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Monday, December 18, 2006 Page 5 of 5



OETI to a
maximum of
3 attempts

PCP

ICP
ACP
CCP

see ETI
confirmation

protocol

Protocol: Arrest/Unconscious Intubation PDN:   6200.03 Subject: Advanced Airway Management Page 1

Department of Health

Yes

No

No

successful

Assessment
- arrest

- unresponsive
- deeply unconscious

Transport
- BVM

ICP
ACP
CCP

PCP
ICP
ACP
CCP

see awake/
combative/
clenching

intubation protocol

Yes

Transportor
call for ALS

intercept
- BVM

ICP
ACP
CCP

*Have GUM Bougie Ready

Last Updated:  November 25, 2003



Assessment
- awake

- combative
- clenching

Transport
and call for P3

intercept*
- BVM

predict difficult
airway

PCP
ICP

ACP
CCP

Yes

Yes

No

Protocol: Awake/Combative/Clenching Intubation PDN: 6201.02 Subject: Advanced Airway Management Page 1

Department of Health

attempt OETIACP
CCP

No

ACP
CCP

sedate to intubate
(midazolam

2-5mg IV)**

see difficult
airway protocol

Transport
and call for ALS

intercept
- BVM

ACP
CCP

PCP

ACP
CCP

see ETI
confirmation

protocol

Yes

see arrest/
unconscious
intubation
protocol

ICP
ACP
CCP

attempt OETI
X 3 in total***

ACP
CCP

*if during transport patient becomes unresponsive, ICP goes to arrest-unconscious intubation protocol
**if head injury, lidocaine 1.5mg/kg
***GUM Bougie

successful

No

Yes

No

successful

attempt nasal
ETI

ACP
CCP

successful

Yes

No ACP
CCP

see failed/rescue
airway protocol

Updated: April 1, 2003



sedate to
intubate

(midazolam
2-5mg IV)

see ETI
confirmation

protocol

ACP
CCP

ACP
CCP

see ETI
confirmation

protocol

ACP
CCP

Protocol: Difficult Airway Intubation PDN:   6202.04 Subject: Advanced Airway Management Page 1

Department of Health

ACP
CCP Transport

No

Yes Yes

ACP
CCP

awake laryngoscopy**
with topical anesthetic

 +/- sedation
(midazolam)***

SuccessfulUnsuccessful

ACP
CCP

see failed/rescue
airway protocol

Assessment
difficult airway

predicted
(MAP)*

maintain a/w with
OPA or NPA and use

BVM to maintain
SaO2 > 90%

BVM
maintains

SaO2 > 90%

ACP
CCP

see failed/rescue
airway protocol

PCP
ICP

Transport
and call for ACP

intercept

ACP
CCP

attempt to
preoxygenate with

high flow O2 and or
BVM

intubation
predicted to

be successful

No

ACP
CCP

OETI to a
maximum of
3 attempts

successful

Yes

No

*MAP:
- Measurement/Mallampati
- Anatomical considerations
- Pathological considerations
**if head injury, lidocaine 1.5mg/kg
***Have GUM Bougie Ready

Last Updated:   December 12, 2003



Assessment
- no A/E over epigastrium

- good A/E bilaterally
- fogging of tube

- see tube pass through cords

Protocol:   ETI Confirmation PDN: 6204.02 Subject: Advanced Airway Management Page 1 of 1

Department of Health

colormetric
ETCO2 indicates

tracheal
placement*

Yes/or
Uncertain

patient has
pulse

Yes

EDD
> 40cc

Post Intubation
Tube

Confirmation

R
ei

nt
ub

at
e

No Yes

colormetric
ETCO2 indicates

tracheal
placement*

Yes No

Secure

Yes No

Secure
Reintubate

(if cannot visualize
through cords)

No

Secure
Reintubate

(if cannot visualize
through cords)

* after 6 breaths

If No to all Four

Last Updated:   April 1, 2003



Assessment
- BVM maintains

SaO2 > 90%

NoYes

Yes

No

Protocol: Failed/Rescue Airway PDN: 6205.03 Subject: Advanced Airway Management Page 1

Department of Health

Transport
- BVM

Transport

ACP
CCP

ACP
CCP

pt breathing

ACP
CCP

 surgical
cricothyrotomy

maintain airway
SaO2 > 90%

ACP
CCP

Can only arrive at this protocol from
awake/combative/clenching or difficult

airway intubation protocol

Updated:   April 1, 2003



conscious
talking
(partial

obstruction)

- direct laryngoscopy
- remove foreign body

with magill forceps

sitting position

Transport
with

supplemental O2

Assessment

4 abdominal
thrusts

(Heimlich
Maneuver)

chest thrusts

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

Protocol: Foreign Body Obstruction (Partial/Complete) PDN: 6206.01 Subject: Airway Emergency Page 1

Department of Health

conscious
unable to talk

(assume
complete

obstruction)

Transport
call for ACP

intercept

encourge
coughing

PCP
ICP
ACP
CCP

deteriorating

ICP

No

Yes

repeat until
successful or

patient becomes
unconscious*

No

Yes

repeat until
successful

max. 3 cycles

*PCP, ICP call for ACP intercept

PCP
Transport
and call for ALS

intercept

unconscious
(complete

obstruction)

successful

see procedure
6609

surgical
cricothyrotomy

ACP
CCP

Updated:   April 1, 2003



Assessment
- ABC's

- c-spine
immobilization

(rare cord injury if
fall < body height)

see advanced
airway

management
protocols

Transport

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

No

Yes

No

Protocol: Near Hanging PDN: 6207.01 Subject: Airway Emergency Page 1

Department of Health

airway/
ventilation
adequate

BP/ perfusion
adequate

PCP
ICP
ACP
CCP

see shock
protocols

Yes

PCP
ICP
ACP
CCP

O2 100% by
mask

ICP
ACP
CCP

IV access
en route

- do not delay on scene

Updated:   April 1, 2003



Mild/
Moderate

Near
Death

- shock
- cardiovascular

collapse

 epinephrine
1:1,000

0.3-0.5ml IM

Severe
- decrease BP

- stridor

Transport

see shock
protocols

Assessment
- partial to complete
airway obstruction

- signs of shock
- history allergy /

urticaria

epinephrine
  1:1,000

0.3-0.5ml IM

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

ICP
ACP
CCP

PCP
ICP
ACP
CCP

 epinephrine
1:10,000
1.0ml IV

(over 1min)

ACP
CCP

repeat
epinephrine

every 5-20min
prn

ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

ACP
CCP

consider
salbutamol 5mg

aerosol if
wheezing

diphenhydramine
25-50mg  IV*

consider glucagon
1mg IV repeat

every 5min if on
B-blocker*

deteriorating

Protocol: Anaphylaxis PDN: 6208.03 Subject: Allergic Reaction Page 1

Department of Health

PCP
ICP
ACP
CCP

No

No

Yes

- do not delay on scene
- IV maybe started en route

deteriorating

Yes

airway/
ventilation
adequate

BP/
perfusion
adequate

see advanced
airway

management
protocols

O2 100% by
mask

PCP
ICP
ACP
CCP

ICP
ACP
CCP

PCP
ICP
ACP
CCP

ACP
CCP

*IM if unable to obtain IV access

Updated:   July 18, 2005



Assessment
- ABCs
stable

(skin rash only)

Transport

see anaphylaxis
protocol

ACP
CCP

PCP
ICP
ACP
CCP

Protocol: Mild Allergic Reaction PDN: 6209.01 Subject: Allergic Reaction Page 1

Department of Health

ICP
ACP
CCP

consider
diphenhydramine
25-50mg IV or IM

No

Yes

signs of
anaphylaxis

 - airway swelling
- hypotention
- wheezing

TransportACP
CCP

Last Updated:   April 1, 2003



Assessment
- scene (safety, ?etiology)

- ABCs
- speech
- pupils

- focal signs
- glucometer

Violent/
Agitated

Altered
Mental

Status NYD

Hypo-
glycemia
(gluc. <

4mmol/L)

Seizure

see altered
mental status
NYD protocol

 see general
trauma care

protocol

 see hypo-
glycemia
protocol

see seizure
protocol

see stroke-
CVA-TIA
protocol

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

Evidence of
Trauma

PCP
ICP
ACP
CCP

see violent/
agitated
protocol

see
overdose-
poisoning
protocol

PCP
ICP
ACP
CCP

Department of Health

Protocol: Altered Mental Status Overview PDN: 6210.01 Subject: Altered Mental State - Decreased LOC Page 1

Stroke/TIA Toxicologic
/Overdose

Last Updated:   April 1, 2003



Assessment
- ABCs

see advanced
airway

management
protocols

No

Transport

Yes

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

BP /
perfusion
adequate

PCP
ICP
ACP
CCP

see shock
protocols

airway
ventilation
adequate

saline lock
en route

ICP
ACP
CCP

No

Department of Health

Protocol: Altered Mental Status (NYD) PDN: 6211.01 Subject: Altered Mental State-Decreased LOC Page 1

Yes

Last Updated:   April 1, 2003



Assessment
- glucometer < 4mmol/L

- patient candidate for oral
sugar

- LOC, can patient
maintain an

A/W

- basic airway
maintenance

- O2

glucagon 1mg
SQ

IV NS

Transport

Yes

IV D50 25g
(1 amp)

repeat prn x1

PCP
ICP
ACP
CCP

ICP
ACP
CCP

ICP
ACP
CCP

ICP
ACP
CCP

PCP
ICP
ACP
CCP

evidence of
malnutrition
+/- chronic
alcoholism

ACP
CCP

thiamine 100mg
IV over 2min

Department of Health

Subject: Altered Mental State-Decrease LOC Page 1PDN:    6212.02Protocol:    Hypoglycemia

No

PCP
ICP
ACP
CCP

oral glucose
Yes

No patient
condition
improves

No Yes

successful

Yes

No

Last Updated:   November 17, 2003



Unspecified
OD

- narcan 0.4mg
IV or 0.8mg SQ
(repeat narcan

0.4mg prn)

IV NS bolus

see
hypoglycemia

protocol

bolus 1mEq/kg
bicarb IV

Transport

Yes

IV saline lock
ICP
ACP
CCP

ICP
ACP
CCP

PCP
ICP
ACP
CCP

ICP
ACP
CCP

ICP
ACP
CCP

Assessment
airway/ventilation

adequate

PCP
ICP
ACP
CCP

see shock
protocols

see advanced
airway

management
protocols

PCP
ICP
ACP
CCP

No

No

Evidence
Opioids
- unable to

intubate/ventilate
to keep O2
sats > 90

PCP
ICP
ACP
CCP

supportive care

- seizures
- decreased BP

- increased
QRS>100 msec
wide complex

tachy

Subject: Toxicologic Emergency Page 1Protocol: Overdose/Poisoning PDN: 6213.02

Department of Health

Assessment
- evidence
- etiology

- glucometer
< 4mmol/L

No

PCP
ICP
ACP
CCP

BP/perfusion
adequate

Yes

Yes

Evidence
TCA

Last Updated:    October 20, 2004



see shock 
protocols

see advanced 
airway 

management 
protocols

IV saline
(saline lock if 

post-ictal)

Transport

Yes

No

see pre-
eclampsia/ 
eclampsia
protocol

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

ICP
ACP
CCP

ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

glucometer 
< 4mmol/L

PCP
ICP
ACP
CCP

see 
hypoglycemic 

protocol

diazepam 
5mg IV1

(repeat prn)2

No

Yes

No

Yes

No

No

Page 1Protocol: Seizure PDN: 6214.02 Subject: Altered Mental State-Decreased LOC

Department of Health

pt. pregnant/ 
increased BP

pt. continues 
to seize

1.  If unable to establish IV, ACPs/CCPs use Midazolam 5mg Buccal or Intranasally (IN); ICPs transport and/or call for ACP/CCP Intercept.
2.  Call OLMO if you need to exceed 10mg Diazepam or 5mg Midazolam.

Assessment
- ABCs

- spinal precautions 
prn

Yes

airway 
ventilation 
adequate

BP/
perfusion 
adequate

Yes

PCP
Transport
and call for ALS 

intercept

Last Updated: May 12, 2006



Discontinue Transfusion
Keep IV open with NS

Assessment

ACP
CCP

Protocol:    Blood Transfusion Reaction PDN: 6315.00 Subject: Blood Transfusion Page 1

Department of Health

1. Skin reaction only (hives/rash over less than 25% of body), no other symptoms.

2. Febrile Reaction (chills, fever, patient not neutropenic, no other symptoms and onset more than 15 mins
                 into transfusion).

3. Serious Signs & Symptoms:  If Patient has any one of the following:
                 Onset < 15 min; Patient is neutropenic; Hypotension/Shock; Rigors; Anxiety; Back/chest pain; Dyspnea
                 /SOB; Bleeding from IV site; Nausea/vomiting; Temperature >39C; Tachycardia/arrhythmias; Generalized
                 flushing; Hives/rash covering > 25% of body.

Last Updated:   New

Allergic 1
Reaction

Febrile 2

Reaction

Serious
Signs &

Symptoms 3
Anaphylaxis

Benadryl  25q IV Observe

See Protocol 6208:
Allergic Reaction

Contact sending physician - if
not available contact OLMOP

VS q 10 - 15 min VS q 10 - 15 min

Circulatory
Overload

Possible
Hemolytic
Reaction

See Protocol 6282:  Pulmonary
Edema (CHF)

Contact sending physician - if not
available contact OLMOP

IV NS at 500 cc/hr

Contact sending physician - if
not available contact OLMOP



Assessment
▪ cardiac/O2 monitor
▪ immobilization prn

 see shock protocols

IV NS
(use Parkland 

formula1 as guide)

see chemical splash/
burn protocol

PCP
ICP
ACP
CCP

ICP
ACP
CCP

PCP
ICP
ACP
CCP

airway/
ventilation 
adequate

No

Yes

Yes

BP/perfusion 
adequate

No

Protocol: Burns (fire/flame) PDN: 6215.02 Subject: Burns Page 1

Department of Health

see electrocution/
electrical burns

protocol

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

O2 100% by mask

PCP
ICP
ACP
CCP

see advanced airway 
management protocols

ICP
ACP
CCP

 IV morphine 2.5-5mg 
prn

Dry Dressing
Prevent Heat Loss

Monitor
Transport

PCP
ICP
ACP
CCP

1. Parkland Formula:
2-4cc/kg/%BSA/24hrs, administer half of the NS in the
first 8 hours starting from time of incident, second half
in the next 16 hours.

