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San Francisco EMS Agency 
October 1, 2024 


Policy & Protocol App Updates 
 


Table 1: All Updates Go Live October 1, 2024 
SECTION Type DESCRIPTION OF UPDATES 


5000-Destination Policy • Added destination decision in section 4  


• Added pediatric destination decision in section 6.5  


• Added last seen normal timeframe for stroke patients 
in section 6.7  


• Added Psychiatric destination and reporting in section 
6.11.2.1 and 6.11. 


7010-EMS at Special Events Policy • Changed peak crowd size from 2,500 to 1000; added 
events designated by other gov agencies. 


• Added timeline for medical plan fee payment. 


• Deleted provision to meet current DPH Sobering Center 


• guidelines for staffing 
• Updated Flowchart to reflect peak crowd size changes 


2.03 Altered Mental Status Protocol • Removed “MAD” 


• Removed “glucose paste” 


• Created algorithm  


• Added “AEIOU TIPS”  
2.05 Return of Spontaneous 
Circulation 


Protocol • Removed Dopamine 
• Added Epinephrine Infusion 


2.06 Chest pain/ACS Protocol • Removed Morphine 
• Removed requirement to give Fentanyl in presence of 


chest pain 


2.07 Bradycardia Protocol • Removed NPO and Oxygen language in BLS section. 


• Added “Call for ALS Recourses if BLS Dispatched” in BLS 


• Updated Atropine and Epinephrine Infusion usage 


• Added language in comments section. 


• Created Algorithm 


2.08 Tachycardia Protocol • Added minor language of “regular” to stable narrow 
complex. 


• Noted that this protocol will be reviewed in full  
2.09 Pain Control  Protocol  • Updated Midazolam and dose to 5mg  


2.13-Adult Seizure Protocol • Algorithm created. 
• Removed NPO language in BLS section. 


• Removed Naloxone language in ALS section. 


• Added note on pre-eclampsia. 


• Added treatment pathway for Eclampsia. 


• Added Magnesium Sulfate language in ALS section 


2.17-Hyperkalemia Protocol • Created algorithm   


• Added visual of "sine" wave 


• Updated prioritization  CaCL  


• Updated CaCl and Sodium Bicarb administration and 
dosage 


• Added IV flushing 







• Added Hyperkalemia and crush syndrome in indications 


• Updated pediatric medication dose from 2g to 4g 
2.18 Opioid Overdose Protocol • Updated criteria to align with the State 


• Decreased age to 16 


• Removed Base Hospital Contact criteria 


• Updated COWS to 8  


4.01 General Trauma 
Assessment 


Protocol • Amended Protocol Name 


• Removed language in BLS section 


• Removed language in ALS section 


• Removed Morphine 


• Added Ketamine 


• Amended dosage for Ondansetron 


• Amended dosage for Ibuprofen 


• Amended reporting language in Comments section 


• Amended Base Contact language in Comments section 


4.03 Head and Neck Trauma Protocol • Removed language in BLS section 


• Removed language in ALS section 


• Removed Morphine 


• Added Ketamine 


• Amended dosage for Ondansetron 


• Amended dosage for Ibuprofen 


• Amended reporting language in Comments section 


• Amended Base Contact language in Comments section 
4.04 Chest, Abdominal, and 
Pelvic Trauma 


Protocol • Removed language in BLS section 


• Removed language in ALS section 


• Removed Morphine 


• Added Ketamine 


• Amended dosage for Ondansetron 


• Amended dosage for Ibuprofen 


• Removed language in Comments section 


• Amended reporting language in Comments section 


• Amended Base Contact language in Comments section 
4.05 Extremity Bleeding 
Control 


Protocol • Amended Protocol Name 


• Removed language in BLS section 


• Removed language in ALS section 


• Added language in ALS section 


• Removed Morphine 


• Added Ketamine 


• Removed language in Comments section 


• Amended reporting language in Comments section 


• Amended Base Contact language in Comments section 


4.06 Burns Protocol • Removed language in BLS section 


• Added language in BLS section 


• Removed language in ALS section 


• Added language in ALS section 


• Removed Morphine 


• Added Ketamine 







• Amended dosage for Ondansetron 


• Amended dosage for Ibuprofen 


• Restored language in Comments section 


• Amended reporting language in Comments section 


• Amended Base Contact language in Comments section 


4.07 -Trauma in the 
Obstetric Patient 


Protocol • NEW 
• Created Algorithm 


5.01-Vaginal Bleeding Protocol • Added language in ALS section. 
• Added language in comments section. 
• Created algorithm 


5.03-Normal Delivery and 
Post Delivery Care 


Protocol • NEW 


• Created Algorithm 


5.04-Childbirth: 
Complications 


Protocol • NEW 
• Created Algorithm 


5.05-Uncontolled 
Hemorrhage 


Protocol • NEW 


• Created Algorithm 


5.06-Postpartum 
Hemorrhage 


Protocol • NEW 


• Created Algorithm 


5.07-Premature Birth (<36 
weeks) 


Protocol • NEW 
• Created Algorithm 


5.08-Elevated Blood 
Pressure 


Protocol • NEW 
• Created Algorithm 


7.06 Thoracostomy Protocol • Removed Heimlich valve and equipment used with 
device 


• Changed preferred site language from MAL to AAL  
7.14 Report Abuse and 
Assault 


Protocol • Renamed protocol to “Report Abuse/Assault/Human 
Trafficking  


• Added language for suspicion of human trafficking and 


documentation requirements  
7.18 Transcutaneous Pacing Protocol • NEW 


8.10 Pediatric Seizure Protocol • Updated language on Base Hospital contact to include 
contacting after Diastat Gel  


8.12 Pediatric Pain Control Protocol • Added dosing language for Fentanyl, Ketamine and 


• Ondansetron in ALS section 


• Added “Do not co-administer Fentanyl and 
Ketamine” in ALS section. 


