim who does not meet the “Determination of Death” criteria listed above may be determined to be dead and
non-salvageable based on the following criteria:
1. Pulseless and apnea associated with
a. Asystole (confirmed in two leads)
b. Blunt trauma arrest
2. Prolonged extrication time (>15 minutes) where no resuscitative measures can be initiated prior to extraction
a. An additional rhythm assessment is required followed by at least one reassessment after 15 minutes.
b. Arrest from primary brain injury or with no brain-stem reflexes; arrest from blunt multiple injury.
3. If there is any concern regarding leaving the patient at the scene, begin resuscitation and transport
A patient may be determined to be dead and non-salvageable if there is an absence of pulse or spontaneous respiration
at a multiple casualty situation where EMS resources are required for stabilization of living patients. The local law
enforcement agency that has jurisdiction will be responsible for the body once death has been determined. The body is to
be left at the scene until a disposition has been made by the Medical Examiner’s Office or local jurisdiction.
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Field Care of Snake Bites in Eastern Washington
These instructions are based on the premise that a wild snake bit the victim. Exotic venomous snakes kept as pets are a
possibility, but the first aid is only minimally different.
It is not necessary to capture and bring the snake to the Emergency Room. Treatment is based on the presence of
symptoms and the only venomous wild snakes in this area are rattlesnakes. Since all rattlesnake envenomation is treated
with the same antivenin, all patients with a symptomatic snakebite will receive the same treatment. If the snake is an
exotic pet and the owner is not sure of the proper identification, a couple of good cell phone pictures will do. Do not place
self at risk.
ABC’S FIRST, then:
1. Immediately remove all constricting jewelry and garments from all the extremities as generalized swelling may
soon be a problem.
2. Immobilize the victim by placing on a gurney or stretcher. Keep the patient down and still.
3. Splint the bitten extremity but do not place constricting bands or tourniquets like taping to hold the splint in place.
Keep the immobilized extremity lower than heart level.
4. Do NOT use any form of tourniquet or tight wrap with a rattlesnake bite.
5. Do NOT apply cold packs or ice packs to the skin as it has been shown to cause worsening of the local damage
and does not prevent, or even slow, the onset of systemic symptoms.
6. Immediately secure intravenous access with a large bore needle in unaffected limbs.
7. Supply supplementary O2.
8. Transport the victim immediately to the nearest medical facility that keeps a supply of Crotalidae Polyvalent
Antivenin.
9. When initially accessing the wound, mark the advancing edges of swelling with an indelible maker. This will assist
in the hospital treatment. If transport time is prolonged, remark the edge of selling every 15 minutes.
10. Remember to avoid injury to the rescuers. Do NOT go into an environment with a dangerous snake that cannot
be controlled. First find and neutralize the snake. It may be necessary for someone to find and kill the snake.
11. Do NOT apply electric shock.
12. Do NOT allow consumption of alcohol, aspirin products, or anything by mouth.
13. If the victim or bystanders have caught the snake, do NOT transport it to the ER if this was a bite by a wild snake.
All venomous wild snakes in this area are rattlesnakes and the physician does not want a dangerous animal in the
ER.
14. Do NOT make incisions over the fang wounds and do NOT use mouth suction as these methods have not been
shown to improve outcome and can actually worsen the problem.
15. If a Sawyer Extractor is available and you are trained in its use, it may be applied over the fang marks for up to 30
minutes and may have some value.
16. Pressure dressings have never been shown to improve outcome with bites from rattlesnakes. They may
significantly increase local tissue damage.
17. If the victim or friends have already applied a tight tourniquet, it needs to be REMOVED as soon as possible. The
appropriate management of the situation is to apply an appropriately sized blood pressure above the tourniquet
(between the tourniquet and the body). Inflate the blood pressure cuff to 40-60mm and a pulse distal to the cuff is
easily palpable, remove the tourniquet.
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ANAPHYLAXIS & ALLERGIC REACTION
Life threatening airway/respiratory compromise may develop as the reaction progresses.
1. Initial assessment
I.
Establish airway is patent and determine O2 saturation
II.
Provide O2 and/or ventilations based on saturation value and patients work of breathing
III.
If patient is in respiratory distress and/or shock administer epinephrine
IV.
Obtain patient history
V.
Consider ALS rendezvous
2. Epinephrine administration: Ensure Epi in pen or vial is not expired, cloudy, or crystalized
I.
Adult: Use Epi auto injector 0.3mg
II.
Adult: Draw up 0.3mg from 1:1000 vial and administer intra-muscular
a. Remove cap from vial and wipe rubber plug with alcohol prep
b. Invert vial and using a new needle and 1ml syringe push more than 0.3ml of air into
vial. The pressure will help fill syringe, draw more than the 0.3ml into the syringe, and
then push all air and additional Epi out of syringe and needle until the 0.3ml dosage
is all that remains.
c. Remove clothing from injection site and wipe skin with alcohol prep
d. Insert needle into muscle at prepped site, draw back slightly, if no blood is seen inject
Epi
e. If blood is seen in syringe on draw back, remove needle, apply pressure and dressing
to puncture
f. Repeat steps “C” and “D” when blood is found on draw back
III.
IV.

V.
VI.
VII.
VIII.
IX.

Pediatrics (<10yrs of age and/ or weighing <60lbs): Use Jr. Epi auto injector 0.15ml
Pediatrics: Draw up 0.15mg from 1:1000 vial and administer intra-muscular
a. Remove cap from vial and wipe rubber plug with alcohol prep
b. Invert vial and using a new needle and 1ml syringe push more than 0.15ml of air into
vial. The pressure will help fill syringe, draw more than the 0.15ml into the syringe,
and then push all air and additional Epi out of syringe and needle until the 0.15ml
dosage is all that remains.
c. Remove clothing from injection site and wipe skin with alcohol prep
d. Insert needle into muscle at prepped site, draw back slightly, if no blood is seen inject
Epi
e. If blood is seen in syringe on draw back, remove needle, apply pressure and dressing
to puncture
f. Repeat steps “C” and “D” when blood is found on draw back
Record time of injection & reassess in two minutes
Continue supportive care
nd
nd
Consider a 2 dose if symptoms persist or worsen, obtain another set of vitals prior to 2 dose.
If I.V. certified, establish peripheral access, draw labs if able, give fluids at rate indicated by
clinical findings.
Reassess, continue care, document changes