Last Updated: November 3, 2006

Scene Safe?
Hazmat?

Blunt Trauma?
Do not delay on scene

Transport ASAP
Treat en route

Stop the Burning

PCP
ICP
ACP
CCP



Assessment
- cardiac / O2 monitor

 see shock
protocols

IV saline lock

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

airway/
ventilation
adequate

No

Yes

Yes

BP/perfusion
adequate

No

Protocol:      Chemical Splash/Burn PDN:    6216.02 Subject:      Burns Page 1

Department of Health

PCP
ICP
ACP
CCP

O2 100% by
mask prn

PCP
ICP
ACP
CCP

see advanced
airway

management
protocols

ICP
ACP
CCP

irrigate with
water

dry dressing

Transport

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

 morphine
2.5-5mg IV prn

ICP
ACP
CCP

- ensure scene safe
- consider hazmat see Policy 6140
- do not delay on scene, transport immediately,
treat en route

Last Updated:   April 1, 2003



Assessment
- cardiac / O2 monitor

- remove smoldering clothing
- C-spine

immobilization prn

 see shock
protocols

IV NS 7cc/kg/
%BSA/24hrs, add 1

amp NaHC03 to
each L NS*

PCP
ICP
ACP
CCP

ICP
ACP
CCP

airway/
ventilation
adequate

No

Yes

Yes

BP/
perfusion
adequate

No

Protocol:   Electrocution/Electrical Burns PDN:  6217.03 Page 1 of 1

Department of Health

PCP
ICP
ACP
CCP

see advanced
airway

management
protocols

ICP
ACP
CCP

 morphine
2.5-5mg IV prn

dry dressing

Transport

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

- ensure scene safe
- consider blunt trauma
- do not delay on scene, transport immediately,
treat en route

apneic/
pulseless

see cardiac arrest
overview
protocols

PCP
ICP
ACP
CCP

- keep warm
- monitor

- splint fractures

PCP
ICP
ACP
CCP

Yes

No

Subject:  Burns

*When calculating the infusion rate remember one half(1/2)
of total amount is to be given in the first eight (8) hrs.
Therefore a 70 kg patient with a 5% BSA burn would result
in 70kg x 5 x 7cc = 2450cc.

Last Updated:   April 1, 2003



see cardiac arrest
overview
protocol

splint fractures

Assessment
- C-spine

immobilization prn
- pulse present

Transport

IV N/S*
(use Parkland

formula as guide)

No

ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

ICP
ACP
CCP

Protocol:      Lightning PDN:     6218.01 Subject:     Burns Page 1

Department of Health

Yes

airway/
ventilation
adequate

BP/perfusion
adequate

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

see advanced
airway

management
protocols

see shock
protocols

No

No

Yes

Yes

- ensure scene save
- consider blunt trauma
- do not delay on scene, start IV en route

*Parkland Formula:
2-4cc/kg/%BSA/24hrs, administer half of the NS in the first 8 hours
starting from time of incident, second half in the next 16 hours

 morphine
2.5-5mg IV prn

PCP
ICP
ACP
CCP

Last Updated:   April 1, 2003



Assessment
- cardiac / O2 monitor

PCP
ICP
ACP
CCP

see shock
protocols

Protocol:       Smoke Inhalation PDN:    6219.01 Subject:      Burns Page 1

Department of Health

PCP
ICP
ACP
CCP

O2 100%

Yes

ICP
ACP
CCP

IV saline lock

airway/
ventilation
adequate

PCP
ICP
ACP
CCP

see advanced
airway

management
protocols*

BP/
perfusion
adequate

No

No

Yes

Transport
PCP
ICP
ACP
CCP

evidence of
burns

evidence of
trauma

Yes

Yes

No

No

PCP
ICP
ACP
CCP

see burn
protocols

PCP
ICP
ACP
CCP

see general
trauma care

protocol

*consider early intubation if any evidence of airway burn

Last Updated:   April 1, 2003



Protocol: Cardiac Arrest Overview PDN: 6220.03 Subject: Cardiac Arrest Page   1

Department of Health

See Asystole (no 
shock advised) 

Protocol

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

See PEA (no 
shock advised) 

Protocol

See VF/VT 
(shock advised) 

Protocol

PCP
ICP
ACP
CCP

VF/VT
(SA) 7

PEA
(NSA) 6

Asystole
(NSA) 6

Last Updated: March 3, 2006

EMS 
Witnessed

+Bystander 
CPR or Arrest 

Duration 
<  4 min

Defibrillate x1 at
200 Joules Biphasic 4

or 200, 300, 360 Joules 
Monophasic 5

PCP
ICP
ACP
CCP

1.   Emphasis is on minimal interruption of chest compressions.  Be aware of possible Foreign Body Airway Obstruction (FBAO).
2.   Use Defibrillator in Automated Mode - ACPs and CCPs may switch to manual if disagree with Defibrillator interpretation.
3.   Each cycle is 30:2 (compressions:ventillations with a compression rate of 100/min).  If possible the compressor role should be rotated after
      each cycle of 5 to prevent compressor fatigue.
4.   Resume CPR immediately.  Only do pulse check if you see organized complexes when you assess the rhythm.
5.   ACPs and ICPs use Monophasic Defibrillator in Manual Mode to give one (1) shock.  Resume CPR immediately after shock(s) is (are)
      given.  Only do pulse check if you see organized complexes when you assess the rhythm.
6.   NSA:  No Shock Advised
7.   SA:    Shock Advised

Yes

Begin or continue CPR 1

Attach Monitor/Defibrillator 2

PCP
ICP
ACP
CCP

Call for ALSPCP

Attempt to place A/W
Confirm and secure A/W 
device

PCP
ICP
ACP
CCP

Assess 
Rhythm

No

Assess 
Rhythm

5 Cycles of CPR 3
PCP
ICP
ACP
CCP

NSA
 (Asystole/PEA)

SA
 (VF/VT)

Yes

No



Protocol: Asystole (no shock advised) PDN: 6221.03 Subject: Cardiac Arrest Page   1

Department of Health

Last Updated: February 7, 2006

ARRIVE HERE 
FROM 

PROTOCOL 6220:  
CARDIAC 
ARREST 

OVERVIEW

Transport to nearest HCF and Call 
for ALS InterceptPCP

Establish IV
ICP
ACP
CCP

Search for and 
treat possible causes 

- hypovolemia, hypoxia, 
hydrogen ion-acidosis, hyper/

hypokalemia, hypothermia
- tablets (OD), tamponade 
(cardiac), tension pneumo, 

thrombosis (coronary, 
pulmonary)

Assess 
Rhythm

ICP
ACP
CCP

consider NaHCO3 1meq/kg 
only if preexisting 

hyperkalemia (renal failure), 
TCA or ASA OD 

ICP
ACP
CCP

Transport
or

Cease Resuscitation 4

See Protocol 6223:
VF/Pulseless VT (shock advised)

VF/VT
(SA)

Asystole
or

PEA
(NSA)

1.  Once ETT placed, give continuous chest compressions without pauses for breaths.
     Give 8 - 10 "breaths" per minute.
2.   Epinephrine 1mg IV (10cc of 1:10,000) or 2mg ETT (20cc of 1:10,000).  May repeat
      q 3-5 minutes.
3.   Repeat Atropine q 3 - 5 min (up to 3 doses)
4.   If patient in PEA or Asystole after 20 min of ALS, contact the OLMOP to discontinue
      resuscitation efforts

5 Cycles of CPR 1

Confirm A/W placement and 
effective oxygenation and 
ventilation.

PCP
ICP
ACP
CCP

Epinephrine 1mg IV/ETT 2

Atropine 1 mg IV 3 for slow (<60 bpm) PEA

ICP
ACP
CCP



Protocol: PEA (no shock advised) PDN: 6222.02 Subject: Cardiac Arrest Page   1

Department of Health

Last Updated: February 23, 2006

ARRIVE HERE 
FROM PROTOCOL 

6220:  CARDIAC 
ARREST 

OVERVIEW

Epinephrine 1mg IV/ETT 2

Atropine 1 mg IV 3 for slow (<60 bpm) PEA

ICP
ACP
CCP

Search for and 
treat possible causes

- hypovolemia, hypoxia, 
hydrogen ion-acidosis, hyper/

hypokalemia, hypothermia
- tablets (OD), tamponade 
(cardiac), tension pneumo, 

thrombosis (coronary, 
pulmonary)

Assess 
Rhythm

ICP
ACP
CCP

consider NaHCO3 1meq/kg only if 
preexisting hyperkalemia (renal failure), 

TCA or ASA OD 

ICP
ACP
CCP

Transport
or

Cease Resuscitation 4

VF/VT
(SA)

PEA
or 

Asystole
(NSA)

1.   Once ETT placed, give continuous chest compressions without pauses for breaths.
      Give 8 - 10 "breaths" per minute.
2.   Epinephrine 1mg IV (10cc of 1:10,000) or 2mg ETT (20cc of 1:10,000).  May repeat
      q 3-5 minutes.
3.   Repeat Atropine q 3 - 5 min (up to 3 doses)
4.   If patient in PEA or Asystole after 20 min of ALS, contact the OLMOP to discontinue
      resuscitation efforts

Transport to nearest HCF and Call 
for ALS InterceptPCP

Establish IV
ICP
ACP
CCP

5 Cycles of CPR 1

Confirm A/W placement and 
effective oxygenation and 
ventilation.

PCP
ICP
ACP
CCP

See Protocol 6223:
VF/Pulseless VT (shock advised)



Protocol: VF/Pulseless VT (shock advised) PDN: 6223.04 Subject: Cardiac Arrest Page   1

Department of Health

Last Updated: May 12, 2006

ARRIVE HERE FROM 
PROTOCOL 6220:  
CARDIAC ARREST 

OVERVIEW

Defibrillate at
200 Joules 
Biphasic

or 360 Joules 
Monophasic

5 Cycles of CPR 1

Confirm A/W placement and 
effective oxygenation and 
ventilation.

PCP
ICP
ACP
CCP

Asystole or PEA
(no shock advised) Protocol

PCP
ICP
ACP
CCP

VF/VT
(SA)

Asystole 
or

PEA 
(NSA)

Transport

Epinephrine 1mg IV/ETT 2

ICP
ACP
CCP

ICP
ACP
CCP

PCP
ICP
ACP
CCP

Lidocaine 1.0mg/kg IV then 0.5mg/
kg q 10 min if required 1 to a 
maximum total dose of 3.0mg/kg.

ICP
ACP
CCP

resume attempts to defibrillate 3

resume attempts to defibrillate 3, 4

ICP
ACP
CCP

1.   Once ETT placed, give continuous chest compressions without pauses for breaths.
      Give 8 - 10 "breaths" per minute.
2.   Epinephrine 1mg IV (10cc of 1:10,000) or 2mg ETT (20cc of 1:10,000).  May repeat
      q 3-5 minutes.
3.   Give two (2) minutes of CPR between defibrillations.
4.    Assess rhythm +/- pulse only after 5 cycles or 2 minutes of CPR.

If Torsades des Pointes -
Magnesium 1gm IV

ACP
CCP

Assess 
Rhythm

Establish IV
ICP
ACP
CCP

TransportPCP



Protocol: Post Adult Cardiac Arrest – ROSC 1 PDN: 6311.03 Subject: Cardiac Arrest Page    1

Department of Health

Protocol 6224

Last Updated: May 12, 2005

PCP
ICP
ACP
CCP

Secure A/W
Ensure  Oxygenation, Ventilation

Allow Passive Cooling 2

HR < 60

BP < 90 BP > 90

Protocol 6285

60 < HR < 150

BP < 90 BP > 90

Protocol
6225

HR > 150

BP < 90 BP > 90

Monitor  1 Monitor 1 Monitor 1

1.  ROSC - Return of spontaneous circulation.
2.  Remove clothing and expose patient to ambient air if patient unable to respond to verbal commands.



Assessment

Transport
and call for ACP

intercept

observeACP
CCP

PCP

No

Yes

Department of Health

Page   1Subject:      Cardiac ArrhythmiaPDN:     6224.02Protocol:      Bradycardia

Transport
or call for ACP

intercept

PCP
ICP

airway/
ventilation
adequate

BP/perfusion
adequate

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

see advanced
airway

management
protocols

see shock
protocols

No

Yes

Type II second-
degree AV Block

or
Third-degree AV

Block

*chest pain, SOB, decreased LOC, low BP, shock, pulmonary congestion,    
congestive heart failure
**denervated transplanted hearts will not respond to atropine
***consider sedation

No

serious signs
or symptoms*

ACP
CCP

transcutaneous
pacing if

symptoms
develop***

Yes

TransportACP
CCP

atropine
0.5mg q 3-5min
(max.3mg)**

ICP
ACP
CCP

ICP transcutaneous
pacing***

dopamine
5-20 ug/kg/min

IV

ACP
CCP

No Yes

TransportACP
CCP

ICP
ACP
CCP

Transport successfulYes

Transport
and call for P3

intercept

ACP
CCP

No

successfulNo

Yes

Last Updated:   April 2, 2003



Assessment
- patient stable/unstable
- serious signs of clinical

instability

No

Yes

Department of Health

Page    1Subject:      Cardiac ArrhythmiaPDN:     6225.02Protocol:      Tachycardia Overview

serious signs*
PCP
ICP
ACP
CCP

ACP
CCP

see wide or
narrow complex

tachycardia
protocol

Synchronized
Cardioversion

(Procedure 6613)
100-200-300-360J

*chest pain, SOB, decreased LOC, low BP, shock, pulmonary congestion and congestive heart
failure

PCP
ICP

Transport
and call for

ACP intercept

Last Updated:   February 11, 2004



Department of Health

Page    1Subject: Cardiac ArrhythmiaPDN: 6226.04Protocol: Narrow Complex (stable) Tachycardia

ICP
ACP
CCP

ACP
CCPTransport

vagal maneuvers
see procedure 

6639

Atrial 
Fib/Flutter

adenosine 6mg 
IV push 

repeat once and 
double the dose

ACP
CCP

TransportACP
CCP

Transport
and call for ACP 

intercept
ICP

Transport
and call for ALS 

intercept
PCP

PCP
ICP
ACP
CCP

oxygen

ICP
ACP
CCP

IV saline lock

ACP
CCP Transport

Transport

synchronized 
cardioversion **

ACP
CCP

ACP
CCP

Sinus 
Tachycardia

look for and 
treat underlying 

causes:
- pain

- hypoxia
- dehydration

ICP
ACP
CCP

Transport

SVT

successful Yes

No

- deteriorating
- serious 
signs or 

symptoms*

successful Yes

Yes

No

No

*      chest pain, decreased LOC, low BP, shock, pulmonary congestion and congestive heart failure
**    start at 100 Joules.   If initial shock fails to convert the Arryhthmia, increase to 200 Joules, then 300 Joules, then 360 
        Joules.