• Removed Morphine language in ALS section. 


• Added Ketamine language in Base Hospital Contact 
Criteria section. 


• Removed Morphine language in Base Hospital Contact 
Criteria section 


• Included maximum dose of Midazolam Added “IO” to 
Ketamine 


9.01 Pediatric Trauma Protocol • Added Ketamine for 3 years and up. 


• Added “no co-administration of Ketamine and 


Fentanyl.” 


• Updated algorithm to reflect Ketamine addition 


• Added clearer dosing and preference route for ODT 
Zofran in children 







11.04 Field Amputation Protocol  • Updated use of Ketamine to be included  


• Updated Ketamine from 500 mg to 1000mg under 
physician notes 


• Removed language in Base Hospital Contact  


14.1 Buprenorphine and 
Naloxone 


Protocol/Medication • Updated to reflect updated state criteria  


14.1 Epinephrine  Protocol/Medication  • Added Epinephrine Infusion language “for adult use 
only” under indications for bradycardia.  


• Added Epinephrine Infusion language “not for use in  


• pediatric bradycardia” in pediatric infusion dosage 
section  


• Addded "pediatric Bradycardia" under Cardiac arrest 
indications  


14.1 Calcium Chloride Protocol/Medication • Updated dosage to include max dose from 2g to 4g 


14.1 Ketamine Protocol/Medication • NEW 


14.1 Magnesium Sulfate Protocol/Medication • Removed language in Action section. 


• Added language in Indications section. 


• Removed language in Indications section. 


• Amended language in potential side effects section. 
• Added language for polymorphic V-tach in Adult & 


Pediatric dose/route. 


• section 


• Added language for eclampsia/pre-eclampsia in adult. 


• dose/route section 


• Added language in notes section 


14.1 Sodium Bicarbonate Protocol/Medication • Added Hyperkalemia and crush syndrome in 
indications   


• Updated dosage 


• Included “Crush Syndrome” in pediatric indications 


• Added language to dilute with sterile water if under 2 
years old  
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1. PURPOSE 
1.1. To identify the approved ambulance-transport destinations for the San Francisco EMS System. 
1.2. To delineate clinical criteria when patients should be transported to a general or specialty care 


hospitals or other alternate destinations. 
 


2. DEFINITION 
Decision Maker: Generic term used in this policy to refer to whoever is making the transport 
destination decision for the EMS patient. This may include the patient, family, or medical personnel 
managing the patient’s care. For patients with psychiatric illness, this may also include the 
custodian placing the 5150 involuntary hold. 
 


3. POLICY 
3.1. The Emergency Medical Services (EMS) Agency designates hospitals approved to receive 


ambulances according to Policy 5010 – Receiving Hospital. The EMS Agency Medical Director 
may approve Specialty Care Facilities or alternate destinations that support the mission of the 
EMS System to receive ambulance patients as either temporary or permanent additions to the 
EMS System. 


3.2. Ambulances may only transport patients to the approved destinations listed in this policy.  
Prearranged inter-facility transports, as defined in Policy 5030 – Interfacility Transfers are 
exempt from this policy. 


3.3. When a patient is in need of specialty treatment (e.g., OB/GYN, STEMI, etc.), the ambulance 
crew may bring the patient directly to that hospital’s specialty care department if directed to 
do so by hospital staff. 
 


4. DESTINATION DECISION 
4.1. Hospital destination decisions for EMS patients shall be prioritized based on the following: 


4.1.1. Patients meeting specialty care triage criteria; 
4.1.2. Hospital diversion status and/or EMS Alert status (see Section 5); 
4.1.3. Patient preference; 
4.1.4. Family or private physician preference (if patient unable to provide information); 
4.1.5. Patients without a preference who require no specialty care shall be transported to the 


closest open general medical designated hospital. 
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4.2. Should a patient bypass the closest open facility for Section 4.1.3. – 4.1.5., the rationale shall 
be documented in the Patient Care Report and by the Emergency Department triage nurse on 
intake. For any issues resulting in destination selection of an EMS patient based on the above 
criteria, an Exception Report shall be submitted to the EMS Agency. 


4.3. Patients who are in law enforcement custody such as being under arrest, detained, and 
incarcerated: 
4.3.1. All patients who are incarcerated (e.g., inmate from county jail or to/from court 


hearing) or in law enforcement custody who are transported from county jail 
booking/holding/parking areas must be taken to Zuckerberg San Francisco General 
Hospital (unless specialty is not available at ZSFG, e.g., burns). 