3. Epinephrine Information
I.
Trade name: Adrenaline
II.
Actions: Dilates bronchioles & constricts blood vessels
III.
Possible side Effects:
a) Increased heart rate, chest pain, cardiac arrhythmias, cardiac arrest
b) Pallor
c) Dizziness
d) Chest pain
e) Headache
f) Nausea
g) Vomiting
h) Excitability, anxiety
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Combitube
Indications:
1. Cardiac or respiratory arrest
2. Patients with GCS< 8 and no gag reflex
3. ALS unable to intubate
Contraindications:
1. Patient age, weight, height, inconsistent with manufacture recommendations
2. Patient is conscious or has gag reflex
3. Esophageal disease
4. Caustic ingestion
Complications:
1. Airway trauma from poor technique
2. Displacement of pharyngeal balloon
3. Administration of D50 or Naloxone causes return of consciousness and gag reflex
Placement procedure:
1. Trauma – stabilize neck in neutral position, Medical- head tilt
2. Suction airway if needed with rigid tip catheter no more than 15 seconds
3. BVM w/02 @ 15lpm, pre-oxygenate with 100% 02
4. Tube preparation:
a) Draw 100cc of air into large syringe
b) Draw 15cc of air into smaller syringe
c) Connect large syringe to blue bulb and inject 100cc of air, check large cuff for leaks and defects,
deflate leaving syringe attached
d) Connect smaller syringe to white bulb and inject 15cc of air, check small cuff for leaks and
defects, deflate leaving syringe attached
e) Lube cuffs and tube between the cuffs
5. Remove O.P.A.
6. Open airway by grasping lower jaw between index finger and thumb. Lift anteriorly
7. Insert the combitube along the base of the tongue into the airway. If resistance is felt DO NOT force. Proper
depth is achieved when the teeth or alveolar ridge are between the heavy black lines.
8. Inject 100cc of air into blue bulb and remove syringe, Inject 15cc of air into white bulb and remove syringe
8. Ventilate through the blue tube:
a. Verify silence over epigastrium, verify chest rise and lung sounds
9. If bowel sounds are found, no chest rise, and no lung sounds
a. Ventilate through the white tube
10. Remove tube if unable to ventilate, or gag reflex returns
11. Tube removal:
a)
b)
c)
d)

Turn patient on side and have suction ready
Clip both hoses behind inflation bulbs or deflate with syringes
Remove tube while suctioning
Insert O.P.A. or N.P.A as tolerated

12. Continue ventilations and reassess patient
a. Monitor end-tidal CO2, ideal range 35-45
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KING AIRWAY PROTOCOL
Assessment:
1. Airway status
2. Ventilation
3. Oxygenation
4. Level of consciousness
Indications:
1. Ensure airway patency
2. Facilitate pulmonary hygiene
3. Prevent aspiration
4. Actively ventilate and oxygenate
5. Endotracheal intubation cannot be performed
6. Three unsuccessful attempts at endotracheal intubation. The number of attempts at endotracheal intubation
should be a total of two for a single provider or three if two EMS providers attempt intubation.
Contraindications:
1. Responsive patients with an intact gag reflex
2. Patients with known esophageal disease
3. Patients who have ingested caustic substances
Procedures:
1. Assess ABC’s
2. Assess heart rhythm for possible defibrillation
3. Begin CPR with BLS procedures
4. As soon as practical place a King Airway LTS-D device
5. Do NOT delay patient care, primary BLS procedures, or transport to place device
6. If unsuccessful after two (2) King Airway LTS-D device insertion attempts, return to conventional methods of
airway care (i.e. bag-valve-mask (BVM), suction, oropharyngeal airway)
Insertion Procedures:
1. Choose the correct size King Airway

LT-D Size 2 (green)
LT-D Size 2.5(orange)
30-40ml
LTS-D Size 3 (yellow)
LTS-D Size 4 (red)
LTS-D Size 5 (purple)

35-45 inches in height
41-51 inches in height
4-5 feet in height
5-6 feet in height
>6 feet in height

Inflation: 25-35ml
Inflation:

Inflation: 40-55ml
Inflation: 50-70ml
Inflation: 60-80ml
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2. Test cuff inflation system, remove air from cuff prior to insertion
3. Apply water-based lubricant to the beveled distal tip and posterior aspect of the tube
4. Hold the King LTS-D at the connector with dominant hand. With non-dominant hand, open mouth and apply
chin lift, unless contraindicated by C-spine precaution or patient position use lateral approach, introduce tip into
corner of mouth.
5. Advance the tip behind the base of tongue, while rotating tube back to midline so that blue orientation line faces
chin of patient.
6. Without exerting excessive force, advance tube until base of connector is aligned with teeth and gums
7. Inflate cuff appropriate volume of air as indicated by the color code on the syringe.
8. Begin ventilation with 100% oxygen, while bagging patient access ventilation; withdraw the LTS-D until
ventilation is easy and free flowing
9. If necessary, add additional volume to cuff’s to maximize seal of airway.
10. Confirm proper placement by auscultation, chest movement, oxygen saturation and verification of CO2 range.
11. All patients with an inserted King Airway LTS-D device should have their head and neck immobilized including
the use of a cervical collar.
12. The EMS provider must document those items substantiating proper airway placement as well as the
method/device used to stabilize the King Airway LTS-D device
13. The EMS provider should reassess King Airway LTS-D device position subsequent to each significant
movement of the pt.
14. An NG tube should be placed in the gastric port for LTS-D sizes 3-5. All of these devices will accept an 18
French NG tube.
Documentation:
1. Documentation of use must be provided on a prehospital care report.
2. Case by case review must be provided by physician advisor or Medical Program Director.
Additional Notes:
1. Placement of the device should never delay CPR or other necessary patient care.
2. These are single use devices NEVER reuse or recycle.
3. The device is only for use by BLS/ALS endorsed personnel.
4. Before releasing the patient to another level of care (i.e. paramedic or physician), the person who inserted the
device must insure that the receiving provider is knowledgeable about the use and function of the device.
5. The King LTS-D Airway is a short-term device. It may be left in place for a maximum of two (2) hours, unless
otherwise instructed by the receiving physician.
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Diabetic Emergency Protocol
Indications:
1. Altered mental status
2. Known history of diabetes
3. Seizures of unknown origin
Assessment:
1. Use glucose test meter to determine sugar level following manufacturer’s instructions
2. Obtain patient history: Last meal, last medication dose & type, any related illnesses, etc.
3. Obtain vitals
Hypoglycemia management (blood sugar below 60):
EMT:
1. Administer oral glucose from tube between check and gum. Honey, cake icing, candy, or orange juice
with 2-3 tsp of sugar can also be used
2. Have suction available in case of vomitus or airway obstruction
3. Obtain 02 saturation
4. Provide oxygen and/or ventilation assistance as necessary
5. Recheck blood sugar every 10 minutes, if still low and patient is symptomatic administer more glucose
6. Transport
7. If patient regains full consciousness and refuses transport , get signature from patient
EMT Contraindications:
1. Unconsciousness
2. Inability to swallow
EMT-IV:
1. When oral glucose cannot be effectively administered gain peripheral I.V. access
2. Give D5/W wide open rate for 250cc then TKO. If patient improves then becomes confused or
unconscious again, repeat 250cc infusion.
AEMT:
3. When oral glucose cannot be effectively administered gain peripheral I.V. access
4. Adults- Give D50% 25g-50g from prefilled syringes, I.V. bolus
5. Pediatrics- < 16 y/o give D25% from prefilled syringe 0.5-1.0g/kg I.V. bolus (D50 may be diluted 1:1 with
normal saline or sterile water)
6. Transport
7. If patient regains full consciousness and refuses transport, get signature from patient
AEMT Contraindications:
1. Intracranial hemorrhage
2. C.V.A.
3. Delirium tremens
Hyperglycemia management (blood sugar above 200):
1. A.B.C.’s
2. Monitor vitals
3. Transport
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Chest Pain Pre-Hospital Protocol
Follow Washington State Pre-hospital Triage Destination Procedure
Goal:
BLS providers 30 minutes by ground or air to Level 1 Cardiac Center or highest level of care
ALS providers 60 minutes by ground or air to Level 1 Cardiac Center or highest level of care
***Patients without intact/secured Airway, Breathing and Circulation should be transported to the nearest receiving emergency facility.