ICP Call for ACP 
intercept

Last Updated: February 2, 2006

Arrive here from 
Protocol 6225:  
Tachycardia 

Overview



Department of Health

Page   1Subject: Cardiac ArrhythmiaPDN: 6227.04Protocol: Wide Complex (stable) Tachycardia

PCP
ICP
ACP
CCP

ICP
ACP
CCP

Transport
- supportive care

Lidocaine 1.0mg/kg IV then 
0.5mg/kg q 10 min if required1

to a maximum total dose of 
3.0mg/kg.

Monomorphic 
VT

Transport
or ACP intercept
- supportive care

PCP

ACP
CCP

Transport

ICP
ACP
CCP

Polymorphic
 VT

Unknown

Transport and call for 
ACP intercept 

- supportive care
PCP

ICP
ACP
CCP

synchronized 
cardioversion 2

magnesium
1g IV

ICP
ACP
CCP

Lidocaine 1.0mg/kg then 
0.5mg/kg q 10 min if 
required1 to a maximum 
total dose of 3.0mg/kg IV.

Yes

No - deteriorating
- serious signs 
or symptoms

Transport

ACP
CCP

Last Updated: May 12, 2006

Arrive here from 
Protocol 6225:  
Tachycardia 

Overview

1. If runs of VT.

2. Start at 100 Joules.   If initial shock fails to convert the Arryhthmia, increase to 200 Joules, then 300 Joules, then 360 
        Joules Biphasic or Monophasic.



 O2 by mask
see suspected
cardiac origin

protocol

IV saline lock

Assessment
- ABCs
- vitals

Transport

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

ICP
ACP
CCP

O2 by mask

ICP
ACP
CCP

PCP
ICP
ACP
CCP

Transport

Protocol:     Chest Pain  NYD PDN:    6228.01 Subject:     Chest Pain Page   1

Department of Health

IV saline lock

Dissecting
Aortic

Aneurysm

Chest Pain
NYD

Suspected
Cardiac
Origin

Last Updated:   April 2, 2003



See Protocol 6224: Bradycardia Overview
or

Protocol 6225: Tachycardia Overview

Call for ALS 
Intercept

Arrive here from 
Protocol 6317:
Chest Pain –

Suspected Cardiac 
Origin Overview

No
PCP
ICP
ACP
CCP

PCP

HR between 
60-150

See Protocol 6282:  
Pulmonary Edema 

(CHF)

PCP
ICP
ACP
CCP

Yes

PCP
ICP
ACP
CCP

NTG 1, 2

Saline Lock
Transport

PCP
ICP
ACP
CCP

Yes

ACP
CCP Morphine 2

Protocol: Suspected Cardiac Origin – Non STEMI PDN: 6229.04 Subject: Chest Pain Page 1

Department of Health

evidence 
of CHF or 

cardiogenic 
shock

See Protocol 6285:  
Cardiogenic Shock

Yes

1. NTG – 0.4mg S/L prn every 3 – 5 minutes up to a maximum of 3 doses only and if patient remains stable (SBP > 90 and HR between
50 and 150 bpm).

2. Be extremely cautious using NTG and Morphine with inferior MIs.

Last Updated: November 3, 2006



Assessment
Symptom(s) Onset

12 Lead ECG 1

Subject: Chest Pain Page 1 of 1Protocol: Suspected Cardiac Origin Overview PDN: 6317.00

Department of Health

STEMI 
Identified 5

Last Updated:    November 3, 2006

Yes

1.   If unable to complete ECG
- manage as Chest Pain – Suspected Cardiac Origin – Non-STEMI (Oxygen, ASA, NG +/- Morphine)

2.   Maintain O2 Sats of at least 92% (Use Nasal Prongs first).
3.   ASA 160 mg po
4.   a.  2mm of ST elevation in two (2) or more contiguous predcordial leads or
      b.  1mm of ST elevation in two (2) or more limb leads or
      c.   a new LBBB
5.   If unable to transmit and ECG shows STEMI, Transport and attempt to tramsmit enroute..  Continue conventional treatment en route.
6.   NTG – 0.4mg S/L prn every 3 – 5 minutes up to a maximum of 3 doses only and if patient remains stable (SBP > 90 and HR between

  50 and 150 bpm).
7.   Be extremely cautious using NTG and Morphine with inferior MIs.

Oxygen 2
and

ASA 3

No Protocol 6229:
Chest Pain – Suspected Cardiac Origin

Non-STEMI

Transmit ECG 5
Complete Reperfusion Checklist

When Available – Protocol 6318:  Chest Pain STEMI
Transport

PCP
ICP
ACP
CCP

Call for ALS InterceptPCP

PCP
ICP
ACP
CCP

NTG 6,7

ACP
CCP Morphine 7 prn

No



Assessment
Obtain

12 Lead ECG

Subject: Chest Pain - WEST Study -
HRM Page 1 of 1Protocol: Suspected Cardiac Origin PDN: 6312.00

Department of Health

HR > 50
HR < 150

Last Updated: August 15, 2003, 2003

6224 or 6225

AMI Identified
Meets inclusion

criteria 1

PCP
ICP
ACP
CCP

Transmit 12 Lead
Contact Physician
Eligibility Confirmed
Consent Obtained

Randomize 1

PCP NTG/Transport/Consider ACP Intercept

6229

Yes

Yes

Group C 5Group A 3 or B 4

1   See Reference Cards
2   May retry once if condition permits
3   Transport to nearest HCF or if TNK given bypass CMC and go directly to DGH or QEII - whichever is closer.
4   Transport to nearest HCF or if TNK given, go directly to QEII.
5   Transport directly to QEII.
6   For patients with an allergy to ASA, ACP/CCPs may give Clopidogrel 300 mg po.

PCP
ICP
ACP
CCP

Oxygen
ASA 160 mg po6

NB:   Acute Myocardial Infraction
          (AMI) should also be
          considered in patients >65 y/o,
          diabetics or women with
          symptoms of syncope,
          presyncope,  SOB or
          weakness.

No

No

Yes

ICP Above + IV Access x2 same arm

ACP/CCP Above + TNK 1 + Enoxaparin1

Morphine prn

PCP NTG/Transport/Consider ACP Intercept

ICP Above + IV Access x2 same arm

ACP/CCP Above + Enoxaparin + Clopidogrel1
Morphine prn

Unable2

or No



Assessment

see shock
protocols

- compression
bridge of nose
- lean forward

IV saline lock if
severe or
+ > 65yo

Transport

see advanced
airway

management
protocols

PCP
ICP
ACP
CCP

ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

No

Yes

No

Yes

Department of Health

Page    1Subject:      EENTPDN:     6230.01Protocol:      Epistaxis

airway/
breathing
adequate

BP/perfusion
adequate

Last Updated:   April 2, 2003



Assessment
- isolated eye injury

- scene safe

PCP
ICP
ACP
CCP

topical
anesthetic to eye

Protocol: Foreign Body/Welders Flash/Chemical Splash Eye PDN: 6231.02 Subject: EENT Page 1

Department of Health

PCP
ICP
ACP
CCP

continuous NS
irrigation

PCP
ICP
ACP
CCP

Transport

Chemical
Splash

Welders
Flash

Foreign
Body in Eye

PCP
ICP
ACP
CCP

topical
anesthetic to eye

Last Updated:   April 3, 2003



Assessment

ICP
ACP
CCP

 dimenhydrinate
10-20mg IV prn*

Protocol:    Ocular Trauma PDN:   6232.01 Subject:    EENT Page   1

Department of Health

PCP
ICP
ACP
CCP

- avoid pressure
on globe

PCP
ICP
ACP
CCP

Transport
(with head up
15-30 degrees)

PCP
ICP
ACP
CCP

- cover both eyes
- stabilize

impacted objects

*important to prevent vomiting

 morphine
2.5-5mg IV prn

ICP
ACP
CCP

Last Updated:   April 2, 2003



Assessment
- isolated to one eye

- complete loss of vision
- hx PVD, IHD,

stroke

PCP
ICP
ACP
CCP

Transport

Protocol:    Sudden Painless Vision Loss PDN:    6233.01 Subject:    EENT Page    1

Department of Health

No

*contact On Line Medical Oversight (OLMO)

prehospital
transport time

> 15min

PCP
ICP
ACP
CCP

mild massage to
eye*

Yes

consider
central retinal

artery occlusion

PCP
ICP
ACP
CCP

Transport

Last Updated:   April 2, 2003



Assessment

save tooth in
saline or milk,
place in bag on

ice

Transport
tooth with

patient

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

No

Department of Health

Page    1Subject:    EENTPDN:    6234.01Protocol:    Tooth Avulsion

see advanced
airway

management
protocols

PCP
ICP
ACP
CCP

airway/
ventilation
adequate

Yes

Last Updated:   April 2, 2003



Assessment
consider:

 - hypothermia
- near drowning
- spinal injury

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

Department of Health

Protocol:    Diving Injury
                 (Decompression Sickness or Bends) PDN:    6235.01 Subject:     Environmental Emergency Page 1

O2 100% by
mask

PCP
ICP
ACP
CCP

No

No

Yes

Yes

IV NS

Transport**

ICP
ACP
CCP

ICP
ACP
CCP

*watch for tension pneumothorax
**there is no need to transport in left lateral
decubitus

 morphine
2.5-5mg IV prn

PCP
ICP
ACP
CCP

BP/perfusion
adequate

airway/
ventilation
adequate

see advanced
airway

management
protocols

see shock
protocols*

Last Updated:   April 2, 2003



Assessment
- cardiac / O2 monitor

- remove smoldering clothing
- C-spine

immobilization prn

 see shock
protocols

IV NS 7cc/kg/
%BSA/24hrs, add 1

amp NaHC03 to
each L NS

PCP
ICP
ACP
CCP

ICP
ACP
CCP

airway/
ventilation
adequate

No

Yes

Yes

BP/
perfusion
adequate

No

Protocol:    Electrocution/Electrical Burns PDN:    6236.02 Subject:    Environmental Emergency Page   1

Department of Health

PCP
ICP
ACP
CCP

see advanced
airway

management
protocols

ICP
ACP
CCP

 morphine
2.5-5mg IV prn

dry dressing

Transport

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

- ensure scene safe
- consider blunt trauma
- do not delay on scene, transport immediately,
treat en route

apneic/
pulseless

see cardiac arrest
overview
protocols

PCP
ICP
ACP
CCP

- keep warm
- monitor

- splint fractures

PCP
ICP
ACP
CCP

Yes

No

Last Updated:   April 2, 2003



see advanced
airway

management
protocols

Assessment

No
PCP
ICP
ACP
CCP

Transport
PCP
ICP
ACP
CCP

ICP
ACP
CCP

see shock
protocols

Yes

Subject: Environmental Emergency Page 1Protocol: Hyperthermia PDN: 6237.01

Department of Health

airway/
ventilation
adequate

BP/perfusion
adequate

No

Yes

IV N/S 2cc/kg/hr
or to maintain

SBP > 90mmHG

ICP
ACP
CCP

*to cool
- expose as much of patient's body surface area to air as feasible
- place cold packs/ice on head, neck, axilla and/or groin
- wet patient's skin with water

PCP
ICP
ACP
CCP

cool patient*

Last Updated:   April 3, 2003



see advanced
airway

management
protocols**

Assessment
- vital signs*

No
PCP
ICP
ACP
CCP

Transport
PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

see shock
protocols

Yes

Subject:    Environmental Emergency Page   1Protocol:     Hypothermia PDN:   6238.01

Department of Health

airway/
ventilation
adequate

BP/perfusion
adequate

No

Yes

PCP
ICP
ACP
CCP

*check for vital signs for 30-40seconds
**intubation should be preformed as gently as possible

PCP
ICP
ACP
CCP

see cardiac arrest
overview
protocol

No
Yes

shivering

PCP
ICP
ACP
CCP

- place in
ambulance

- prevent further
heat loss

IV N/S 2cc/kg/hr
(warm if possible)

ICP
ACP
CCP

ICP
ACP
CCP

IV N/S 2cc/kg/hr
(warm if possible) or

titrate to maintain
SBP > 90mmHg

No
- apply hot packs to

neck, axilla and groin
(trunkal rewarming)

- high flow O2

- be alert for preceeding injuries

Yes

Last Updated:   April 2, 2003



- continue CPR
- assess rhythm

Airway: attempt to place airway device
Breathing: confirm and secure airway device, ventilation, oxygenation
Cirulation: continue CPR
Circulation: gain IV access
Differential Diagnosis: search for and treat reversible causes - Attempt to 
prevent further heat loss

Assessment 1
Unresponsive/not breathing

A: assess breathing
B: BVM ventilate

C: assess pulse, if no pulse
C: start chest compressions

D: attach 
defibrillator

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

Protocol: Hypothermic Cardiac Arrest PDN: 6239.03 Subject: Environmental Emergency Page 1

Department of Health

PCP
ICP
ACP
CCP

attempt 
defibrillation 2

PCP
ICP
ACP
CCP

Non-VF/VT
(asystole or 

PEA)

VF/VT Non-VF/VT

Transport
PCP
ICP
ACP
CCP

1.  For at least 30 seconds
2.  Single defibrillation at 200 Joules with Biphasic and 360 Joules with Monophasic Defibrillator.