4.3.2. Patients who are in Law Enforcement Custody who do not meet the conditions as 
described in previous subsection shall follow standard destination criteria, which 
allows for transport to any Receiving Hospital and are subject to Diversion and EMS 
Alert. Patients meeting Specialty Care criteria must be transported to the most 
appropriate specialty care facility. 


4.4. Patients with medical needs meeting any of the Clinical Field Triage Criteria listed below will be 
transported to the most appropriate specialty care facility. Specialty care designations include 
the following: 
4.4.1. Pediatric Medical 
4.4.2. Pediatric Critical Medical 
4.4.3. STAR (STEMI and/or Post Arrest with ROSC) 
4.4.4. Replantation (Microvascular Surgery) 
4.4.5. Burns 
4.4.6. Obstetrics 
4.4.7. Stroke 
4.4.8. Trauma 
4.4.9. LVAD 
4.4.10. Post-Sexual Assault 
4.4.11. Sobering 


4.5. Destinations other than those listed in this policy require approval from the Base Hospital 
Physician prior to transport except in instances as noted in Policy 4030 Intercounty and Bridge 
Response. 


4.6. In the event of a Multi-Casualty Incident (MCI), destinations will be determined in accordance 
with Policy 8000 – Multi-Casualty Incident. 
 


5. EMS ALERT 
5.1. EMS Alert: Automatic ambulance routing function to supplement Hospital Diversion. EMS 


Alert looks at a ratio of current EMS volume and ED size to provide a fluid, point-intime 
reflection of each hospital’s EMS impact. 
5.1.1. EMS Alert ratio is calculated as follows: 
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5.1.1.1. 60-Minute EMS Volume (Numerator): The sum of the units en route + units 
at-hospital + units cleared in the past 60 minutes. 


5.1.1.2. ED Surge Cap (Denominator): Determined by the “30% or 5 Rule” which is 
30% of a hospital’s licensed ED bed count or 5, whichever is lowest. 


5.1.1.3. Receiving Facilities that have changes to their licensed ED bed count shall 
notify the EMS Agency within 30 days. 


5.2. EMS Alert status shall be followed by EMS Personnel, consistent with Diversion Policy 5020. 
EMSA shall add a dashboard to the monthly Hospital Report for EMS Provider compliance with 
EMS Alert. 


5.3. Ambulances are not permitted to transport to a Receiving Facility while on EMS Alert except: 
5.3.1. Patients who meet any criteria which would allow bypass of diversion (e.g. Trauma, 


stroke, STEMI, etc.) 
5.3.2. Extenuating circumstances where a patient has specific clinical needs that require care 


at a certain facility (e.g., recent transport or <48-hour surgical patient requesting 
transport to the hospital that performed the procedure). These situations required 
approval from the Dispatch Rescue Captain or King American/AMR On-duty Supervisor 
prior to transport. EMS Alert bypass requires documentation of the extenuating 
circumstances within the Patient Care Record (PCR) and the name of the supervisor 
who approved the bypass. 
5.3.2.1. Examples include, but not limited to: 


• Recent organ transplant patient going to the hospital that performed the 
procedure 


• Patient <48-hours post-surgery requesting transport to the hospital that 
performed the procedure 


• Patient recently discharged (<2-hours) from an ED returning to the 
hospital where they were initially seen 


• Patient with an EMS6 care plan in which EMS6 feels another hospital is 
not appropriate 


• Patient with cancer receiving specialized care such as chemotherapy 
5.4. EMS Alert Suspension: diversion suspension has no effect on EMS Alert. EMS Alert is 


suspended when the sum of hospitals on Diversion, Trauma Override, or EMS Alert is equal to 
or greater than 5. When EMS Alert is suspended, hospitals might receive 1 additional 
ambulance transport above their designated ratio each time EMS Alert is suspended. 


5.5. In order to obtain EMS Alert and Hospital Diversion status, review of ReddiNet via mobile data 
terminal shall be the primary tool by EMS personnel. Calling DEC shall be a secondary option, 
such as in cases of equipment failure, to minimize radio traffic and routing errors. 
 


6. CLINICAL FIELD TRIAGE CRITERIA 
6.1. Critical Airway: Patients in whom EMS personnel cannot obtain adequate airway control 


should be transported to the closest Receiving Hospital regardless of diversion status. For 
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patients under age 18, the preference is for a critical pediatric medical hospital (CPMC Van 
Ness or UCSF Mission Bay) if ETA is equal to or less than any other receiving facility. 


6.2. Adult Critical Medical: Patients with one (1) or more of the following conditions should be 
transported to the closest Receiving Hospital: 
6.2.1. Airway obstruction or respiratory insufficiency with inadequate ventilation; 
6.2.2. Hypotension with shock; 
6.2.3. Status epilepticus; 
6.2.4. Acute deteriorating level of consciousness without trauma. 


6.3. Adult Medical: Patients who do not meet any of the following: critical airway, critical medical 
adult or specialty criteria, may be transported to any Receiving Hospital or Standby Receiving 
Hospital. 