HISTORY
Age
Medications
Viagra, Levitra, Cialis
Past Medical History
o
MI, Angina, Diabetes, PostMenopausal, Cholecystectomy
Allergies
o
ASA, Morphine, Lidocaine
Recent physical exertion
Palliation/provocation
Signs/symptoms time, quality, severity,
location and duration
Prior to arrival treatment
Smoker?
Cocaine or other stimulant use
Do they have a cardiologist?









SIGNS/SYMPTOMS
Chest pain
o
Location
o
Radiation
o
Quality
o
Severity
o
Duration
Location/Radiation of Pain
Pale, diaphoresis
Shortness of breath
Nausea, vomiting, dizziness
Time of onset
NOTE: Women and elderly do not always exhibit
pain instead it may be weakness.














DIFFERENTIAL
Trauma vs. Medical
Angina vs. MI
Pericarditis
Pulmonary Embolism
Asthma/COPD
Pneumothorax
Aortic dissection or aneurysm
GI pain
GI reflux or hiatal hernia
Esophageal spasm
Chest wall injury or pain
Overdose (cocaine or meth)

TREATMENT PROTOCOL/STANDARDS
EMR
EMT
AEMT
***Higher level of providers are responsible for lower level treatments***














PARAMEDIC

EMR
Manage the patient’s airway, breathing and circulation priorities
Obtain primary medical history and perform physical examination managing any priority injury/illness
Oxygen: 4LPM nasal cannula (unless patient’s condition warrants higher concentration, use appropriate delivery
system)
Obtain and reassess vital signs every 5-10 minutes
Follow local protocol for general medical/cardiac patient care

EMT
Rapid 12-lead ECG acquisition & report to online medical control and/or receiving facility (if avail.)
Assist with patient’s prescribed Nitroglycerine 0.4 mg sublingual spray/tablet if BP> 100mm/Hg
ASA 324 mg PO (4 chewable baby aspirin are preferred if patient is able to chew and swallow) –
UNLESS KNOWN ALLERGY
AEMT
Establish IV and consider establishing a second IV if time permits (do not delay treatment/transport
establishing an IV)
Consider IV fluid bolus if patient with hypotension
Nitroglycerine [NTG]: Avoid NTG in any patient who has used Viagra or Levitra or Cialis due to potential
severe hypotension
0.4 mg sublingual repeat up to 3 times (titrated to pain and maintaining a systolic BP> 100mm/Hg)

NOTE:
Quickly determine:
*If a STEMI is present
*If the patient is a PCI or
thrombolytic candidate
*If the patient has a
cardiologist and his/her
name
*If ALS rendezvous is
needed
*If air transport is
needed
Transport according to
local STEMI plan or
patient destination
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PARAMEDIC
Rapid acquisition and interpretation of 12-lead ECG
For continued pain (Follow local cardiac chest pain management protocol)

Morphine Sulfate (titrated to pain and maintaining a systolic BP > 90mm/Hg)

Fentanyl Citrate ((titrated to pain and maintaining a systolic BP > 90mm/Hg)
Nausea/Vomiting (Follow local nausea/vomiting protocol)

Ondansetron

Promethazine
Treat dysrhythmias per local protocol/current AHA guidelines
Treat hypotension/cardiogenic shock per local protocol

protocol.
Request air transport or
ALS rendezvous ASAP.
Notify receiving facility
ASAP and provide
cardiologist name.