Last Updated: May 12, 2006



see cardiac arrest
overview
protocol

splint fractures

Assessment
- cardiac / O2 monitor

- C-spine
immobilization prn

Transport

IV N/S*
(use Parkland

formula as guide)

No

ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

ICP
ACP
CCP

Protocol:    Lightning PDN:    6240.01 Subject:    Environmental Emergency Page   1

Department of Health

Yes

airway/
ventilation
adequate

BP/perfusion
adequate

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

see advanced
airway

management
protocols

see shock
protocols

No

No

Yes

Yes

- ensure scene save
- consider blunt trauma
- do not delay on scene, start IV en route

*Parkland Formula:
2-4cc/kg/%BSA/24hrs, administer half of the NS in the first 8 hours
starting from time of incident, second half in the next 16 hours

 morphine
2.5-5mg IV prn

PCP
ICP
ACP
CCP

Last Updated:   April 2, 2003



Assessment
- vital signs

 see cardiac
arrest overview

protocol

Yes

No
PCP
ICP
ACP
CCP

Transport
ICP
ACP
CCP

No

Transport
or call for ALS

intercept

PCP

PCP
ICP
ACP
CCP

see advanced
airway

management
protocols

Protocol:    Near Drowning PDN:     6241.02 Subject:     Environmental Emergency Page 1

Department of Health

airway/
ventilation
adequate

ICP
ACP
CCP

ICP
ACP
CCP

 IV N/S to
maintain

SBP > 90mmHg

see hypothermia
protocol

Yes

PCP
ICP
ACP
CCP

see shock
protocols

Yes

BP/
perfusion
adequate

No

- be aware of possible C-spine injury

if intubated apply
5-10cmH2O

PEEP

ACP
CCP

suspect
hypothermia

Yes

No

Last Updated:   April 2, 2003



Assessment*
- ABC's

No
PCP
ICP
ACP
CCP

Transport
PCP
ICP
ACP
CCP

see advanced
airway

management
protocols

Yes

Subject:      GI-GU-Gyne Page 1Protocol:     Abdominal Pain/Flank Pain PDN: 6242.03

Department of Health

airway/
ventilation
adequate

IV NS
ICP
ACP
CCP

ICP
ACP
CCP

morphine
2.5-5mg IV prn

*a detailed assessment of the abdomen is not required, document area of
tenderness, presence of guarding or rigidity and presence of pulsatile mass

BP/
perfusion
adequate

No

Yes

PCP
ICP
ACP
CCP

see shock
protocols

Last Updated:   March 3, 2004



IV saline lock

Assessment

glucometer
< 4mmol/L

see
hypoglycemic

protocol

Yes

No

PCP
ICP
ACP
CCP

ICP
ACP
CCP

ICP
ACP
CCP

Yes

PCP
ICP
ACP
CCP

dimenhydrinate
10-20mg IV

No

see advanced
airway

management
protocols

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

see shock
protocols

pt actively
vomiting

Yes

Transport
PCP
ICP
ACP
CCP

Yes

Protocol:    Nausea and Vomiting PDN: 6243.01 Subject:    GI-GU-Gyne Page    1

Department of Health

airway/
ventilation
adequate

BP/
perfusion
adequate

No

No

Last Updated:   April 2, 2003



Assessment
- menstrual hx

- pregnant

see shock
protocols

O2 by mask

IV saline lock

Transport
IWK Grace Hospital if

in Halifax

see advanced
airway

management
protocols

PCP
ICP
ACP
CCP

ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

airway/
ventilation
adequate

No

Yes

No

Yes

Department of Health

Page 1Subject: GI-GU-GynePDN: 6244.01Protocol: PV Bleed/Threatened Abortion

- pregnant
- > 20 weeks

gestation

PCP
ICP
ACP
CCP

Transport

PCP
ICP
ACP
CCP

see perinatal
mother care

protocol

Yes

No

> 20 weeks
gestation

pregnancy

- non
pregnant

- < 20 weeks
gestation

BP/
perfusion
adequate



Assessment
- ABC's

No
PCP
ICP
ACP
CCP

Transport
PCP
ICP
ACP
CCP

see advanced
airway

management
protocols

Yes

Subject: GI-GU-Gyne Page 1Protocol:     Gross Hematuria PDN:    6313.00

Department of Health

airway/
ventilation
adequate

IV NS
ICP
ACP
CCP

BP/
perfusion
adequate

No

Yes

PCP
ICP
ACP
CCP

see shock
protocols

Last Updated:   August 15, 2003



Assessment
- ABC's

No
PCP
ICP
ACP
CCP

Transport
PCP
ICP
ACP
CCP

see advanced
airway

management
protocols

Yes

Subject: GI-GU-Gyne Page 1Protocol:     GI Bleed PDN:    6314.00

Department of Health

airway/
ventilation
adequate

IV NS
ICP
ACP
CCP

BP/
perfusion
adequate

No

Yes

PCP
ICP
ACP
CCP

see shock
protocols

Last Updated:   August 15, 2003



O2 100% by
mask

Transport

Assessment

IV saline lock if
severe,
> 65yo,

or vomiting

Yes

PCP
ICP
ACP
CCP

ICP
ACP
CCP

PCP
ICP
ACP
CCP

Department of Health

Subject:     Headache Page   1PDN: 6245.01Protocol:     Headache

airway/
ventilation
adequate

BP/perfusion
adequate

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

see advanced
airway

management
protocols

see shock
protocols

Yes

No

No

Last Updated:   April 2, 2003



Assessment

see
hypoglycemia

protocol

O2 by mask

IV saline lock

Transport

ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

No

Yes

Department of Health

Page   1Subject:      Malaise, SickPDN:    6246.01Protocol:      Syncope

- monitor
- support

PCP
ICP
ACP
CCP

airway/
ventilation
adequate

BP/perfusion
adequate

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

see advanced
airway

management
protocols

see shock
protocols

No

Yes

glucometer
> 4mmol/L

No

Yes

Last Updated:   April 2, 2003



Assessment

see
hypoglycemia

protocol

O2 by mask

IV saline lock

Transport

ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

No

Yes

Department of Health

Page    1Subject:    Malaise, SickPDN:    6247.01Protocol:     Vertigo/Dizziness

- monitor
- support

PCP
ICP
ACP
CCP

airway/
ventilation
adequate

BP/perfusion
adequate

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

see advanced
airway

management
protocols

see shock
protocols

No

Yes

glucometer
> 4mmol/L

Yes

No

Last Updated:   April 2, 2003



Assessment

see
hypoglycemia

protocol

O2 by mask

IV saline lock

Transport

ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

No

Yes

Department of Health

Page    1Subject:     Malaise, SickPDN:    6248.01Protocol:     Weakness/Fatigue

- monitor
- support

PCP
ICP
ACP
CCP

airway/
ventilation
adequate

BP/perfusion
adequate

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

see advanced
airway

management
protocols

see shock
protocols

No

Yes

glucometer
> 4mmol/L

Yes

No

Last Updated:   April 2, 2003



attempt oral
intubation

PCP

attempt OETI
X 3*

ICP
ACP
CCP

ICP
ACP
CCP

Protocol: Pediatric Arrest/Unconscious Intubation PDN: 6305.02 Subject: Pediatric Advanced
Airway Management Page 1

Department of Health

Yes

No

ICP
ACP
CCP

see pediatric ETI
confirmation

protocol

Yes

No

successful

Nosuccessful

Assessment
- arrest

- unresponsive
- deeply unconscious

Transport
- BVM

ICP
ACP
CCP

PCP
ICP
ACP
CCP

see pediatric
awake/combative/

clenching
intubation protocol

Yes

Transport
or call for ALS

intercept
- BVM

ICP
ACP
CCP

see pediatric ETI
confirmation

protocol

*GUM Bougie for ACP,
CCP, prn

Last Updated:   April 2, 2003



Assessment
- awake

- combative
- clenching

Transport
and call for ACP

intercept*
- BVM

predict difficult
airway

PCP
ICP

ACP
CCP

Yes

Yes

No

Protocol: Pediatric Awake/Combative/
Clenching Intubation PDN: 6306.02 Subject: Pediatric Advanced Airway

Management Page 1

Department of Health

attempt OETIACP
CCP

No

ACP
CCP

sedate to intubate
(midazolam

.05mg/kg IV) **

see pediatric
difficult airway
protocol (6307)

Transport
and call for ALS

intercept
- BVM

ACP
CCP

PCP

ACP
CCP

see pediatric ETI
confirmation

protocol

Yes

see pediatric arrest/
unconscious

intubation protocol

ICP
ACP
CCP

attempt OETI
X 3 in total***

ACP
CCP

*if during transport patient becomes unresponsive, ICP goes to arrest-unconscious intubation
protocol
**if head injury, lidocaine 1.0mg/kg
***GUM Bougie

successful

No

Yes

No

ACP
CCP

attempt nasal
ETI

successful

see pediatric
failed/rescue

airway protocol
successful No ACP

CCP

Last Updated:   April 2, 2003



sedate to
intubate

(midazolam
.05mg/kg IV)

see pediatric ETI
confirmation

protocol

ACP
CCP

ACP
CCP

see pediatric ETI
confirmation

protocol

ACP
CCP

Protocol:    Pediatric Difficult Airway Intubation PDN:    6307.01 Subject:    Pediatric Advanced
Airway Management Page    1

Department of Health

ACP
CCP Transport

No

Yes Yes

ACP
CCP

awake laryngoscopy
with topical anesthetic

 +/- sedation
(midazolam)

Successfu
lUnsuccessful

ACP
CCP

see pediatric
failed/rescue

airway protocol

Assessment
difficult airway

predicted

maintain a/w with
OPA or NPA and use

BMV to maintain
SaO2 > 90%

BVM
maintains

SaO2 > 90%

ACP
CCP

see pediatric
failed/rescue

airway protocol

PCP
ICP
ACP
CCP

high flow O2
and or BVM

intubation
predicted to

be successful

No

ACP
CCP

attempt OETI x3
in total

successful

Yes

No

BVM
maintains

SaO2 > 90%

PCP
ICP
ACP
CCP

TransportYes

Transport

No

PCP
ICP

Last Updated:   April 2, 2003



Assessment
- BVM maintains

SaO2 > 90%

NoYes

Yes

No

Protocol: Pediatric Failed/Rescue Airway PDN:  6310.02 Subject:    Pediatric Advanced Airway Management Page    1

Department of Health

Transport
- BVM

Transport

ACP
CCP

ICP
ACP
CCP

pt breathing

ACP
CCP

needle
cricothyrotomy

maintain airway
SaO2 > 90%

ACP
CCP

- can only arrive at this protocol from awake/
combative/clenching or difficult airway intubation
protocol

Updated:    6310.02



abdominal
thrusts

(Heimlich) until
expelled or x 5

Assessment
- ? mechanism

- stridor
- LOC

O2 non
rebreather or

blow by

lie flat, chin lift
jaw thrust, chest

compressions

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

Protocol: Pediatric Foreign Body Obstruction
(Partial/Complete) PDN: 6249.01 Subject: Pediatric Airway Emergency Page 1

Department of Health

talking encourge
coughing

attempt direct
view, remove
with Magill

forceps

No

Yes

patient >1
year old

head down
back blows x 5

head down
chest

compressions

attempt
ventilation if

still obstructed,
repeat x3

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

Yes

unconscious

(infant) (child)

Yes

No

PCP
ICP
ACP
CCP

see pediatric
advanced airway

management
protocols

Transport

ACP
CCP

No

No

PCP
ICP
ACP
CCP

TransportYes

successful

ICP
ACP
CCP

Yes

successful

No

PCP
ICP

- basic airway
management
- call for P3

intercept

Last Updated:   April 2, 2003



epinephrine
0.01mg/kg SQ

(1:1000)
(max. individual

dose 0.3mg

Transport

see pediatric
shock protocols

Assessment
- partial to complete
airway obstruction

- signs of shock
- +/- history allergy/

urticaria

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

repeat every
5-20min

ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

consider
salbutamol

2.5mg aerosol if
wheezing

diphenhydramine
1.0mg/kg IV

Protocol:    Pediatric Anaphylaxis PDN:    6250.01 Subject:    Pediatric Allergic Reaction Page   1

Department of Health

ACP
CCP

No

No

Yes

- do not delay on scene
- IV maybe started en route

Yes

airway/
ventilation
adequate

BP/
perfusion
adequate

see pediatric
advanced airway

management
protocols

O2 100% by
mask or blow by

PCP
ICP
ACP
CCP

PCP
ICP

- basic airway
management
- call for P3

intercept

Stridor
PCP
ICP
ACP
CCP

see pediatric
stridor protocol

Yes

No

Last Updated:   April 2, 2003



Assessment
- ABCs

see pediatric
advanced airway

management
protocols

No

Transport

Yes

ICP
ACP
CCP

ACP
CCP

BP /
perfusion
adequate

PCP
ICP
ACP
CCP

see pediatric
shock protocol

airway
ventilation
adequate

IV saline lock
en route

PCP
ICP
ACP
CCP

No

Department of Health

Protocol: Pediatric Altered Mental Status (NYD) PDN: 6251.01 Subject: Pediatric Altered Mental
State-Decreased LOC Page 1

Yes

PCP
ICP
ACP
CCP

see pediatric
hypoglycemia

protocol

Yes

No

C-spine
immobilization
if indication of

trauma

PCP
ICP
ACP
CCP

glucometer
> 4mmol/L

PCP
ICP

- basic airway
management

- call for ACP
intercept

Last Updated:   April 2, 2003



Assessment
- patient candidate for oral

sugar

glucagon SQ
1mg or 0.5mg

if < 20kg

IV NS

Transport

D50 1cc/kg IV
(repeat prn x1

max. 50cc)

ICP
ACP
CCP

ICP
ACP
CCP

PCP
ICP
ACP
CCP

Department of Health

Subject:    Pediatric Altered Mental State-
Decreased LOC Page   1PDN:    6252.01Protocol:    Pediatric Hypoglycemia

No

PCP
ICP
ACP
CCP

oral glucoseYes

No patient
condition
improves

No Yes

successful

PCP
ICP
ACP
CCP

Yes

Last Updated:   April 2, 2003



Unspecified
OD

narcan 0.1mg/kg
IV/IO

(max. 2.0mg)

IV NS bolus
20cc/kg

see pediatric
hypoglycemia

protocol

 bicarb 1meq/kg
IV bolus

IV saline lock

ICP
ACP
CCP

ICP
ACP
CCP

PCP
ICP
ACP
CCP

ICP
ACP
CCP

ICP
ACP
CCP

Assessment

PCP
ICP
ACP
CCP

see pediatric
shock protocol

see pediatric
advanced airway

management
protocols

ACP
CCP

No

Evidence
Respiratory
Depression

PCP
ICP
ACP
CCP

supportive care

- seizures
- decreased BP

- increased QRS
 > 0.1sec.