6.4. Pediatric Critical Medical: 
6.4.1. Pediatric definition of <18 years old applies only to this policy for selection of a hospital 


destination. It does NOT apply to any patient treatment policies or protocols. 
6.4.2. Patients under age 18 with 1 or more of the following conditions should be transported 


to the closest Pediatric Critical Medical receiving hospital): 
6.4.2.1. Cardiopulmonary arrest or post-arrest; 
6.4.2.2. Hypotension with shock; 
6.4.2.3. Status epilepticus; 
6.4.2.4. Acute deteriorating level of consciousness without trauma 


 
6.5. Pediatric Medical: Pediatric definition of <18 (under 18) years old applies only to this policy for 


selection of a hospital destination unless already addressed where a pediatric patient meets 
specialty triage (e.g. Trauma Triage Criteria). It does NOT apply to all pediatric patient 
treatment protocols when providing medical care. Patients under age 18 years not meeting 
the criteria for Critical Medical Pediatric may be transported to any Receiving Hospital listed as 
“pediatric medical”. 


6.6. ST Elevation Myocardial Infarction / Post Arrest with ROSC (STAR): Patients are considered to 
be STEMI patient if they meet the STEMI criteria as defined in Protocol 2.06 – Chest Pain/Acute 
Coronary Syndrome. Patients experiencing a STEMI shall be transported to a designated  STAR 
Center according to the following hierarchy: 
6.6.1. Cardiopulmonary arrest - Patients who are age 18 or over and are in cardiac arrest or 


those who are post-arrest with return of spontaneous circulation in the field; 
6.6.2. Patients who are unstable and would experience a significant delay in their care by 


transport to a preferred STAR Center shall be transported to the closest, designated 
STAR Center; 


6.6.3. Patient preference for transport to a specific Receiving Hospital that is designated as a 
STAR Center; 


6.6.4. Family or private physician preference (if patient unable to provide information) for 
transport to a specific Receiving Hospital that is designated as a STAR Center; 
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6.6.5. Patients without a preference shall be transported to the closest Receiving Hospital 
that is designated as a STAR Center. 


6.7. Stroke: Patients who are age 18 or over and are experiencing the symptoms of acute stroke 
(last seen normal within 24 hours prior to 911 call) and exhibiting an “abnormal” result on the 
Cincinnati Prehospital Stroke Scale (see Protocol 2.14 – Stroke) shall be transported to a 
designated Stroke Center according to the following hierarchy: 
6.7.1. Patients who are unstable and would experience a significant delay in their care by 


transport to a preferred Stroke Center shall be transported to the closest designated 
Stroke Center; 


6.7.2. Patient preference for transport to a specific Receiving Hospital that is designated as a 
Stroke Center; 


6.7.3. Family or private physician preference (if patient unable to provide information) for 
transport to a specific Receiving Hospital that is designated as a Stroke Center; 


6.7.4. Patients without a preference shall be transported to the closest Receiving Hospital 
that is designated as a Stroke Center. 


6.8. Replantation: If the patient has any of the following amputations or devascularization injuries, 
they may be taken to the Replantation (Microsurgical)Facility of their choice or to the closest 
Replantation Center if the patient has no preference: 
6.8.1. Isolated amputation or partial amputation distal to the ankle or wrist; 
6.8.2. Extensive facial, lip, or ear avulsion; 
6.8.3. Penile amputation; 
6.8.4. If the patient meets trauma triage criteria, transport to a Trauma Center; 
6.8.5. Simple avulsion lacerations of the distal phalanx will be transported to any open 


Receiving Hospital or the closest open Receiving Hospital if the patient has no 
preference. 


6.9. Burns:  Patients with the following criteria shall be transported to the Saint Francis Hospital 
Burn Center: 
6.9.1. Partial thickness burns > 10% of the total body surface area (TBSA); 
6.9.2. Burns involving the face, eyes, ears, hands, feet, genitalia, perineum or major joints; 
6.9.3. Full thickness or 3rd degree burns in any age group; 
6.9.4. Serious electrical burns; 
6.9.5. Serious chemical burns; 
6.9.6. Inhalation injuries (including burns sustained in a closed space for purposes of facial 


burns); 
6.9.7. Pediatric burn patients who do not meet trauma triage criteria shall be transported to 


Saint Francis Memorial Hospital; 
6.9.8. Transport to Zuckerberg San Francisco General Hospital Trauma Center if the burned 


patient meets trauma triage criteria. 
6.10. Obstetrics:  Pregnant patients who are over 20 weeks gestation (by patient history) with any 


condition that does not fall under other specialty center should be transported to the 
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Obstetrics Specialty Care Facility of their choice or the closest open Obstetrics Specialty Care 
Facility if the patient has no preference. 


6.11. Psychiatric (see 5000.2 Flowchart):  The psychiatric criteria listed below apply to patients with 
signs and symptoms of a psychiatric illness, with or without a 5150 involuntary hold: 
6.11.1. For patients with signs and symptoms of a psychiatric illness who are under law 


enforcement custody, refer to Section 4.3: 
6.11.2. For patients with signs and symptoms of a psychiatric illness, the destination is based 


on the following: 
6.11.2.1. Patient age; 
6.11.2.2. Patients meeting specialty care triage criteria; 
6.11.2.3. Hospital diversion and/or EMS Alert status; 
6.11.2.4. For involuntary patients (e.g. a 5150 hold or conservatorship), the patient 


decision maker placing the hold will identify hospital destination. 
6.11.2.5. Patient preference; 
6.11.2.6. Family/guardian or private physician preference; 
6.11.2.7. If no preference, hospital location (“geographically closest”). 