Taser Dart Protocol
1. Unlike other forms of penetrating foreign bodies. Taser barbed darts, because of their short length (1/4 inch) may be
safely removed by EMS personnel when requested by law enforcement.
2. The darts should be removed in the field if they do not involve the eye, face, neck, breast, and groin. Patients with darts
in these areas should be transported to a hospital to have them removed by a physician.
3. The individual must be in police custody and EMS personnel must be convinced that the patient is adequately
restrained.
4. Gloves & eye protection must be worn.
5. Ensure that wires are disconnected from the gun or the wires have been cut.
6. Push on the body part which the barbed dart (straight #8 fish hook) is imbedded and simultaneously pull the dart
straight out.
7. Apply alcohol, chlorhexadine gluconate, or iodine to the puncture area and dress as needed
8. Treat the dart as a “contaminated sharp”. The darts should be placed in a biohazard sharps container and turned over
to law enforcement.
9. All patients must be assessed to determining if other medical problems or injuries are present.
10. IF the individual does not have any other presenting injuries/illness, they may be left in the custody/care of law
enforcement.
11. IF transported to the hospital, follow the Patient Care Procedure regarding restraints for aggressive or violent patients.
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LINCOLN COUNTY EMS
MASS CASUALTY INCIDENT (MCI) Plan
1. EMS personnel, licensed ambulance, and licensed aid services shall respond to a (MCI) as identified in this document,
Lincoln County Emergency Services Response Plan (LCEMP), level of training, and scope of practice.
a) Ambulances and aid services shall assist when requested by incident command.
b) All EMS agencies working during an MCI event shall operate within the Incident Command System (ICS)
as identified in the National Incident Management System (NIMS).
2. First agency on scene will assume incident command and obtain the following key information:
a) Type of incident: MVA, Chemical, Biological, Radiological, Nuclear, or Explosive (CBRNE)
b) Other resources/agencies needed
c) Quantity of patients
d) Scene is safe for medical operations to begin or other agency intervention is needed to mitigate potential
hazards and scene needs to be isolated with access denied.
e) Consider possibility of terrorist attack or secondary device
3. Incident command will report key information to dispatch.
4. Unified command will be established as other agencies arrive with one incident commander for each respective
discipline at the scene.
5. Once scene is safe for medical care to begin:
a) Appropriate PPE will be worn for the type of incident
i.
If C.B.R.N. event: gross decontamination at minimum should be done prior to patient transport.
This should include complete removal of all clothing and full body wash/rinse prior to transport
ii.
Gross decontamination can be provided by fire service with high volume, low pressure water
spray
iii.
Technical decontamination can be performed by HAZWOPER operations level certified personnel
with appropriate PPE in the warm zone.
iv.
Rescue of contaminated patients in the hot zone should be performed by Hazmat Technician
level certified personnel with appropriate PPE and backup.
b) S.T.A.R.T triage guidelines will be followed
c) One EMS person will remain on scene as incident command for that discipline until all live patients are
transported
d) At minimum one EMS person will remain on scene as triage officer re-evaluating patients for transport
priority until all live patients are transported
6. Dispatch shall coordinate notification and dispatch of required agencies and resources including notification of the local
hospitals. Lincoln County Public Health shall be notified in events where a public health threat exists.
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Swine/Pan Flu Protocol
Interim recommendations:
If there HAS NOT been swine-origin influenza reported in the geographic area (See U.S. Human Cases of H1N1 Flu
Infection), EMS providers should assess all patients as follows:
1. EMS personnel should stay more than 6 feet away from patients and bystanders with symptoms and exercise appropriate
routine respiratory droplet precautions while assessing all patients for suspected cases of swine-origin influenza.
2. Assess all patients for symptoms of acute febrile respiratory illness (fever plus one or more of the following: nasal
congestion/ rhinorrhea, sore throat, or cough).
 If no acute febrile respiratory illness, proceed with normal EMS care.
 If symptoms of acute febrile respiratory illness, then assess all patients for travel to a geographic area with confirmed
cases of swine-origin influenza within the last 7 days or close contact with someone with travel to these areas.
o If travel exposure, don appropriate PPE for suspected case of swine-origin influenza.
o If no travel exposure, place a standard surgical mask on the patient (if tolerated) and use appropriate PPE for cases
of acute febrile respiratory illness without suspicion of swine-origin influenza (as described in PPE section).
If the CDC confirmed swine-origin influenza in the geographic area (See U.S. Human Cases of H1N1 Flu Infection):
1. Address scene safety:
 If PSAP advises potential for acute febrile respiratory illness symptoms on scene, EMS personnel should don PPE for
suspected cases of swine-origin influenza prior to entering scene.
 If PSAP has not identified individuals with symptoms of acute febrile respiratory illness on scene, EMS personnel
should stay more than 6 feet away from patient and bystanders with symptoms and exercise appropriate routine
respiratory droplet precautions while assessing all patients for suspected cases of swine-origin influenza.
2. Assess all patients for symptoms of acute febrile respiratory illness (fever plus one or more of the following: nasal
congestion/rhinorrhea, sore throat, or cough).
 If no symptoms of acute febrile respiratory illness, provide routine EMS care.
 If symptoms of acute febrile respiratory illness, don appropriate PPE for suspected case of swine-origin influenza if not
already on.
Personal protective equipment (PPE):
Interim recommendations:


When treating a patient with a suspected case of swine-origin influenza as defined above, the following PPE should be
worn:
o Fit-tested disposable N95 respirator and eye protection (e.g., goggles; eye shield), disposable non-sterile gloves,
and gown, when coming into close contact with the patient.
 When treating a patient that is not a suspected case of swine-origin influenza but who has symptoms of acute febrile
respiratory illness, the following precautions should be taken:
o Place a standard surgical mask on the patient, if tolerated. If not tolerated, EMS personnel may wear a standard
surgical mask.
o Use good respiratory hygiene – use non-sterile gloves for contact with patient, patient secretions, or surfaces that
may have been contaminated. Follow hand hygiene including hand washing or cleansing with alcohol based hand
disinfectant after contact.
 Encourage good patient compartment vehicle airflow/ ventilation to reduce the concentration of aerosol accumulation
when possible.
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Infection Control:
EMS agencies should always practice basic infection control procedures including vehicle/equipment decontamination,
hand hygiene, cough and respiratory hygiene, and proper use of FDA cleared or authorized medical personal protective
equipment (PPE).
Interim recommendations:






Pending clarification of transmission patterns for this virus, EMS personnel who are in close contact with patients with
suspected or confirmed swine-origin influenza A (H1N1) cases should wear a fit-tested disposable N95 respirator,
disposable non-sterile gloves, eye protection (e.g., goggles; eye shields), and gown, when coming into close contact
with the patient.
All EMS personnel engaged in aerosol generating activities (e.g. endotracheal intubation, nebulizer treatment, and
resuscitation involving emergency intubation or cardiac pulmonary resuscitation) should wear a fit-tested disposable
N95 respirator, disposable non-sterile gloves, eye protection (e.g., goggles; eye shields), and gown, unless EMS
personnel are able to rule out acute febrile respiratory illness or travel to an endemic area in the patient being treated.
All patients with acute febrile respiratory illness should wear a surgical mask, if tolerated by the patient.
Interfacility Transport
EMS personnel involved in the interfacility transfer of patients with suspected or confirmed swine-origin influenza should
use standard, droplet and contact precautions for all patient care activities. This should include wearing a fit-tested
disposable N95 respirator, wearing disposable non-sterile gloves, eye protection (e.g., goggles, eye shield), and gown, to
prevent conjunctival exposure. If the transported patient can tolerate a facemask (e.g., a surgical mask), its use can help
to minimize the spread of infectious droplets in the patient care compartment. Encourage good patient compartment
vehicle airflow/ventilation to reduce the concentration of aerosol accumulation when possible.
Interim Guidance for Cleaning EMS Transport Vehicles After Transporting a Suspected or
Confirmed Swine-origin Influenza Patient
The following are general guidelines for cleaning or maintaining EMS transport vehicles and equipment after transporting
a suspected or confirmed swine-origin influenza patient. This guidance may be modified or additional procedures may be
recommended by the Centers for Disease Control and Prevention (CDC) as new information becomes available.
Routine cleaning with soap or detergent and water to remove soil and organic matter, followed by the proper use of
disinfectants, are the basic components of effective environmental management of influenza. Reducing the number of
influenza virus particles on a surface through these steps can reduce the chances of hand transfer of virus. Influenza
viruses are susceptible to inactivation by a number of chemical disinfectants readily available from consumer and
commercial sources.
After the patient has been removed and prior to cleaning, the air within the vehicle may be exhausted by opening the
doors and windows of the vehicle while the ventilation system is running. This should be done outdoors and away from
pedestrian traffic. Routine cleaning methods should be employed throughout the vehicle and on non-disposable
equipment.
For additional detailed guidance on ambulance decontamination EMS personnel may refer to "Interim Guidance for
Cleaning Emergency Medical Service Transport Vehicles during an Influenza Pandemic".
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EMS Transfer of Patient Care to a Healthcare Facility
When transporting a patient with symptoms of acute febrile respiratory illness, EMS personnel should notify the receiving
healthcare facility so that appropriate infection control precautions may be taken prior to patient arrival. Patients with acute
febrile respiratory illness should wear a surgical mask, if tolerated. Small facemasks are available that can be worn by
children, but it may be problematic for children to wear them correctly and consistently. Moreover, no facemasks (or
respirators) have been cleared by the FDA specifically for use by children.
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Ebola Protocol
Currently Lincoln County Public Health monitors all potential Ebola patients coming into Lincoln County from West Africa.
These patients have been screened at U.S. entry points and reported to the health department.
1. Lincoln County Public Health alerts dispatch of any potential Ebola patients.
2. American Medical Response (AMR) has been contracted to transport and care for any known potential Ebola
patients.
3. Sacred Heart Medical Center has agreed to be the receiving hospital for all potential Ebola patients in the
region.
Chances of Lincoln County EMS encountering an Ebola patient are extremely low, and dispatch should be screening
callers reporting symptoms of Ebola Virus Disease (E.V.D.). The following CDC guidelines should be followed for patients
with E.V.D. symptoms.
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RESTRAINTS FOR AGGRESSIVE OR VIOLENT PATIENTS
The uses of physical restraints for patients who pose a threat to themselves or others are to be used as a last resort.
Physical restraint should be preceded by an attempt at verbal control and the least restrictive means of control necessary
must be employed. If restraints are used care must be taken to protect the patient from possible injury. When patient care
and providers safety requires the use of restraints, special precaution must be taken to reduce the risk of respiratory
compromise. In addition, the combative behaviors requiring restraints may be associated with a syndrome of excited
delirium posing an additional risk to patient health.
1. Request assistance from law enforcement
2.

Restraints must allow for quick release, the following approved for EMS:
a) leather cuffs
b) Posey soft cuffs
c) Velcro cuffs

3. The application of any of the following forms of restraint should NOT be used by EMS personnel
a. Hard plastic ties or any restraint device requiring a key to remove
b. “Sandwiching” patients between backboards or scoop-stretchers
c. Restraining a patients hands and feet behind them
4. Restraints should only be applied to the wrist and/or ankles
5. Restraint equipment applied by law enforcement requires the officer’s continued presence to insure patient and
scene safety.
a) officer should accompany the patient in the ambulance
b) follow the ambulance and have a predetermined method to alert the officer of any problems that
may occur during transport
6. EMS personnel must ensure that restraint does not preclude medical intervention to protect the patient airway
should vomiting occur.
7. Providers at risk of contamination by oral and nasal secretions from a combative patient may use a mask or nonrebreather to mitigate this risk
8. Check blood sugars, if blood sugars are less than 60 treat according to level of certification
9. Restrained extremities should be evaluated for pulse quality, capillary refill, color, nerve and motor function every
15 minutes.
a) It is recognized that the evaluation of nerve and motor status requires patient cooperation and
thus may be difficult or impossible to monitor.
10. The prehospital care report shall document the following:
a) The reason the restraints were needed
b) Which agency applied the restraints
c) Periodic extremity evaluation.
d) Periodic evaluation of the patient respiratory status.
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Intraosseous Infusion
Used to establish a route for drug or fluid resuscitation for a patient who is unconscious, unresponsive, and in
need of immediate life-saving intervention and there is an inability to establish a peripheral line within 90 seconds. Follow
the device manufactures guidelines for placement and your training. Applicable to EMT-IV, and AEMT, paramedics will
follow primary agency protocols.
Attempts to establish I.O. or I.V. should not unnecessarily delay patient transport.
Intraosseous placement should follow the manufactures recommendations for the device, latest guidelines from
Washington D.O.H., and training received.
Current approved devices:
Insertion Locations:
EZ-IO
adult humeral head, tibial tuberosity
B.I.G. (Bone Injection Gun)
adult humeral head, tibial tuberosity
Manual I.O (T-shaped handle twisted by EMT to insert into bone) tibial tuberosity
Procedure:
1.
2.
3.
4.