- wide complex
tachy

Subject: Pediatric Altered Mental State-
Decreased LOC Page 1Protocol: Pediatric Overdose-Poisoning PDN: 6253.01

Department of Health

BP/
perfusion
adequate

Yes

Yes

Evidence
TCA

- basic airway
management

- call for ACP
intercept

PCP
ICP

Transport

PCP
ICP
ACP
CCP

airway/
ventilation
adequate

C-spine
immobilization
if indication of

trauma

PCP
ICP
ACP
CCP

glucometer
< 4mmol/L

No

No

Yes

ICP
ACP
CCP

re-assess

Last Updated:   April 2, 2003



see pediatric 
shock protocol

see pediatric 
advanced airway 

management 
protocols

IV saline
(saline lock if 

post-ictal)

Transport
maintain child's 

body temperature 

Yes

No

Yes

PCP
ICP
ACP
CCP

ICP
ACP
CCP

ACP
CCP

PCP
ICP

PCP
ICP
ACP
CCP

see pediatric  
hypoglycemic 

protocol

ICP
ACP
CCP

diazepam 
0.2mg/kg IV1

(max 5mg2)

No

Yes

No

No

Page 1Protocol: Pediatric Seizure PDN: 6254.03 Subject: Pediatric Altered Mental State-Decreased LOC

Department of Health

pt. continues 
to seize

Yes

- basic airway 
management

- call for ACP 
intercept 

PCP
ICP
ACP
CCP

Assessment

airway 
ventilation 
adequate

BP/perfusion 
adequate

PCP
Transport
and call for ACP 

intercept

Last Updated: April 28, 2006

1.    If unable to establish IV, ACPs/CCPs use Midazolam intranasally (IN) or Buccal (drip medication into nose or between gums 
and cheek) .2mg/kg (maximum of 2mg).  ICPs use Diazepam .5mg/kg pr (Maximum 5mg).

2.   Call OLMOP if you need to exceed 5mg Diazepam or 2mg Midazolam.

glucometer 
< 4mmol/L



Assessment
- cardiac / O2 monitor

- C-spine immobilization prn
- suspect toxic

inhalation

see pediatric
shock protocols

IV NS*
(use Parkland

formula as guide)

see chemical
splash/burn

protocol

PCP
ICP
ACP
CCP

ICP
ACP
CCP

PCP
ICP
ACP
CCP

airway/
ventilation
adequate

No

Yes

Yes

BP/perfusion
adequate

No

Protocol:    Pediatric Burns (fire/flame) PDN:    6255.01 Subject:    Pediatric Burns Page   1

Department of Health

see electrocution
/electrical burns

protocol

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

O2 100% by
mask or blow by

ACP
CCP

see pediatric
advanced airway

management
protocols

ICP
ACP
CCP

 IV morphine
0.1mg/kg prn

dry dressing

Transport

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

*Parkland Formula (only after fluid bolus
resuscitation):
2-4cc/kg/%BSA/24hrs, administer half of the NS in the
first 8 hours starting from time of incident, second half
in the next 16 hours (remember peds. head size is
relatively bigger-see guide on PCR)

- keep warm
- monitor

- ensure scene safe
- consider blunt trauma
- do not delay on scene, transport immediately,
treat en route

PCP
ICP

- basic airway
management

- call for ACP
intercept

Last Updated:   April 2, 2003



Protocol: Pediatric Cardiac Arrest Overview PDN: 6256.03 Subject: Cardiac Arrest Page   1

Department of Health

See Protocol 6257:  
Pediatric Asystole 
(no shock advised)

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

See Protocol 6258:  
Pediatric PEA (no 

shock advised) 
Protocol

See Protocol 6259:  
Pediatric VF/VT 
(shock advised) 

Protocol

PCP
ICP
ACP
CCP

VF/VT
(SA) 6

PEA
(NSA) 5

Asystole
(NSA) 5

Last Updated: February 7, 2006

EMS 
Witnessed

+Bystander 
CPR or Arrest 

Duration 
<  4 min

Defibrillate 4 x1 at
2 Joules/kg Biphasic
or Monophasic 5

PCP
ICP
ACP
CCP

1.   Emphasis is on minimal interruption of chest compressions.  Be aware of possible Foreign Body Airway Obstruction (FBAO).
2.   PCPs and ICPs – follow Procedure 6641:  Semi-Automated External Defibrillation – Pediatric.
      ACPs and ICPs – follow either Procedure 6641:  Semi-Automated External Defibrillation – Pediatric or Procedure 6633:  Manual
      Defibrillation.
3.   Each cycle is 15:2 (compressions:ventillations with a compression rate of 100/min).  If possible the compressor role should be rotated after
      each cycle of 5 to prevent
      compressor fatigue.
4.   Use 2 Joules/kg for initial defibrillation and 4 Joules/kg for subsequent shocks.  If unable to change energy setting, use 200J Biphasic or
      360J Monophasic.
5.   Resume CPR immediately.  Only do pulse check if you see organized complexes when you assess the rhythm.
5.   NSA:  No Shock Advised
6.   SA:    Shock Advised

Yes

Begin or continue CPR 1

Attach Monitor/Defibrillator 2

PCP
ICP
ACP
CCP

Call for ACP/CCP InterceptPCP

Attempt to place A/W
Confirm and secure A/W 
device

PCP
ICP
ACP
CCP

Assess 
Rhythm

No

Assess 
Rhythm

5 Cycles of CPR 3
PCP
ICP
ACP
CCP

NSA
 (Asystole/PEA)

SA
 (VF/VT)

Yes

No



Protocol: Pediatric Asystole (no shock advised) PDN: 6257.03 Subject: Pediatric Cardiac Arrest Page 1

Department of Health

Last Updated: February 7, 2006

ARRIVE HERE 
FROM PROTOCOL 
6256:  PEDIATRIC 
CARDIAC ARREST 

OVERVIEW

Transport and/or call for ACP Intercept.
PCP
ICP

Establish IV
ICP
ACP
CCP

Search for and 
treat possible causes

- hypovolemia, hypoxia, 
hydrogen ion-acidosis, hyper/

hypokalemia, hypothermia
- tablets (OD), tamponade 
(cardiac), tension pneumo, 

thrombosis (coronary, 
pulmonary)

Epinephrine IV/IO/ETT 2
ICP
ACP
CCP

Assess 
Rhythm

ICP
ACP
CCP

consider NaHCO3 1meq/kg only if 
preexisting hyperkalemia (renal failure), 

TCA or ASA OD 

ICP
ACP
CCP

Transport

See Protocol 6259:  Pediatric VF/
Pulseless VT (shock advised)

VF/VT
(SA)

Asystole
or

PEA
(NSA)

1.  Once ETT placed, give continuous chest compressions without pauses for
     breaths.   Give 8 - 10 "breaths" per minute.
2.  Epinephrine  IV/IO: .01mg/kg (.1cc/kg of 1:10,000) q 3-5 mins ETT: .1mg/kg
     (.1cc/kg of 1:1,000)  up to 1mg IV/IO or 10mg ETT q 3-5 minutes.

5 Cycles of CPR 1

Confirm A/W placement and effective 
oxygenation and ventilation.

PCP
ICP
ACP
CCP



Protocol: Pediatric PEA (no shock advised) PDN: 6258.03 Subject: Pediatric Cardiac Arrest Page 1

Department of Health

Last Updated: February 7, 2006

ARRIVE HERE 
FROM PROTOCOL 
6256:  PEDIATRIC 
CARDIAC ARREST 

OVERVIEW

Transport and/or call for ACP Intercept.
PCP
ICP

Establish IV
ICP
ACP
CCP

Search for and 
treat possible causes

- hypovolemia, hypoxia, 
hydrogen ion-acidosis, hyper/

hypokalemia, hypothermia
- tablets (OD), tamponade 
(cardiac), tension pneumo, 

thrombosis (coronary, 
pulmonary)

Epinephrine IV/IO/ETT 2
ICP
ACP
CCP

Assess 
Rhythm

ICP
ACP
CCP

consider NaHCO3 1meq/kg only if 
preexisting hyperkalemia (renal failure), 

TCA or ASA OD 

ICP
ACP
CCP

Transport

See Protocol 6259:  Pediatric VF/
Pulseless VT (shock advised)

VF/VT
(SA)

Asystole
or

PEA
(NSA)

1.  Once ETT placed, give continuous chest compressions without pauses for
     breaths.   Give 8 - 10 "breaths" per minute.
2.  Epinephrine  IV/IO: .01mg/kg (.1cc/kg of 1:10,000) q 3-5 mins ETT: .1mg/kg
     (.1cc/kg of 1:1,000)  up to 1mg IV/IO or 10mg ETT q 3-5 minutes.

5 Cycles of CPR 1

Confirm A/W placement and effective 
oxygenation and ventilation.

PCP
ICP
ACP
CCP



Protocol: Pediatric VF/Pulseless VT (shock advised) PDN: 6259.06 Subject: Pediatric Cardiac Arrest Page 1

Department of Health

Assess 
Rhythm

Asystole 
or PEA 
(NSA) 

Protocol

1.   Do not withhold defibrillation based on weight and size criteria.  Recommended settings are
      2J/kg for first shock, then 4J/kg for subsequent shocks.   If unable to adjust Energy settings
      (AED) use 200J Biphasic or Monophasic.
2.   Once ETT placed, give continuous chest compressions without pauses for breaths.
      Give 8 - 10 "breaths" per minute.
3.   Epinephrine  IV/IO: .1cc/kg of 1:10,000 (.01mg/kg) to a maximum per dose of 10cc (1mg).
      May use same dose IO for children less than 6 years old.  ETT:  .1cc/kg of 1:1,000 (.1mg/kg) to
      a maximum per dose of 10mg.
4.   Give 2 mins of CPR between defibrillations.

VF/VT
(SA)

Last Updated: May 12, 2006

ARRIVE HERE FROM 
PROTOCOL 6256:  

PEDIATRIC CARDIAC 
ARREST OVERVIEW

Defibrillate 1

5 Cycles of CPR 2

Confirm A/W placement and effective 
oxygenation and ventilation.

PCP
ICP
ACP
CCP

Establish IV
ICP
ACP
CCP

Asystole or PEA (no shock 
advised) Protocol 

PCP
ICP
ACP
CCP

Transport

Epinephrine q 3 – 5 mins 3

ICP
ACP
CCP

ICP
ACP
CCP

PCP
ICP
ACP
CCP

Lidocaine 1.0mg/kg IV/IO then 
0.5mg/kg q 10 min if required1 to 
a maximum total dose of 3.0mg/
kg.

ICP
ACP
CCP

resume attempts to defibrillate 4

resume attempts to defibrillate 4

ICP
ACP
CCP

TransportPCP



Assessment
- assess and support

ABCs
- provide oxygen
- attach monitor
- check blood

glucose

PCP
ICP
ACP
CCP

Subject: Pediatric Cardiac Arrhythmia Page 1Protocol:    Pediatric Bradycardia PDN: 6260.02

Department of Health

epinephrine
IV/IO: 0.01mg/kg

(1:10 000; 0.1mg/kg)
ET: 0.1mg/kg

(1:1 000; 0.1ml/kg)
- repeat q 3-5mins.

ICP

Transport

- atropine 0.02mg/kg
minimum dose 0.1mg**
 - may be repeated once

*BVM may be sufficient for peds. patients
**Child: maximum single dose: 0.5mg
Adolescent: maximum single dose: 1.0mg

Transport

IV access

PCP
ICP
ACP
CCP

ICP
ACP
CCP

ICP
ACP
CCP

Stable Transport
support ABCs

PCP
ICP
ACP
CCP

Yes

No

ICP
ACP
CCP

- Bradycardia generally arises due to hypoxia
therefore, airway, ventilation, and oxygenation
are the highest management priorities
- The cause of hypoxia should be identified and
corrected

- chest compressions if after
O2 and ventilation pulse
<60/min and perfusion is

not adequate for an infant or
neonate

O2 100% BVM

BP /
perfusion
adequate

Yes

No

PCP
ICP
ACP
CCP

airway /
ventilation
adequate

PCP
ICP
ACP
CCP

see pediatric
advanced airway

management
protocols

No

Yes

PCP
Transport
or call for ALS

intercept

ACP
CCP IV/IO access

Last Updated:   April 2, 2003



Assessment
- assess and support ABCs

- provide oxygen
- attach monitor

- adequate perfusion/stable
- rapid rhythm

ACP
CCP vagal maneuvers

Subject: Pediatric Cardiac Arrhythmia Page   1Protocol: Pediatric Tachycardia 
(adequate perfusion) PDN: 6261.04

Department of Health

Transport
identify and treat 
possible causes

ACP
CCP

Probable Sinus 
Tachycardia 

(ST)

Probable 
Supraventricular 

Tachycardia 
(SVT)

- p waves present
- RR variable

- infants: HR <220/min
- older children: 
HR <180/min
- QRS < .08

- p waves absent
- RR fixed

- infants: HR >220/min
- older children: 
HR >180/min
- QRS < .08

- adenosine 0.1mg/kg 
(max. first dose 6mg)
repeat once and double the 
dose (max. second dose 12mg) 
- 2-5ml NS after each dose  

ACP
CCP

Transport 2ACP
CCP

Transport
and call for ACP 

intercept 

PCP
ICP

QRS > .08

ACP
CCP IV access

Probable 
VT

1.  If runs of VT.
2.  Prepare for cardioversion if patient deteriorates

ACP
CCP IV access

TransportACP
CCPsuccessful Yes

No

Last Updated: May 12, 2006

ACP
CCP

Lidocaine 1.0mg/kg IV then 
0.5mg/kg q 10 min if required1

to a maximum total dose of 
3.0mg/kg.