6.11.3. Should a patient bypass the closest open facility in Section 6.11.2.4. – 6.11.2.7., the 
rationale shall be documented in the Patient Care Report and by the Emergency 
Department triage nurse on intake. For any issues resulting in destination selection of 
an EMS patient based on the above criteria, an Exception Report shall be submitted to 
the EMS Agency. 


6.11.4. Patients with signs and symptoms of a psychiatric illness less than 18 years old must go 
to medically appropriate pediatric designated Receiving Hospital. 


6.11.5. Patients with signs and symptoms of a psychiatric illness AND WITH suspected or active 
medical complaints must go to medically appropriate Receiving Hospital. This includes: 
6.11.5.1. Patients who are severely agitated or combative and whose combativeness 


prevents an assessment (vital signs or examination) and / or requires field 
sedation with midazolam. 


6.11.5.2. Patients with any medication overdose or who show signs of potential 
toxicity from drugs or alcohol. 


6.11.6. Patients with signs and symptoms of a psychiatric illness may go to directly Psychiatric 
Emergency Services (PES) at Zuckerberg San Francisco General (ZSFG) if it is open (not 
on divert) and are medically appropriate by meeting ALL of the following criteria: 
6.11.6.1. Age 18 – 65 years. 
6.11.6.2. Glasgow Coma Score of 13 or greater; 
6.11.6.3. Pulse rate between 55 - 120; 
6.11.6.4. Systolic blood pressure between 90 - 190; 
6.11.6.5. Diastolic blood pressure between 60 - 110; 
6.11.6.6. Respiratory rate between 12 - 24; 
6.11.6.7. Temperature between 96.5 and 100.5°F (or 35 to 38°C); 
6.11.6.8. Oxygen saturation greater than 94%; 
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6.11.6.9. Blood glucose level between 60 – 250; 
6.11.6.10. No active bleeding; 
6.11.6.11. No bruising or hematoma above clavicles; 
6.11.6.12. No active seizure and; 
6.11.6.13. No lacerations that have not been treated. 


6.12. Trauma: Emergent patients meeting the criteria described in Policy 5001 – Trauma Triage 
Criteria will be transported to a Trauma Center 


6.13. LVAD: Any patient with a left ventricular assist device (LVAD) should be transported to the 
LVAD Center that implanted the device (UCSF or CPMC Van Ness).  Crews are authorized to 
BYPASS the closest San Francisco LVAD Center to get the patient to the LVAD Center that 
implanted their device no matter the patient’s condition.  If the LVAD Center that implanted 
the device is not in San Francisco, the patient should be transported to the closest San 
Francisco based LVAD Center. 


6.14. Post-Sexual Assault: Any patient who self-identifies as a victim of sexual assault or abuse 
within the 72 hours prior to their activation of 911 services AND does not have an overriding 
medical complaint or meet any special care criteria listed in this policy should go to Zuckerberg 
San Francisco General Hospital. This also applies to pediatric patients who are identified as 
being victims of sexual assault or abuse. 


6.15. Alternate Destination (Sobering Services): Intoxicated patients with no acute medical 
condition(s) or co-existing medical complaints may go to an approved sobering service, if the 
patient meets the following criteria: 
6.15.1. Be at least 18 years or older; 
6.15.2. Voluntarily consents or has presumed consent (when not oriented enough to give 


verbal consent) to go to an approved sobering service; 
6.15.3. If going to the San Francisco Sobering Center, must not be on their “Exclusion List.” 
6.15.4. Be medically appropriate by meeting ALL of the following criteria: 


6.15.4.1. Indication of alcohol intoxication from alcoholic beverage (odor of alcoholic 
beverages on breath, bottle found on person); 


6.15.4.2. Glasgow Coma Score of 13 or greater; 
6.15.4.3. Pulse rate between 55 - 120; 
6.15.4.4. Systolic blood pressure between 90 - 190; 
6.15.4.5. Diastolic blood pressure between 60 - 110; 
6.15.4.6. Respiratory rate between 12 - 24; 
6.15.4.7. Temperature between 96.5 and 100.5°F (35 and 38°C); 
6.15.4.8. Oxygen saturation greater than 94%; 
6.15.4.9. Blood glucose level between 60 – 250; 
6.15.4.10. No active bleeding; 
6.15.4.11. No bruising or hematoma above clavicles; 
6.15.4.12. No active seizure and; 
6.15.4.13. No lacerations that have not been treated. 
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6.15.5. If ALS transport by a Paramedic to Sobering Services, Paramedic shall hold Triage to 
Alternate Destination Accreditation under Policy 2050. 


6.16. Alternate Destination (Veteran’s Hospital [VA] Standby Facility): Any patient who identifies as 
a VA member, requests transport to the San Francisco VA Medical Center, and do not meet the 
following: 
6.16.1. Critical airway 
6.16.2. Critical medical adult or specialty criteria 
6.16.3. If ALS transport by a Paramedic to San Francisco VA Medical Center, Paramedic shall 


hold Triage to Alternate Destination Accreditation under Policy 2050. 
6.17. Additional Alternative Destination Information 


6.17.1. If a patient meets above criteria, but requests transport to an emergency department, 
the patient shall be transported to a Receiving Facility. 