Stabilize extremity
Clean insertion site with I.V. start kit antiseptic
Insert needle
Confirm needle placement
A. Remove stylet
B. Secure/stabilize needle if recommended by manufacturer
C. Connect syringe to hub of needle
D. Aspirate approx. 1cc of bone marrow – may not always be aspirated
E. 5-10cc of normal saline flush while observing for extravasation. Should flush easily
F. If not confirmed, remove, hold pressure for 5 minutes, cover with dressing
5. Connect I.V. tubing to hub and start fluids
6. Tape tubing to limb to prevent dislodgment
7. Monitor for signs of infiltration
Deviation from above protocol requires prior approval from medical control.
Medical control is defined as the physician, physician’s assistant or nurse practitioner on duty in the emergency room of
receiving hospital. Nurses do not constitute medical control and may not give orders to EMT’S.
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CPAP
(CONTINUOUS POSITIVE AIRWAY PRESSURE)
Indications:
Severe respiratory distress or hypoxia in the setting of any of the following conditions
1. COPD & CONGESTIVE HEART FAILURE
2. PULMONARY EDEMA
3. ASTHMA
4. PNEUMONIA
CONTRAINDICATIONS:
1. Respiratory arrest or agonal breathing
2. Unconscious
3. Hypovolemic shock
4. Acute MI with Hypotension
5. Vomiting
6. Chest Trauma
7. Suspected Pneumothorax
8. Facial trauma with significant deformities
9. Head trauma
10. Tracheostomy
11. Do NOT use in pts under 66lbs
RISKS:
1. Gastric distention (potential for vomiting and aspiration)
2. Hypotension
3. Pneumothorax
4. Corneal drying
PROCEDURE:
1. Apply CPAP mask an ensure sung fit without air leak
2. Adjust air flow to achieve PEEP of 5cm H2O (may increase to 2.5cm H2O every 15 minutes if patient condition
does not improve)
3. Discontinue CPAP and consider BVM ventilation or intubation
a) If mental status declines significantly
b) For significant drop in blood pressure (to a systolic BP<90 mmHg) should be monitoring BP every
15 minutes
c) For worsening hypoxia or severe respiratory fatigue
SET OXYGEN FLOWRATE (LPM)
CPAP SETTINGS 5
6
7.5
10
12.5
15
CMH2O CMH2O
CMH2O
CMH2O
CMH2O
CMH2O
SET
5
6
7
8
9
10
OXYGEN FLOW
LPM
LPM
LPM
LPM
LPM
LPM
AEMT’S- A NEBULIZER TREATMENT CAN BE GIVEN @ 6LPM BY AND ATTACHED SECONDARY 02 LINE.
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NALOXONE ADMINISTRATION FOR EMT’S IN LINCOLN COUNTY
Medication Name:
Generic- Naloxone
Trade Name- Narcan
Action:
Competitive inhibition at narcotic receptor sites
Reverses respiratory depression secondary to depressant drugs
Indications:
Antidote for narcotics, Lomotil, Talwin, Darvon
Given for acutely depressed levels of responsiveness (differentiates drug inducted coma from other causes)
Contraindications:
Known hypersensitivity
Incompatibilities / Interactions:
Naloxone may cause narcotic withdrawal in the narcotic dependent patient. In cases of suspected narcotic
dependence, administer only enough of the drug to reverse respiratory depression.
Side Effects:
Withdrawal symptoms, especially in neonates (nausea, vomiting, diaphoresis, increased heart rate, falling blood
pressure, and tremors)
Precautions:
1. Should be used in pregnancy only if clearly needed
2. Caution should be used when administering to nursing women
3. Short acting should be augmented every 5 mins
4. Be aware of combative following narcotic coma reversal
Medication Form:
Vials: 0.4mg/ml (1ml & 10ml)

1 mg/ml (2ml)

Dosage:
Adults- or <5 years old or weighs plus 20 kg
Initial dose of 2mg
If needed dose may be repeated in 2-3 mins intervals for a maximum of 10mg
Pediatric- If less than or equal to 5 years old or less than or equal to 20kg: 0.1mg/kg

Route of Administration:
1. Intranasal via mucosal atomizer device (M.A.D.) for EMT/AEMT/Paramedic
2. I.V., I.M., for AEMT/Paramedic
3. Endotracheal Tube for Paramedic (E.T. dose should be increased to 2.5 times the I.V. dose)
Method:
1. Make sure patient is supine and nasals are free of mucous of blood (suction if necessary)
2. Gently but firmly place atomizer inside of nose and spray half of medication
3. Repeat on other side
4. If only one side of nose is available, put all medication in that side
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HELMET REMOVAL FROM INJURED PATIENTS PROTCOL
Helmet Removal:
The varying sizes, shapes, and configuration of motorcycle and sports helmets necessitate some understanding
of their proper removal from victims of motorcycle crashes. The rescuer who removes a helmet improperly may
unintentionally aggravate cervical spine injuries.
The Committee on Trauma believes that physicians who treat the injured should be aware of helmet removal
techniques. A gradual increase in the use of helmets is anticipated, because many organizations are urging
voluntary wearing of helmets and some states are reinstating their laws requiring the wearing of helmets.
Summary
1. The helmet must be maneuvered over the nose and ears while the head and neck are held rigid.
2. Inline immobilization if first applied from above
3. Inline immobilization is applied from below by a second rescuer with pressure on the jaw and occiput
4. The helmet is removed
5. Inline immobilization is reestablished from above.
Special Considerations Regarding Football Helmets
When to Remove the Helmet
1. The Inter-Association Task Force recommends that neither that football helmet nor the shoulder pads be removed
before transportation
2. The Inter-Association Task Force recommends that only the facemask be removed unless the rescuer is unable
to access the airway by any other means (or if helmet does not adequately secure the head).
3. By removing only the facemask and not the entire helmet, the spine will remain in a neutral position.
Guidelines for Removal
1. The helmet should be removed on the field only under any of the following circumstances:
a) If after a reasonable period of time the facemask cannot be removed to gain access to the airway
b) IF the design of the helmet and chin strap is such that even after removal of the facemask, the airway
cannot be controlled or ventilation provided
c) If the helmet and chin straps do not hold the head securely such that immobilization of the helmet does
not also immobilize the head
d) If the helmet prevents immobilization for transport in an appropriate position
When to Remove the Shoulder Pads
1. Possible situations in which removal of shoulder pads would be necessary before transport to an emergency
facility may include ( but NOT limited to) the following
a) The helmet is removed
b) Multiple injuries require full access to shoulder area
c) Ill-fitting shoulder pads caused the inability to maintain spinal immobilization