Assessment
- assess and support ABCs

- provide oxygen

- attach monitor
- poor perfusion/unstable

- rapid rhythm

ACP
CCP

vagal maneuvers
(do not 

delay other 
interventions)

Subject: Pediatric Cardiac Arrhythmia Page 1Protocol: Pediatric Tachycardia (poor perfusion) PDN: 6262.05

Department of Health

Transport
identify and treat 
possible causes

ACP
CCP

Probable Sinus 
Tachycardia 

(ST)

Probable 
Supraventricular 

Tachycardia 
(SVT)

- p waves present
- rr variable

- infants: HR <220/min
- older children: 
HR <180/min
- QRS < .08

- p waves absent
- RR fixed

- infants: HR >220/min
- older children: 
HR >180/min
- QRS < .08

- adenosine 0.1mg/kg 
(max. first dose 6mg)
repeat once and double the 
dose (max. second dose 12mg)
- 2-5ml NS after each dose   

ACP
CCP

TransportACP
CCP

ACP
CCP IV/IO access

Transport
and call for  

ACP intercept 

PCP
ICP

QRS > .08

1.  If runs of VT.

cardioversion
0.5J/Kg, 1J/Kg, 2J/kg 

(up to 2 J/kg) 

ACP
CCP

Probable
VT

ACP
CCP

Lidocaine 1.0mg/kg IV 
then 0.5mg/kg q 10 min if 
required1 to a maximum 
total dose of 3.0mg/kg.

ACP
CCP

cardioversion
0.5-1.0J/kg 

(up to 2 J/kg)

No IV/IO access IV/IO access

ConversionNo Conversion

Last Updated: May 12, 2006



Assessment
- vital signs

 see pediatric
cardiac arrest

overview
protocol

Yes

No
PCP
ICP
ACP
CCP

Transport
ICP
ACP
CCP

No

Transport
and call for ALS

intercept

PCP

ACP
CCP

see pediatric
advanced airway

management
protocols

Protocol: Pediatric Near Drowning PDN: 6263.01 Subject: Pediatric Environmental Emergency Page 1

Department of Health

airway/
ventilation
adequate

ICP
ACP
CCP

PCP
ICP
ACP
CCP

 IV N/S to
maintain
perfusion

see hypothermia
protocol

Yes

ICP
ACP
CCP

IV NS bolus
20cc/kg, repeat x2

(see pediatric shock
protocols)

Yes

BP/
perfusion
adequate

No

- be aware of possible C-spine injury

suspect
hypothermia

Yes

No

PCP
ICP

- basic airway
management

- call for ACP
intercept

PCP
Transport
and call for ALS

intercept

Last Updated:   April 3, 2003



Stridor
Wheeze/

Bronchospas
m

see respiratory
distress (SOB)
NYD protocol

Respiratory
Distress

(SOB) NYD

see pediatric
stridor protocol

Assessment

see pediatric
wheeze/

bronchospasm
protocol

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

Protocol: Pediatric Respiratory Distress
(SOB) Overview PDN: 6264.01 Subject: Pediatric Respiratory Distress (SOB) Page 1

Department of Health

ACP
CCP

see pediatric
advanced airway

management
protocols

airway /
ventilation
adequate

see pediatric
shock protocol

O2 non
rebreather or

blow by

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

Yes

Yes

No

No

PCP
ICP

- basic airway
management

- call for ACP
intercept

BP /
perfusion
adequate

Last Updated:   April 3, 2003



Assessment
- assumes ABC

management

Protocol:   Pediatric Respiratory Distress (SOB) NYD PDN:   6265.01 Subject:    Pediatric
Respiratory Distress (SOB) Page  1

Department of Health

PCP
ICP
ACP
CCP

Transport

trial of
salbutamol

2.5mg repeat prn

PCP
ICP
ACP
CCP

oxygen 100%

PCP
ICP
ACP
CCP

Last Updated:   April 3, 2003



Assessment
- stridor

- inability to swallow
- sniffing
position

TransportACP
CCP

Protocol:    Pediatric Stridor PDN:    6266.02 Subject:  Pediatric Respiratory Distress (SOB) Page   1

Department of Health

PCP
ICP
ACP
CCP

Transport
and call for ACP

intercept

- sitting with
parent

- humidifeid
oxygen

racemic epinephrine
.05cc/kg/dose to a maximum of .5cc/dose

mixed with 3cc NS.

PCP
ICP

ACP
CCP

Deteriorating Yes ACP
CCP

see pediatric
advanced airway

management
protocols

No

Last Updated:   December 22, 2003



Mild/
Moderate

- wheeze
- increased

expiratory phase

Severe
- increased

respiratory rate
- accessory

muscles
- agitation

salbutamol
2.5mg repeat prn

ipratropium
bromide 500ug

repeat prn

Deteriorating

Transport

Extremis
 -  lethargic
- tripoding
- decreased

respiratory rate

salbutamol
2.5mg repeat prn

Assessment
- wheeze

- increases expiratory
phase

- agitation
- lethargic
- tripoding

IV saline lock en
route if possible

salbutamol
2.5mg repeat prn

No

Yes

Yes

No

PCP
ICP
ACP
CCP

ICP
ACP
CCP

PCP
ICP
ACP
CCP

ACP
CCP

ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

Protocol: Pediatric Wheeze/Bronchospasm PDN: 6267.02 Subject: Pediatric Respiratory Distress
(SOB) Page 1

Department of Health

Deteriorating

PCP
ICP
ACP
CCP

O2 non
rebreather or

blow by

epinepherine
1:1000

0.01mg/kg SQ

IV NS en route

intubate (see
advanced airway

management
protocols)

ICP
ACP
CCP

ICP
ACP
CCP

- basic airway
management
- call for P3

intercept

PCP
ICP

Last Updated:   April 3, 2003



IV NS bolus*
20cc/kg

IV NS bolus*
20cc/kg

Transport

dopamine
2-5ug/kg/min IV

see pediatric
anaphylaxis

protocol

PCP
ICP
ACP
CCP

ICP
ACP
CCP

PCP
ICP
ACP
CCP

ACP
CCP

ACP
CCP

Assessment

PCP
ICP
ACP
CCP

see pediatric
advanced airway

management
protocols

ACP
CCP

No

repeat x2 prn

ICP
ACP
CCP

Subject:   Pediatric Shock Page   1Protocol:   Pediatric Nontrauma Shock PDN:   6268.03

Department of Health

Anaphylaxis Hemorrhagic
Hypovolemic Septic Unknown

IV NS bolus*
20cc/kg

ICP
ACP
CCP

ICP
ACP
CCP

repeat x2 prn

Yes

No Response No Response No Response

repeat x2 prn

ICP
ACP
CCP

- do not delay on scene, transport immediately

Transport
PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

Transport

O2 non
rebreather or

blow by

airway/
ventilation
adequate

PCP
ICP

- basic airway
management

- call for ACP
intercept

*ACP IO if unable to obtain IV access

Last Updated:   April 3, 2003



O2 100%

PCP
ICP
ACP
CCP

Assessment
- hypoperfusion

- low BP
- increased HR

ICP
ACP
CCP

IV x2*

see pediatric
advanced airway

management
protocols

ACP
CCP

Subject:    Pediatric Shock Page   1Protocol:    Pediatric Trauma Shock PDN:    6269.01

Department of Health

ICP
ACP
CCP

Transport consider
other

mechanisms
of shock in

trauma

- spinal cord
injury

- spinal shock

tension
pneumothorax

pericardial
tamponade

repeat bolus
x2

see procedure
6610.00
needle

decompression

repeat bolus

ICP
ACP
CCP

ICP
ACP
CCP

ACP
CCP

ICP
ACP
CCP

Deteriorating/no response

*ACP IO if unable to obtain IV

airway
ventilation
adequate

Yes

No

ICP
ACP
CCP

IV NS bolus
20cc/kg

repeat bolus

Transport
ICP
ACP
CCP

PCP
ICP

- basic airway
management

- call for ACP
intercept

- do not delay on scene, transport immediately

PCP
Transport
and call for ALS

intercept

Last Updated:   April 3, 2003



Assessment
- scene safety
- mechanism

ABCs

spinal
immobilization

O2 by mask or
blow by

- IV NS bolus
20cc/kg repeat x2

(see pediatric
shock protocols)

IV access*

PCP
ICP
ACP

ICP
ACP
CCP

PCP
ICP
ACP

ICP
ACP
CCP

airway/
breathing
adequate

No

BP/
perfusion
adequate

Yes

No

see spinal
injury

protocol

see head
injury

protocol

see chest
trauma

protocol

see extremity
trauma

protocol

see abdominal
trauma

protocol

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

Transport
see trip

destination policy

ACP
CCP

- secondary
survey

- keep pt
warm

Yes

Subject: Pediatric Trauma (ABCs/Major) Page 1Protocol: Pediatric General Trauma Care PDN: 6270.01

Department of Health

see pelvic
trauma

protocol

PCP
ICP
ACP
CCP

- do not delay on scene, transport immediately

- hypoxia
- decreased

A/E unilaterally
- tracheal shift ACP

CCP

see pediatric
advanced airway

management
protocols

ACP
CCP

 see procedure
6610.00
needle

decompression

No
Yes

*ACP/CCP IO if unable to obtain IV

PCP
ICP

Transport
and call for ACP

intercept

Last Updated:   April 3, 2003



Assessment
- unanticipated childbirth

complications
- calm, reassure mom

Prolapsed
Cord

Foot or Arm
Presentation

Shoulders do
not deliver

readily

see newborn
care protocol

guide delivery
do not pull on

head

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCPPCP

ICP
ACP
CCP

PCP
ICP
ACP
CCP

Page 1Subject: Perinatal CarePDN: 6271.01Protocol: Childbirth

Department of Health

O2100%

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

raise presenting
part off cord

trendelenburg
+/- knee/chest

position

immediate
controlled
delivery

left lateral
position

Transport

allow baby's
buttocks to deliver

spontaneously

deliver umbilical
cord, gently pull
down 10-15cm

of cord

with baby in
lateral position
sweep baby's

arms out

alternate pushing
with light
panting

- with next contraction
mother to maximally

flex at hips
- sit up with assistant
supporting thighs or

squatting postion

head
crowning

"pant" do not
bear down

PCP
ICP
ACP
CCP

No

Yes

PCP
ICP
ACP
CCP

Transport
once arms are out, rotate

baby's back towards
mother's symphysis pubis

(baby face down)

if doesn't deliver in 2-3min,
place gloved hand with

fingers in a "v" formation
over baby's face and push

vagina away

maintain baby's
airway

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

Breech
Delivery

Uncomplicated
Delivery

semi sitting or
left lateral
position

once legs are
clear, support
body on palm/
wrist/forearm

guide head, once
born check and

loosen cord

Transport

- Do not use Lights and Sirens to transport unless mother and baby
compromised
- Pregnant women in their last three months of preganancy are to
be transported in a semi-sitting or left lateral position

PCP
ICP
ACP
CCP

gently suction if
time allows

PCP
ICP
ACP
CCP

deliver shoulders
down under

symphysis then
up*

dry baby and
allow mother to

hold

PCP
ICP
ACP
CCP

*never pull on baby

Last Updated:   April 3, 2003



Assessment

IV NS see newborn
care protocol

do not pull on
cord

clamp cord
(greater than

5cm from baby)

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

ICP
ACP
CCP

No

Department of Health

Page   1Subject:   Perinatal CarePDN:    6272.02Protocol:    Childbirth/Post Natal Mother Care

Yes
evidence of
significant
post partum
hemorrhage

syntocinon IV,
30u in 1L run at

250cc/hr

ICP
ACP
CCP

PCP
ICP
ACP
CCP

vigorously
massage uterine
fundus until firm

No

mother baby

placenta
delivered

Yes

PCP
ICP
ACP
CCP

Transport

Transport
PCP
ICP
ACP
CCP

placenta
delivered

syntocinon IV,
30u in 1L run at

250cc/hr

ICP
ACP
CCP

No

Yes

Last Updated:   April 3, 2003



Assessment
- evaluate respirations

- dry, remove wet
linen

- suction mouth,
then nose

PCP
ICP
ACP
CCP

watch for
spontaneous
respirations

Subject:    Perinatal Care Page    1Protocol:    Neonatal Resuscitation PDN:    6273.02

Department of Health

O2 100%

PPV (BVM)

PCP
ICP
ACP
CCP

none or
gasping spontaneous

evaluate
HR

evaluate
color

observe and
monitor

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

Transport

pink or
peripheral
cyanosis

blue

evaluate
HR

- continue
ventilation

- chest
compressions

continue
ventilation

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

below 60

60-100
HR not increasing HR increasing

above 100

Transport
PCP
ICP
ACP
CCP

ACP
CCP

epinephrine**
0.1cc/kg ETT

(1:10 000)

PCP
ICP
ACP
CCP

Transport
- continue O2

100%

PCP
ICP
ACP
CCP

O2 100%*

below 100

above 100

PCP
ICP
ACP
CCP

evidence of
stillbirth

see policy

 HR below
60

No

Yes

HR below
60 after 30

seconds

Yes

No

ACP
CCP

intubate
(see pediatric advanced

airway management
protocols)

TransportPCP
ICP

*via blow by: hold O2 tubing 3cm from neonate's
mouth and nare and cup hand around end of
tubing to direct oxygen toward neonates face
**if no improvement in HR

- continue
ventilation

- chest
compressions

PCP
ICP
ACP
CCP

Last Updated:   April 3, 2003



Assessment
- meconium present

PCP
ICP
ACP
CCP

- dry baby, remove wet
towels

- gently stimulate and
keep warm on mother's

chest

Subject:    Perinatal Care Page 1Protocol:    Newborn Care PDN:    6274.01

Department of Health

attempt to
intubate and

suction below
cords

ACP
CCP

Yes

No

see neonatal
resuscitation

protocol

PCP
ICP
ACP
CCP

- crying
- vigorous

No

Yes

gently suction
mouth, then nose

for meconium

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

gently suction
mouth, then nose
if secretions
copius

see neonatal
resuscitation

protocol

evaluate
breathing

breathing
regularly

evaluate
HR

PCP
ICP
ACP
CCP

apneic/
gasping

< 100bpm> 100bpm

evaluate
colorpink

keep warm in
blankets on

mother's chest

PCP
ICP
ACP
CCP

Transport
PCP
ICP
ACP
CCP

central
cyanosis

free flow oxygen
80-100%

PCP
ICP
ACP
CCP

pink  cyanosed

slowly withdraw
oxygen keep
warm with

mother

PCP
ICP
ACP
CCP

- Assess overall clinical impression of
baby's adjustment to birth (crying, vigorous)
and obtain 1 & 5 minute APGAR for record
only
- DO NOT wait for 1 minute APGAR to
start resuscitation if required