6.17.2. If a patient is transported to an Alternate Destination and is found to no longer meet 
criteria, patient shall be immediately transported to a Receiving Facility. 


6.17.3. Alternate Destinations shall send with each patient copies of all medical records 
related to the patient’s transfer. 


6.17.4. Transportation to an Alternate Destination shall not be based on or affected by a 
patient’s ethnicity, citizenship, age, preexisting medical condition, insurance status, 
economic status, ability to pay for medical services or any other characteristic as 
defined as California Civil Code, Division 1, Section 51 except to the extent a 
circumstance such as age, sex, preexisting medical condition, or physical or mental 
disability is medically significant to the provision of appropriate medical care to the 
patient. 
 


7. AUTHORITY 
7.1. California Health and Safety Code, Division 2.5, Sections 1798, 1798.163, and 1801-1857 
7.2. California Code of Regulations, Title 22, Division 9, Chapter 5 
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Appendix A 


“EMS Alert” Guide Sheet 


EMS Alert is a parallel system to Diversion. It provides a fluid, point-in-time reflection of each 
hospital’s EMS impact based on current EMS activity in relation to a hospital’s capacity. 
Background information, technical details, and FAQ can all be found in the EMS Alert section of 
the Policy & Protocol App, as well as on the EMS Agency webpage.  


Instructions for using EMS Alert are below and are based on current guidance from the EMS 
Agency Medical Director. The EMS Memo with this information can also be found on the Policy 
& Protocol App and webpage.  
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1. PURPOSE
1.1. Establish minimum standards for emergency medical services at mass gatherings, special


events, and reduce impact to the 911 system. 


2. POLICY
2.1. The term “Special Event” is used in this policy to refer to: any gathering with an expected peak


crowd size of more than 1,000 people at any one �me; events with more than 100 swimmers; 
any parade as defined in Ar�cle 4 of the San Francisco Police Code; Major Events or Athle�c 
Events as defined in Ar�cle 6 of the San Francisco Transporta�on Code; and events 
permitted under Chapter 90 of the San Francisco Administra�ve Code; and events designated 
by other government agencies such as the United States Coast Guard, Port of San Francisco, 
Na�onal Park Services and San Francisco Recrea�on and Parks. 
2.1.1. Special Event Medical Plans requiring review by the EMS Agency Medical Director, or 


designee shall meet the EMSA assigned Level designa�on or greater based on the Risk 
Assessment Matrix in Appendix A. 


2.1.2. The EMS Agency Medical Director has the final authority in determining the 
applicability of any standard, Level designa�on, and what shall be considered an 
adequate Event Medical Plan. 


3. SPECIAL EVENT MEDICAL PLANS
3.1. Special Event Medical Plans shall include, but not be limited to, the following considera�ons:


3.1.1. Event descrip�on, including event name, loca�on and expected atendance. 
3.1.2. Par�cipant safety (the safety plan for event par�cipants and spectators) 
3.1.3. Non-par�cipant safety (the safety plan for individuals not par�cipa�ng in, but affected 


by the event such as neighboring local residents and on-lookers) 
3.1.4. Descrip�ons of the following medical resources: 


3.1.4.1. Personnel cer�fied in cardio-pulmonary resuscita�on, rapid access to 
automa�c external defibrillator(s), and 911 access; 


3.1.4.2. First aid sta�on(s) (if indicated; see Appendix A); 
3.1.4.3. Ambulance(s) (if indicated; see Appendix A); 
3.1.4.4. Mobile medical resource(s) (if indicated; see Appendix A); and 
3.1.4.5. In addi�on to first aid supplies, a Mul� Casualty Incident Medical Kit with 


medical equipment for 50 vic�ms (Policy 4001). MCI Kit must be the MCI kit 
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as required on Ambulances; however Boards/Worksheets and Posi�on Vests 
are op�onal. 


3.2. Special Event Communica�ons Plans, including name(s) and contact informa�on for the event 
leader and a point of contact on the day of the event, a descrip�on of direct rou�ne 
communica�ons, and a descrip�on of disaster communica�ons if cell phones are not available 
(e.g., two-way radios). A descrip�on of communica�ons between the following shall be 
included: 
3.2.1. Venue staff and/or security personnel, event coordinator, and medical personnel; 
3.2.2. Medical personnel located at a first aid sta�on and mobile resources and/or satellite 


sta�ons; 
3.2.3. Medical personnel and the City and County 911 Dispatch Center; 
3.2.4. Medical personnel and ambulances as applicable, and 
3.2.5. Medical staff at Receiving Hospitals as applicable. 


3.3. Disaster Plan describing the ability to care for a minimum of 50 event atendees and staff as 
casual�es. The plan must include training of all event medical personnel in the disaster plan, 
the START disaster triage system, and all appropriate necessary equipment. This may be done 
at any �me prior to the start of the event. 


4. EMT SERVICES AT SPECIAL EVENTS
4.1. On-site medical personnel shall be minimally cer�fied as an EMT-1 in California and equipped


to provide the complete EMT-1 Scope of Prac�ce as defined in California Code of Regula�ons, 
Title 22, Sec�on 100063. They shall follow San Francisco EMS Agency Policies and Protocols. 