Studies have shown excess movement in the cervical spine when helmet or shoulder pads are removed alone, thus,
helmet and shoulder pads must be removed simultaneously to avoid cervical hyperextension and maintain in-line neutral
stabilization
1. Concerns regarding the removal of equipment include
a) The ability to maintain neutral spinal alignment
b) The ability to secure rigid fixation of the athlete to the board
c) A guarantee of access to the airway and to the chest for resuscitation efforts
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The Inter-Association Task Force recommends that neither the football helmet nor the shoulder pads be removed
before transportation. Furthermore, the simultaneous removal of the helmet and shoulder pads in best done in a
controlled atmosphere.
How to Remove the Shoulder Pads
1. The Inter-Association Task Force recommends that the shoulder pads be removed only in conjunction with the
athlete’s helmet and only when it is warranted. It is favorable to follow the following steps.
a) Cut the jersey and all other shirts from the neck to the waist and from the midline to the end of each arm
sleeve
b) Cut all of the straps used to secure the shoulder pads to the torso
c) Cut all of the straps used to secure the shoulder pads to the arms
d) Cut lace and straps over the sternum. A consistent manufactured characteristic of shoulder pads in the
mechanism to attach the two halves of the shoulder pad unit on the anterior aspect. This lace or strap
system allows for quick and efficient access to the anterior portion of the chest.
e) Cut and/or remove any and all accessories such as neck rolls or collars so they can be removed
simultaneously with the shoulder pads. The shoulder pads can now be released with full access to chest,
face, neck, and arms. The posterior portion of the shoulder pads helps to maintain spinal alignment when
the helmet and shoulder pads are in place.
f) A primary responder maintains cervical stabilization in a cephalad direction by placing your forearms on
the athlete’s chest while holding the maxilla and occiput
g) With responders at each side of the athlete, their hands are placed directly against the skin in the thoracic
region of the back
h) Additional support is placed at strategic locations down the body as deemed appropriate in consideration
of the size of the patient
i) While the patient is lifted, the individual who was in charge of the head/shoulder stabilization should
remove the helmet and immediately remove the shoulder pads by spreading apart the front panels and
pulling them around the head
j) All shirts, jerseys, neck rolls and extenders should be removed at this time
k) The patient is lowered
l) It is highly recommended that these procedures be practiced with all necessary rescue and medical
personnel using the equipment commonly worn by the athletes
m) Poorly maintained or modified equipment may hamper the safe removal process which may lead to an
increase in the severity of the initial injury so be sure all equipment is properly maintained.
As per MPD recommendation at EMT’s discretion remove helmet if needed for proper patient care.
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I.V. Pump Protocol
Preamble:
Patients are routinely transported between facilities with an infusion device delivering a drug. In many cases these
patients are stable but require a registered nurse (RN) escort because of the infusion device. Appropriately trained EMS
personnel BLS or Higher can provide this function. For the purposed of this protocol, all models of infusion pump delivery
systems are included using the term “infusion pump”. This protocol does not authorize EMS personnel to supervise
the administration of any medication.
Requirements:
1. Fully licensed Technician.
2. Certification in the infusion maintenance protocol by the Medical Director.
Indications:
1. Stable patient, with an infusion pump running, who is being transported between facilities.
Contraindications:
1. Infusion device not authorized for use.
2. Infusion of agents by central venous access devices.
3. Infusion of agents not authorized by drug infusion maintenance protocol.
Procedure:
1. Perform patient assessment and record vital signs.
2. Assess that patient meets criteria for this protocol.
3. Ensure there are no contraindications to use of this protocol.
4. At the referring hospital, the hospital staff will gather IV fluid to be infused and ensure the infusion pump is functioning
properly. The infusion rate will be set based on a written and signed physician’s order. The infusion pump will be labeled
with the concentration, and time the infusion was prepared.
5. Prior to transport, the EMS personnel will confirm: The physician’s written and signed order for the infusion; the infusion
pump has enough IV fluid for the expected transport time; the infusion tubing is properly connected on the patient’s
intravenous ·; the rate of infusion pump delivery; the infusion is in progress; the volume of infusion already administered.
6. If an alarm is displayed during transport, the attendant should attempt to correct the problem. If the problem is
corrected, the alarm display message will disappear. If the problem cannot be remedied, the attendant should press the
start / stop button to turn the infusion off, and infusion of normal saline should be instituted at keep vein open rate.
7. Several error messages may appear during the infusion pump operation. Error conditions indicate the pump has
detected a possible internal malfunction. If an error message appears, the attendant should turn the pump off and then on
again. If the error display message disappears when the pump is turned on again, ensure the IV Fluid is infusing at the
prescribed rate. If the error message persists, the pump should be turned off. The possible internal error malfunction
should be reported to the sending and receiving facilities.
8. Upon arrival at the receiving hospital EMS personnel should confirm the volume infused during transport and any
additional volume remaining. These volumes should be charted on the patient care report. Inform the receiving hospital of
any problems encountered with the infusion, and how they were resolved. Document these problems and their resolution
on the patient care report.