Last Updated:   April 3, 2003



Assessment
- clinical evidence

or history of pregnancy

trendelenburg
+/- knee/chest

position

see PV bleed/
threatened
abortion
protocol

- transport
-  left lateral
recumbent
position

raise presenting
part off cord

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

ICP
ACP
CCP

No

Yes

Department of Health

Page 1Subject: Perinatal CarePDN: 6275.01Protocol: Perinatal Mother Care

ICP
ACP
CCP

- IV NS 500cc
bolus repeat prn

- O2 100%

Yes

O2 100%

PCP
ICP
ACP
CCP

Yes

< 20 weeks > 20 weeks

- left lateral
decubitus
position

PCP
ICP
ACP
CCP

No

Yessee childbirth
protocol

Yes

No

PCP
ICP
ACP
CCP

No

see childbirth
protocol

PCP
ICP
ACP
CCP

breech or
limb

presentation

crowning

Transport
PCP
ICP
ACP
CCP

- ? seizure
- increased BP

- decreased
LOC

see pre-
eclampsia/
eclampsia
protocol

PCP
ICP
ACP
CCP

heavy vaginal
bleeding

prolapsed cord

No see shock
protocols

PCP
ICP
ACP
CCP

Yeshypovolemic
shock

No

crowning

Last Updated:   April 3, 2003



Assessment
- pregnant mother
- third trimester
- seizure and or
severe headache

and or
increased BP

see shock
protocols

O2 by mask

IV NS

see advanced
airway

management
protocols

PCP
ICP
ACP
CCP

ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

airway/
ventilation
adequate

No

Yes

No

Yes

Department of Health

Page 1Subject: Perinatal CarePDN: 6276.03Protocol: Pre-Eclampsia/Eclampsia

BP/perfusion
adequate

ACP
CCP

MgSO4
4gm IV* at
1 gm/min

Yesseizure diazepam 5mg
IV push

ICP
ACP
CCP

ICP
ACP
CCP

see seizure
protocol

No

Transport**
non Lights &

Siren

PCP
ICP
ACP
CCP

*may give magnesium IM if unable to get IV, indications for magnesium (seizure, severe headache, BP > 160/100)
** PCP and ICP call for ACP intercept

Last Updated:   February 7, 2005
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See Violent/
Agitated 
Protocol

Assessment
Evidence of 

Immediate Danger

See Overdose/
Poisoning 
Protocol

Yes

No

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

No

Evidence of 
OD

PCP
ICP
ACP
CCP

Remain on scene while 
MHMCT worker decides 

management plan.

No

Unknown

PDN: 6277.02Protocol: Depressed/Suicidal Subject: Psychiatric Page 1

Department of Health

Medical 
Evaluation

Last Updated: November 3, 2006

1.   MHMCT:
- Mental Health Mobile Crisis Team (429-8167) available to respond in Halifax Regional Police
  Catchment area between 1300 – 0100 daily.
- Mental Health Worker available by phone from 0900 – 0500 daily for patients in Capital Health
  District.

Unstable See appropriate 
acute care 
Protocol

PCP
ICP
ACP
CCP

Stable

Yes

Patient Danger 
to Self

YesTRANSPORT

MHMCT
Available 1

TRANSPORT OR CLEAR

Yes



Assessment*
- overt agression
- potential risk to

paramedics

- physical restraint
or monitor

situation, await
police

await police

Transport**

- medical,
psychiatric
assessment

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

No

Yes

Yes

No

*     be aware of the possibility of hypoglycemia
**   whether police accompany you in ambulance or transport patient in their vehicle, this  will be made on a case by case basis,
        either way
 Patients receiving Medication must be Transported by Ambulance

Protocol: Violent/Agitated PDN: 6278.03 Subject: Psychiatric Page 1

Department of Health

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

attempt verbal
control

Midazolam 5 mg
IM

ACP
CCP

immediate
risk or harm
to patient or

others

Yes

No

leave scene
immediately

- call for police
assistance

- ensure scene
safety

successful

PCP
ICP
ACP
CCP

Last Updated:   February 9, 2005



Assessment
- HPI/PMH

- acuity
- crackles
- wheezes

Asthma COPD
(emphysema)

Pulmonary
Edema

(CHF)

Anaphylaxis

Other/
Unknown

- pulmonary embolus
- pneumonia

- hyperventilation

-wheeze
- <50yr

- hx asthma
- envir.

exposure
- acuity

- wheeze
- > 50yr

- hx COPD,
smoker

- cough/sputum
- acuity

- crackles
- increased JVP
- hx CHF, MI

- acuity

- lip/tongue
swelling
- wheeze

- recent allergic
exposure
- epi. pen

- no evidence of
other diagnosis

see asthma
protocol

see COPD
protocol

see pulmonary
edema (CHF)

protocol

see anaphylaxis
protocol

see
respiratory

distress (SOB)
NYD protocol

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

Page   1Subject:    Respiratory Distress (SOB)PDN:   6279.01Protocol:    Respiratory Distress (SOB) Overview

Department of Health

Stoma/Trach

PCP
ICP
ACP
CCP

see stoma/trach
protocol

Last Updated:   April 3, 2003



Mild / 
Moderate

- expiratory wheeze
- speaking in sentences

- O2 sat >92%

Severe
- decreased a/e 
throughout with 

expiratory wheeze
- resp. distress
- O2 sat <92%

O2 to maintain 
sats >92%

O2 100% BVM 
prn

ipratropium 
bromide 0.5mg 
aerosol/MDI

O2 to maintain 
sats >92%

epinephrine 
0.3mg IM 

Deteriorating

Transport

Near Death
- decreased LOC
- unable to speak

- cyanosis
- ineffective resp. 

effort

salbutamol*

Assessment
- < 50yr

- hx asthma
- environmental 

exposure

IV saline lock

salbutamol*

see advanced 
airway 

management 
protocols

No

Yes

Yes

No

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

ICP
ACP
CCP

PCP
ICP
ACP
CCP

ACP
CCP

PCP
ICP
ACP
CCP

ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

Protocol: Asthma PDN: 6280.04 Subject: Respiratory Distress (SOB) Page   1

Department of Health

Deteriorating

salbutamol*
PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

see COPD 
protocol

No

Yes

*5mg by mask or 4-6 puffs by MDI/spacer, repeat 
prn

Last Updated: February 22, 2006



Mild /
Moderate

- expiratory wheeze
- speak in full sentences

- O2 sat >90%

Severe
- decreased a/e

throughout with
expriatory wheeze

- unable to speak in full
sentences

- accessory muscle use
- O2 sat <90%

O2 to maintain
sats

 90% - 92%

O2 100% BVM
prn

ipratropium
bromide 0.5mg

aerosol/MDI

see advanced
airway

management
protocols

Deteriorating

Deteriorating

Transport

Near Death
 - decreased LOC
- unable to speak

- cyanosis
- ineffectual resp. effort

salbutamol*

Assesment
- > 50yr

- hx COPD
- smoker

- cough/sputum

IV saline lock

salbutamol*

salbutamol*

No

Yes

Yes

No

PCP
ICP
ACP
CCP

O2 to maintain
sats

90% - 92%

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

ICP
ACP
CCP

PCP
ICP
ACP
CCP

ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

Protocol: COPD PDN: 6281.03 Subject: Respiratory Distress (SOB) Page 1

Department of Health

*5mg by mask or 4-6 puffs by MDI/spacer, repeat prn

Last Updated:   March 26, 2004



Assessment
- crackles

- increased JVP
- hx CHF, MI

- acuity

Mild /
Moderate
- able to speak

sentences
- crackles base only

- O2 sat >92%

Severe
- resp. distress

- crackles throughout
- O2 sat <92%

morphine
2.5-5mg IV

O2 100% BVM

furosemide IV
(only if currently

on a diuretic)

see advanced
airway

management
protocols*

nitro S/L
repeat q5min

prn

salbutamol**

Deteriorating
(see near death)

Deteriorating
(see severe)

Transport

Near Death
- decreased LOC

-cyanosis
- dropping sats

- ineffective resp.
drive

Yes

No

nitro S/L
repeat q5min

prn

Yes

No

ICP
ACP
CCP

ACP
CCP

ACP
CCP

ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

Department of Health

Protocol: Pulmonary Edema (CHF) PDN:    6282.05 Subject: Respiratory Distress (SOB) Page    1

IV saline lock
ICP
ACP
CCP

PCP
ICP
ACP
CCP

nitro S/L
repeat q5min

prn

furosemide IV
(only if currently

on a diuretic)

ACP
CCP

ACP
CCP

morphine
2.5-5mg IV

salbutamol**
PCP
ICP
ACP
CCP

ACP
CCP

*ACP, CCP may give PEEP at 5-10cmH2O
**only if wheezes present

Last Updated:  March 26, 2004

O2 to maintain
sats >92%

PCP
ICP
ACP
CCP

High flow  with
reservoir

PCP
ICP
ACP
CCP



Assessment

O2 to maintain
sats > 90%

IV saline lock

Transport

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

ICP
ACP
CCP

No

Yes

Department of Health

Page 1Subject: Respiratory Distress
(SOB)PDN: 6283.02Protocol: Respiratory Distress NYD

airway/
ventilation
adequate

BP/perfusion
adequate

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

see advanced
airway

management
protocols

see shock
protocols

No

Yes

Last Updated:   March 26, 2004



Assessment
- ABCs

- primary survey

PCP
ICP
ACP
CCP

O2 to trach or seal over
stoma*

(keep sats 90-92%)

Subject:      Respiratory Distress (SOB) Page 1Protocol:      SOB (Stoma/Trach) PDN: 6284.02

Department of Health

suction patient
via trach or
stoma prn

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

Transport

see asthma/
COPD protocol

PCP
ICP
ACP
CCP

wheezingYes

No

Yes
PCP
ICP
ACP
CCP

Transport

No

improving

Yes

BVM to trach
and assist

ventilations

No

improving

trach

stoma

PCP
Transport
or call for ALS

intercept

PCP
ICP
ACP
CCP

ICP
ACP
CCP

intubate via
stoma**

*if not ventilating, bag mask patient and have partner seal stoma with hand and 4x4 to prevent air leak
**intubate via stoma using largest ETT that will fit.  Do not use a stylet

Last Updated:   March 26, 2004



Assessment
- ABCs

synchronized
cardioversion

- etiology
pump vs rate

problem

Protocol: Cardiogenic Shock PDN: 6285.03 Subject: Shock Page 1

Department of Health

PCP
ICP
ACP
CCP

O2 100% by
mask

ICP
ACP
CCP

see advanced
airway

management
protocols

ICP
ACP
CCP

500cc NS bolus

external pacer

ICP
ACP
CCP

ACP
CCP

ICP
ACP
CCP

IV access x2*

intubate prn

ICP
ACP
CCP

SVT or VT
with

hypoperfusion

bradycardia
with

hypoperfusion

CHF/chest
pain/ MI with
hypoperfusion

ACP
CCP

atropine 0.5mg
IV push (repeat

max. 3mg)

500cc NS bolus
ICP
ACP
CCP

dopamine IV
start at 5ug/kg/min

and titrate

ACP
CCP

ACP
CCP vagal maneuver

ACP
CCP

adenosine
6mg IV push

repeat once and
double the dose

SVT
(narrow

complex)

ACP
CCP

VT
 (wide

complex)

lidocaine
1mg/kg IV

ICP
ACP
CCP

ICP
ACP
CCP

Transport

PCP
Transport
and call for ALS

intercept

Stable

Yes

No

*do not delay on
scene, transport
immediately

StableNo

Transport
ICP
ACP
CCP

Yes

dopamine IV
start at 5ug/kg/min

and titrate

Last Updated:   April 3, 2003



IV NS bolus
1-2L**

IV NS bolus
1-2L

repeat bolus x1

see anaphylaxis
protocol

PCP
ICP
ACP
CCP

ICP
ACP
CCP

ICP
ACP
CCP

ICP
ACP
CCP

ACP
CCP

Assessment
airway/ventilation

adequate

ICP
ACP
CCP

IV x2 large bore

see advanced
airway

management
protocols

PCP
ICP
ACP
CCP

No

Transport

ICP
ACP
CCP

PCP
ICP
ACP
CCP

see cardiogenic
shock protocol

Subject: Shock Page 1Protocol: Nontrauma Shock PDN: 6286.02

Department of Health

Anaphylaxis
Cardiogenic

- arrhythmia
- MI

Hemorragic
- GI bleed
- PV bleed

- aneurysm*
Hypovolemic

- vomiting
- diarrhea

Septic Unknown

IV NS bolus
1-2L

ICP
ACP
CCP

ICP
ACP
CCP

Transport

Yes

Transport
ICP
ACP
CCP

- do not delay on scene, transport immediately

Transport
and call for ALS

intercept
PCP PCP

Transport
and call for ALS

intercept

Transport
and call for ALS

intercept
PCP

*maintain SBP > 90mmHg
**do not give to patients suspected to have leaking aneurysm

if no response
dopamine IV

start at 5ug/kg/min
and titrate

Last Updated:   April 3, 2003



- O2 100%
- intubate prn

IV saline lock
ICP
ACP
CCP

ICP
ACP
CCP

Assessment
- spinal precautions

prn

ICP
ACP
CCP

IV x2 large bore

see advanced
airway

management
protocols

PCP
ICP
ACP
CCP

ICP
ACP
CCP

IV NS bolus
keep BP at
100mmHg

Subject: Shock Page 1Protocol: Trauma Shock PDN: 6287.01

Department of Health

- NS bolus
titrate to keep

BP > 100mmHg

ICP
ACP
CCP

ICP
ACP
CCP

Transport*

penetrating

chest +
abdominal

- short prehos.
time (<10min)
- trauma O.R.