4.2. Paramedics equipped and used to provide Basic Life Support need only be licensed by the 
State of California. 


5. PARAMEDIC SERVICES AT SPECIAL EVENTS
5.1. Paramedics, u�lizing the Advanced Life Support Scope of Prac�ce, deployed as part of a


Special Events Medical Plan shall be: 
5.1.1. Licensed in the state of California; 
5.1.2. Approved by the EMS Agency as: 


5.1.2.1. Accredited in the City and County of San Francisco 
5.1.2.2. Endorsement under Policy 7010, Appendix D, Standby NonTransport 


Paramedic; 
5.1.3. On-duty with an approved San Francisco ALS Service Provider for the dura�on of the 


event for which they are deployed; and 
5.1.4. Equipped to provide Advanced Life Support care. 


5.2. Paramedics shall follow San Francisco EMS Agency Policies and Protocols. An on-scene 
physician may provide medical direc�on only as allowed in EMS Agency Policy #4041 Physician 
on Scene. 
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6. AMBULANCE SERVICES AT SPECIAL EVENTS
6.1. Ambulances deployed as part of the approved Event Medical Plan shall be permited for


opera�on in San Francisco by the EMS Agency. 
6.2. Should an ambulance transport from the event, Department of Emergency Communica�ons 


(DEC) shall be no�fied. DEC and/or Ambulance Providers will not regularly backfill an 
addi�onal unit to a special event. 


7. AUTOMATIC EXTERNAL DEFIBRILLATORS
7.1. Automa�c External Defibrillators (AEDs) should be made accessible to medical personnel and


non-medical personnel trained in its use and located throughout the venue in loca�on(s) that 
will enable the first shock to a person in cardiac arrest within 5 minutes of no�fica�on of 
qualified personnel. The current San Francisco EMS Response Interval Standard for �me to 
defibrilla�on must be met by the responding agencies. 


8. PROCEDURES FOR SUBMITTING SPECIAL EVENT MEDICAL PLANS
8.1. Special Event Medical Plans shall be submited following guidelines posted on the San


Francisco EMS Agency website. Plans shall be submited 30 days in advance. 
8.2. A fee will be assessed for each medical plan and payment must be made upon submission of 


the medical plan. 
8.3. The EMS Agency Medical Director or designee shall review the Special Event Medical Plan 


within 15 days and respond to both the event sponsor and the City permi�ng agency as 
follows: 
8.3.1. Approved without modifica�on. 
8.3.2. Approval pending submission of addi�onal informa�on specified by the reviewer. 
8.3.3. Not approved with an explana�on of the decision. 


8.4. The event sponsor may appeal the decision by resubmi�ng the plan to the EMS Agency 
Medical Director. A review will occur within 5 days of receipt. The EMS Agency Medical 
Director’s decision shall be delivered to the event sponsor within 5 business days of the 
review. 


9. PROCEDURES FOR SUBMITTING POST-EVENT MEDICAL TREATMENT REPORTS
9.1. The event sponsor will submit an Event Medical Treatment Report, within 3 business days of


the conclusion of the event, to the EMS Agency Medical Director or designee. The report will 
provide a summary of the medical incidents during the event that involved the EMS plan 
medical resources. This summary will include at a minimum the number of pa�ents seen at 
the first aid sta�on(s) or other facili�es, their age, gender, chief complaint, and disposi�on. 


10. EMS AGENCY STAFF CONTACT
10.1. The EMS Agency staff point of contact for ques�ons on this policy or Special Event Medical


Plans may be reached via contact informa�on published on the EMS Agency website. 
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11. BLS USE, TRANSPORTATION, AND DOCUMENTATION FROM SPECIAL EVENTS
11.1. If Advanced Life Support (ALS) is available at the special event, an ALS Assessment should


occur prior to transport by a Basic Life Support (BLS) ambulance, in accordance with the ALS 
Criteria in Appendix C. 
11.1.1. If an ALS resource is providing triage or determina�on of BLS pa�ents, the individual or 


unit shall be designated in the EMS medical plan. 
11.2. A BLS ambulance can transport without an ALS Assessment under the following criteria: 


11.2.1. The pa�ent does not meet any ALS Criteria (Appendix C) guidelines 
11.2.2. The pa�ent is being transported from inside a designated special event or event box. 
11.2.3. The event has an approved medical plan on file with the EMS Agency. 


11.3. If a BLS ambulance transport from a Special Event, the following condi�ons shall apply: 
11.3.1. On departure from special event, BLS ambulance shall no�fy DEC of transport. DEC will 


not regularly backfill an addi�onal unit to a special event. 
11.3.2. EMTs transpor�ng from the special event shall have, at a minimum, 4 hours of an EMS 


Agency approved and provider documented annual training in: 
11.3.2.1. Field to Hospital Communica�ons including Early No�fica�on 
11.3.2.2. Communica�ons to DEC 
11.3.2.3. Pa�ent assessment skills 
11.3.2.4. ALS Criteria 
11.3.2.5. Hospital Des�na�ons and Designa�ons 
11.3.2.6. Hospital Diversion 
11.3.2.7. Documenta�on including Pa�ent Declines Transport (PDT) 


11.3.3. The preceding paragraph XI.C.2. is waived if EMT already meets requirements in EMSA 
Policy 2000, Sec�on 6 “Required Training for Independent Work Assignment on an ALS 
Ambulance” 


11.3.4. All pa�ent transported via BLS Ambulance with or without an ALS Assessment shall 
submit a PCR and excep�on report to the EMS Agency within 24 hours of transport. 