P a g e | 52
Documentation Requirements:
The following information must be documented on the patient care report form:
1. Patient’s presenting signs and symptoms, including vital signs.
2. Dosage of IV Fluid being delivered by infusion pump.
3. Patient assessment, including vital signs at regular intervals during transport. An acceptable interval is q15-20
minutes, unless required more frequently by referring physician.
4. Volume delivered during transport, and volume remaining in infusion pump.
5. Record of any alarms or error messages displayed by the infusion device during transport, with a description of
corrective action to manage alarm or message.
6. Changes from baseline, if any, that occur during transport.
7. Signature and license number of EMS personnel performing any transfer of function skills.
Certification Requirements:
1. Attend in-depth class and lecture on operation of the infusion pump.
2. Demonstrate the ability to take appropriate corrective actions for all potential alarms and error display messages that
can be encountered when using the infusion pump.
3. Acquire supervised familiarization with the infusion pump in an operational setting prior to certification.
4. Pass a written examination.
5. Certification is approved by the Medical Director.
Recertification Requirements:
1. Review class and recertification is done every 12 months.
2. A record will be kept to document all cases where this protocol is used.
Decertification:
1. Decertification is at the discretion of the MPD or Emergency Medical Services director.
Quality Assurance Requirements:
1. Appropriate quality assurance and review of all instances where this protocol is used must be reviewed by the EMS
Director or MPD.
As a minimum, the following must be assessed:
i) Appropriateness of implementation
ii) Adherence to protocol
iii) Any deviation from the protocol
iv) Corrective measures taken, if any indicated
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Capnography
(i)
Clinical Indications if the equipment is available:
 Capnography shall be used as soon as possible in conjunction with any airway management adjunct,
including endotracheal intubation, nasotracheal intubation, needle cricothyrotomy, QuickTrach,
Combitube, I-Gel and King Airway.
 Capnography shall be used as soon as possible in conjunction with basic bag-valve-mask ventilations not
utilizing advanced airway adjuncts.
 Capnography should also be used on all patients treated with CPAP.
 When possible, Capnography should be used on all patients receiving Magnesium, and/or epinephrine for
respiratory distress.
(ii)
Procedure:
1. Ensure proper airway management and ventilation.
2. Ensure the capnography cable is plugged into the Zoll or other capable monitor.
3. Allow the capnography unit to warm up.
4. Ensure the capnography has “zeroed” and reading 0 mmHg.
5. Attach the capnography sensor to the King airway, I-GEL, endotracheal tube, Combitube, T connector
on the BVM, or other oxygen delivery device.
6. Ventilate the patient several times.
7. Note ETCO2 level and waveform. These will be documented on each patient care report (PCR).
8. Proper ETCO2 levels include:
35-45 (38 ideal) mmHg for respiratory arrest, unconscious, or other patients utilizing capnography
12-15 mmHg for cardiac arrest patients initially, rise during the arrest.
9. Ventilations should coincide with ETCO2 levels when possible:
o If the ETCO2 level is lower than normal, slow the rate of ventilations. 4 ventilations per minute is
the minimum number of breathes per minute.
o If the ETCO2 is greater than normal, increase the rate of ventilations. Consider causes of acidosis.
o During cardiac arrest, allow ETCO2 levels to rise.
o During ROSC – If the patient is spontaneously breathing, allow the patient to adjust their own ETCO2
o During ROSC – If the patient is not spontaneously breathing, the target ETCO2 is 35-40mmHg.
10. The capnometer shall remain in place with the airway device and monitored throughout prehospital care and transport.
11. For the cardiac arrest patient, a sudden rise in ETCO2 levels indicates adequate perfusion pressures
and could indicate a return of spontaneous circulation.
12. Any loss of CO2 detection or waveform indicates an airway problem. Consider the following causes:
D: Dislodgement
O: Obstruction in the tube
P: Pneumothorax
E: Equipment failure
13. The capnogram should be
monitored as procedures are
performed to verify or correct any airway problem.
14. Document ETCO2 findings in the patient care report (PCR)
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I-Gel Supraglottic Airway Device
(iii) Clinical Indications:
 Cardiac arrest when the patient has no gag reflex and sufficient personnel are present to perform
without interruption of chest compressions.
 Non-cardiac arrest patient without a gag reflex and at risk for airway compromise. GCS is usually less
than 8.
 Endotracheal intubation is impossible due to patient access, difficult airway anatomy, or ACLS is not immediately
available.




(iv)
Absolute Contraindications:
Deforming facial trauma
Conscious or semi-conscious patients with an intact gag reflex
b)
Warning: This airway may not prevent aspiration of stomach contents;
however in clinical trials evidence of aspiration was extremely low.

(i)

Insertion Technique:

(ii)
1. Based on patient weight, select the appropriate size I-GEL:
• Newborn
Size 1 for patient 2-5kg
• Infant
Size 1.5 for patient 5-12kg
• Small Child
Size 2 for patient 5-12kg
• Large Child
Size 2.5 for patient 25-35kg
• Small Adult
Size 3 for patient 30-60kg
• Medium Adult
Size 4 for patient 60-90kg
• Large Adult
Size 5 for patient 90+kg.

Pink
Blue
Grey
White
Yellow
Green
Orange

2. Properly lubricate the back, sides, and front of gel cuff with a thin layer of lubricant Use
care to avoid the introduction of lubricant in or near the ventilatory openings.
3. Suction upper airway if needed.
4. Grasp the lubricated I-GEL firmly along the integral bite block. Position the device so that the I-GEL cuff
outlet is facing towards the chin of the patient.
5. The patient should be in the ‘sniffing ’ position with head extended and neck flexed. The chin should be
gently pressed down before proceeding to insert the I-GEL.
6. The jaw thrust technique may be used for patients suspected of having C-spine injuries.
7. Introduce the leading soft tip into the mouth of the patient in a direction towards the hard palate.
8. Glide the device downwards and backwards along the hard palate with a continuous but gentle push
until a definitive resistance is felt.
WARNING: Do not apply excessive force on the device during insertion. It is not necessary to insert fingers or thumbs
into the patient’s mouth during the process of inserting the device. If there is early resistance during insertion a ‘jaw
thrust’

9. At this point the tip of the airway should be located into the upper esophageal opening and the cuff
should be located against the laryngeal framework. The incisors should be resting on the integral biteblock.

P a g e | 55
(iii)
WARNING: In order to avoid the possibility of the device
moving up out of position prior to being secured in place, it is
essential that as soon as insertion has been successfully
completed, the I-GEL is held in the correct position until and while
the device is secured in place.
10. I-GEL should be taped down from ‘maxilla to maxilla’, or “across the checkbones”. Use the airway support strap
if provided.
11. Manual Ventilation
• Attach BVM to I-Gel and connect BVM to a suitable method of oxygen delivery and titrate
the flow meter to 15 L/min.
• Ventilate patient at appropriate rate
12.
13. If required, an appropriate size nasogastric tube may be passed down the gastric channel for further
details on use of the gastric channel.
14. Confirm placement by auscultation and chest movement. Monitor end-tidal CO2 if the equipment is
available.

(iv)

Important notes regarding insertion technique:
• Sometimes a feel of ‘give-way’ is felt before the end point resistance is met. This is due to the passage of
the bowl of the I-GEL through the faucial pillars (pharyngo-epiglottic folds)
• Once resistance is met and the teeth are located on the integral bite block, do not repeatedly push IGEL down or apply excessive force during insertion.
Document the procedure on the patient care report (PCR)

P a g e | 56

THANK YOU FOR YOUR OFFER OF ASSISTANCE

Please be advised that this EMS team is operating under
the authority of Washington State Law and Protocols
that were developed and Approved by me as Medical
Program Director. The EMS team performs their
functions at the scene under the guidance of EMS
Medical Control. If you as a physician at the scene
decide you must intervene in the patients care, then you
are responsible for any and all care given, and must
accompany the patient to the hospital in the ambulance
and sign the Medical Incident Report.

Anthony Appel, M.D.
Medical Program Director
Lincoln County, Washington