ready

head injury
GCS < 8

ICP
ACP
CCP

- NS 1L bolus
titrate to keep

BP > 120mmHg

No or UnsureYes

No Yes

consider
other

mechanisms
of shock in

trauma

- spinal cord
injury

- spinal shock

tension
pneumo

pericardial
tamponade

repeat
bolus

see procedure
6610 needle

decompresssion

repeat
bolus

ICP
ACP
CCP

ACP
CCP

ICP
ACP
CCP

deteriorating

Transport*
ICP
ACP
CCP

mechanism

- do not delay on scene transport immediately

*follow trip destination policy 6120

blunt

Last Updated:   April 3, 2003



see shock
protocols

Assessment
- GCS
- V/S

No

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

Transport
to nearest
hospital

Yes

PCP
ICP
ACP
CCP

see
hypoglycemia

protocol

Protocol: Stroke/CVA/TIA PDN: 6288.03 Subject: Stroke-CVA-TIA Page 1

Department of Health

No

Yes

PCP
ICP
ACP
CCP

see advanced
airway

management
protocols

airway/
ventilation
adequate

BP/
perfusion
adequate

glucometer
> 4mmol/L

- abnormal
speech

- unilateral
weakness

- facial droop

PCP
ICP
ACP
CCP

Transport
to nearest
hospital*

IV saline lock
ICP
ACP
CCP

Yes

No

Yes

No

vomiting

PCP
ICP
ACP
CCP

see nausea/
vomiting
protocol

Yes

No

*when stroke centres are designated provincially, these
patients will be transported to these centres regardless
of the duration of symptoms

Last Updated:   April 3, 2003



Assessment
- cardiac / O2 monitor

 see shock
protocols

IV saline lock

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

airway/
ventilation
adequate

No

Yes

Yes

BP/perfusion
adequate

No

Protocol: Chemical Splash/Burn PDN: 6289.02 Subject: Toxicologic Emergency Page 1

Department of Health

PCP
ICP
ACP
CCP

O2 100% by
mask prn

PCP
ICP
ACP
CCP

see advanced
airway

management
protocols

ICP
ACP
CCP

irrigate with
water

dry dressing

Transport

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

 morphine
2.5-5mg IV prn

ICP
ACP
CCP

- ensure scene safe
- consider hazmat see Policy 6140
- do not delay on scene, transport immediately,
treat en route

Last Updated:   April 1, 2003



Unspecified
OD

- narcan 0.4mg
IV or 0.8mg SQ
(repeat narcan

0.4mg prn)

IV NS bolus

see
hypoglycemia

protocol

bolus 1mEq/kg
bicarb IV

Transport

Yes

IV saline lock
ICP
ACP
CCP

ICP
ACP
CCP

PCP
ICP
ACP
CCP

ICP
ACP
CCP

ICP
ACP
CCP

Assessment
airway/ventilation

adequate

PCP
ICP
ACP
CCP

see shock
protocols

see advanced
airway

management
protocols

PCP
ICP
ACP
CCP

No

No

Evidence
Opioids
- unable to

intubate/ventilate
to keep O2
sats > 90

PCP
ICP
ACP
CCP

supportive care

- seizures
- decreased BP

- increased
QRS>10mm

- wide complex
tachy

Subject: Toxicologic Emergency Page 1Protocol: Overdose/Poisoning PDN: 6290.02

Department of Health

Assessment
- evidence
- etiology

- glucometer
< 4mmol/L

No

PCP
ICP
ACP
CCP

BP/perfusion
adequate

Yes

Yes

Evidence
TCA

Last Updated:    September 16, 2003



Assessment
- scene safety

- protective clothing

ICP
ACP
CCP

atropine 1mg IV
every 5min prn

PCP
ICP
ACP
CCP

see shock
protocols

Protocol: Pesticide Poisoning PDN: 6291.01 Subject: Toxicologic Emergency Page 1

Department of Health

PCP
ICP
ACP
CCP

decontamination
if skin exposure

Yes

PCP
Transport
and call for ALS

intercept

airway/
ventilation
adequate

PCP
ICP
ACP
CCP

see advanced
airway

management
protocols

BP/perfusion
adequate

No

No

Yes

Transport
ICP
ACP
CCP*SLUDGE

Salivation
Lacrimation (watery eye)
Urination
Defecation
GI upset
Eye problems

- hypotention
- bradycardia

- dilated pupils
- SLUDGE*

Last Updated:   April 3, 2003



Assessment
- scene safe*

- protective clothing

PCP
ICP
ACP
CCP

see advanced
airway

management
protocols

Protocol: Radiation Injury PDN: 6292.01 Subject: Toxicologic Emergency Page 1

Department of Health

PCP
ICP
ACP
CCP

- await clearance
from scene
commander

- see policy 6140

PCP
ICP
ACP
CCP

see procedure
6637

decontamination

PCP
ICP
ACP
CCP

 O2 100% by
mask

see shock
protocols

PCP
ICP
ACP
CCP

airway/
ventilation
adequate

No

Yes

BP/perfusion
adequate

Yes

Yes

No

No

patient
contaminated**

No

Yes

PCP
ICP
ACP
CCP

Transport

Transport

PCP
ICP
ACP
CCP

ICP
ACP
CCP

IV NS

dimenhydrinate
10-20mg IV prn

ICP
ACP
CCP

*see policy 6140 (Hazardous Material Exposure)
**at no time during or after the accident does an exposed patient carry radioactive material or emit radiation. In contrast, contamination
accidents involve not only exposure, but the patient has radioactive materials present either externally or internally.  As a result, the
contaminated patient is continuously exposed to radiation from the contaminated material until it is removed and he/she will give off
radiation to responding rescuers

Last Updated:   April 3, 2003



Assessment
- cardiac / O2 monitor

PCP
ICP
ACP
CCP

see shock
protocols

Protocol: Smoke Inhalation PDN: 6293.01 Subject: Toxicologic Emergency Page 1

Department of Health

PCP
ICP
ACP
CCP

O2 100%

Yes

ICP
ACP
CCP

IV saline lock

airway/
ventilation
adequate

PCP
ICP
ACP
CCP

see advanced
airway

management
protocols*

BP/
perfusion
adequate

No

No

Yes

Transport
PCP
ICP
ACP
CCP

evidence of
burns

evidence of
trauma

Yes

Yes

No

No

PCP
ICP
ACP
CCP

see burn
protocols

PCP
ICP
ACP
CCP

see general
trauma care

protocol

*consider early intubation if any evidence of airway burn

Last Updated:   April 3, 2003



Assessment
-mechanism for
spinal injury*

- age > 65

PCP
ICP
ACP
CCP

Transport
no spinal

precaution

PCP
ICP
ACP
CCP

- spinal
immobilization

- see spinal injury
management

protocol

Protocol: C-Spine Clearance PDN: 6294.01 Subject: Trauma (ABCs/Major) Page 1

Department of Health

No

*mechanism of spinal injury:
- fall > 1m/5 stairs
- axial loading injury
- MVC high speed, rollover, ejection
- motorcycle
- penetrating trauma to spine
** no:
- acute stress reaction
- intoxication
- abnormal mental status
- distracting injuries
- communication problems

PCP
ICP
ACP
CCP

spinal
immobilization

Yes

No

Yes

Yes

full ROM by
patient

without pain

PCP
ICP
ACP
CCP

spinal
immobilization

No

reliable
patient

exam**

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

spinal
immobilization

spinal
immobilization

motor/sensory
exam

No

Abnormal

spinal pain or
tenderness

Normal

Yes

Last Updated:   April 3, 2003



Assessment
- scene safety
- mechanism

ABCs

spinal
immobilization

prn

O2 by mask prn

see trauma shock
protocol

IV access

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

ICP
ACP
CCP

airway/
breathing
adequate

No

BP/
perfusion
adequate

Yes

No

see spinal
injury

protocol

see head
injury

protocol

see chest
trauma

protocol

see extremity
trauma

protocol

see abdominal
trauma

protocol

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

Transport
PCP
ICP
ACP
CCP

see C-spine
clearance
protocol

PCP
ICP
ACP
CCP

- secondary
survey

- keep pt
warm

Yes

see trip
destination policy

PCP
ICP
ACP
CCP

Subject: Trauma (ABCs/Major) Page 1Protocol: General Trauma Care PDN: 6295.01

Department of Health

see pelvic
trauma

protocol

PCP
ICP
ACP
CCP

- GCS 15
- alert and
oriented x3

Yes

No

do not delay on scene, transport immediately

PCP
ICP
ACP
CCP

see advanced
airway

management
protocols

Last Updated:   April 3, 2003



Assessment
- ? open wounds

- ? impaling object
still in place

- ? abd. wall/flank
bruising

PCP
ICP
ACP
CCP

assumes ABC
management

see general trauma
care protocol

Subject: Trauma (Major) Page 1Protocol: Abdominal Trauma PDN: 6296.01

Department of Health

if impaling object
in place then leave
in, support, dress

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

Transport

IV saline lock
en route

ICP
ACP
CCP

Last Updated:   April 3, 2003



Assessment
- ? distal part

available/viable
- ? ongoing bleeding

PCP
ICP
ACP
CCP

assumes ABC
management

see general trauma
care protocol

Subject: Trauma (Major) Page 1Protocol: Amputation PDN: 6297.01

Department of Health

- direct pressure
- sterile dressing

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

Transport

- wrap in gauze
- place in plastic bag

- place bag in ice
water

PCP
ICP
ACP
CCP

ICP
ACP
CCP

morphine
2.5-5mg IV prn*

*Peds- 0.1mg/kg

distal part
available/

viable

No

Yes

IV access

ICP
ACP
CCP

Last Updated:   April 3, 2003



Assessment
- ? oxygenation

- ? shifted trachea
- ? flail chest

- ? sucking chest
wound

PCP
ICP
ACP
CCP

assumes ABC
management

see general trauma
care protocol

Subject: Trauma (Major) Page 1Protocol: Chest Trauma PDN: 6298.01

Department of Health

see procedure
6610.00
needle

decomression

ACP
CCP

PCP
ICP
ACP
CCP

Transport

3-sided
occlusive
dressing

PCP
ICP
ACP
CCP

- hypoxia and
shifted trachea

- hyperresonance
and decreased

A/E

sucking chest
wound
(open

pneumothorax)

No

Yes

No

Yes

Transport
and call for

ACP intercept

PCP
ICP

IV saline lock
en route

ICP
ACP
CCP

Last Updated:   April 3, 2003



Assessment
- distal neurovascular

status
- deformity

- ? open wound

PCP
ICP
ACP
CCP

assumes ABC
management

see general trauma
care protocol

Subject: Trauma (Major) Page 1Protocol: Extremity Trauma PDN: 6299.01

Department of Health

local pressure if
ongoing
bleeding

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

Transport

 morphine
2.5-5mg

IV prn**

- splint and
immobilize
- traction if
femur #*

dress open
wounds
- elevate

affected part prn

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

ICP
ACP
CCP

*if patient stable IV and analgesia before splinting and/or moving patient
**Peds- 0.1mg/kg

ICP
ACP
CCP

IV access

Last Updated:   April 3, 2003



Assessment
- GCS

- pupils
- weakness

PCP
ICP
ACP
CCP

assumes ABC
management

see general trauma
care protocol

Subject: Trauma (Major) Page 1Protocol: Head Injury PDN: 6300.01

Department of Health

PCP
ICP
ACP
CCP

Transport

acute dilated pupil
with unilateral

weakness
(intubated patient)

aggressive
support

oxygenation
(sats > 98%)

PCP
ICP
ACP
CCP

hyperventilate
see policy 6161

PCP
ICP
ACP
CCP

Yes

IV NS to
maintain

BP > 120mmHg

ICP
ACP
CCP

Last Updated:   April 3, 2003



Assessment
- unstable pelvic

fracture

PCP
ICP
ACP
CCP

assumes ABC
management

see general trauma
care protocol

Subject: Trauma (Major) Page 1Protocol: Pelvic Trauma PDN: 6301.01

Department of Health

PCP
ICP
ACP
CCP

Transport

resistant
hypotension

pelvic
stabilization

(sheet support)

PCP
ICP
ACP
CCP

IV NS
ICP
ACP
CCP

Last Updated:   April 3, 2003



Assessment
- weakness /
numbness

PCP
ICP
ACP
CCP

assumes ABC
management

see general trauma
care protocol

Subject: Trauma (Major) Page 1Protocol: Spinal Injury PDN: 6302.02

Department of Health

aggressive
support

oxygenation
(sats > 98%)

PCP
ICP
ACP
CCP

PCP
ICP
ACP
CCP

Transport

IV NS to
maintain

BP > 120mmHg

ICP
ACP
CCP

Yes

No

resistant
hypotension

see trauma shock
protocol

PCP
ICP
ACP
CCP

Last Updated:   April 3, 2003



Assessment
- ? weakness/numbness in

legs
- ? incontinent/retention

stool
or urine

Protocol: Back Pain PDN: 6303.01 Subject: Trauma (Minor) Page 1

Department of Health

PCP
ICP
ACP
CCP

 immobilize, if
evidence of trauma

or neurologic
compromise*

ICP
ACP
CCP

morphine
2.5-5mg

IV prn**

Transport
PCP
ICP
ACP
CCP

*if patient stable IV and analgesia before splinting and/or moving patient
**peds - 0.1mg/kg

Last Updated:   April 3, 2003



Assessment
- isolated injury

- neurovascular status 

Protocol: Fractures/Sprains/Abrasions/Lacerations PDN: 6304.02 Subject: Trauma (Minor) Page 1

Department of Health

PCP
ICP
ACP
CCP

splint, 
immobilize, 
dress open 
wounds 1

ICP
ACP
CCP

morphine 
2.5 -5mg 2

IV prn 3

Transport

1.   If patient stable, IV and analgesia before splinting and/or moving patient.
2.   Peds - 0.1mg/kg infused at 1mg/min.
3.   If unable to start IV, give Morphine 5mg subcutaneously PRN. 

PCP
ICP
ACP
CCP

Last Updated: November 3, 2006
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