11.4. A BLS ambulance can transport without an ALS assessment from a special event when 
authorized under separate EMSA policies. 
11.4.1. This policy shall not supersede EMSA Policy 4041 “On-Viewed Incidents.” For cri�cal, 


life-threatening condi�ons, the BLS ambulance may transport if the ETA to the closest 
receiving hospital is less than the ETA of responding ALS resources. 


11.4.2. BLS transporta�on from a special event is intended for MCI/surge plans pursuant to 
EMSA Policy 7010 or by EMSA medical director approval via memo. BLS transporta�on 
is not to be u�lized in regular, daily 911 opera�ons and responses. 


11.4.3. Documenta�on 
11.4.3.1. EMTs that are an approved resource within an approved EMS medical plan 


may respond, evaluate, and create PDT documenta�on (NOT Against Medical 
Advice). 


11.4.3.2. All AMA pa�ents require an ALS Assessment and shall follow Policy 4040 
procedures. 







POLICY REFERENCE NO: 7010 EFFECTIVE DATE: 10/1/24 


5 


12. AUTHORITY
12.1. California Health and Safety Code, Sec�ons 1797.202, 1797.204, 1797.220, 1798
12.2. California Code of Regula�on, Title 22, Sec�ons 100063, 100146, 100166, 100168
12.3. San Francisco Transporta�on Code, Division I, Ar�cle 6
12.4. San Francisco Police Code Ar�cle 4
12.5. Administra�ve Code sec�on 90.4
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APPENDIX A 


GUIDELINES FOR MINIMUM MEDICAL RESOURCES AT SPECIAL EVENTS 


Level: The Level, ranked from 1 (most resources) to 5 (least amount of resources), determines 
the minimum resources required at a special event. An event must have the available resources 
based on the highest ranked level based upon known risk factors (i.e., Event promoter shall 
follow Level 1 guidelines if ranked to both Level 1 and Level 3). 


Mi�ga�ng Factors: If an event has factors that are less likely to impact the 911 system, the Level 
can be reduced by 1 Level for a one-�me reduc�on. To be considered for a reduc�on by the 
EMSA, the event shall be reoccurring and meet mi�ga�ng factors in flow chart listed below. If an 
event is reduced by 1 Level and impacts the 911 system or event-type changes, the reduc�on 
can be revoked by the EMSA Medical Director for future events. The reduc�on is assessed each 
year. 


All Levels: All Levels shall have CPR trained responders with AEDs and CPR plus 911 access. 


Level 1: Highest Level for minimum medical resources. A Level 1 ranking usually results in city-
wide response and coordina�on. Mul�ple ALS and BLS units (greater than 4) need to be 
obtained. ALS resources are required. Foot teams, bikes, gators, and event EMTs are likely to be 
used heavily. Department of Emergency Communica�ons (DEC) should have an on-site 
dispatcher. EMSA should have an EMSA Liaison designated for the event. A BLS memo may be 
pre-approved by the EMSA Medical Director or ready for implementa�on if necessary for the 
911 system. 


Level 2: Second-highest Level for minimum medical resources. A Level 2 ranking usually results 
in some public safety department response and coordina�on. Mul�ple ALS and BLS units (3 or 
greater) need to be obtained. ALS resources are required. Foot teams, bikes, gators, and event 
EMTs are likely to be used heavily. Depending on the event, a Department of Emergency 
Communica�ons (DEC) may have an on-site dispatcher, and EMSA may have an EMSA Liaison 
designated for the event. Usually, a BLS memo is unnecessary for a Level 2 event. 


Level 3: A Level 3 ranking requires 1-2 ALS ambulances. ALS is required for a Level 3 ranking. 
Foot teams, bikes, gators, and event EMTs shall augment ambulance resources, if appropriate, 
depending on event footprint. 


Level 4: A Level 4 ranking requires at a minimum 1 BLS ambulance. Foot teams, bikes, gators, 
and event EMTs shall augment ambulance resources, if appropriate, depending on event 
footprint. 


Level 5: A Level 5 ranking requires event EMTs that have the ability to readily access the en�re 
event footprint. 
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Swim or Water Events: If an event has a swim or water component, it shall have the addi�onal 
resources in addi�on to the ranked level. A Paramedic or EMT shall be sta�oned on a boat with 
deck access to perform high quality CPR. If an EMT is u�lized, the EMT shall have 2+ years of 
911 experience and have direct access to 911 Center. Use of a mechanical compressor on the 
boat shall be considered. Predesignated areas for transport rendezvous must be submited on 
map upon plan submission to EMS Agency. Personal Watercra�s (PWCs) or Jet Skis do not carry 
medical equipment and do not replace Paramedics or EMTs on boats. 


Reoccurring Event: An event is eligible for a one-step reduc�on in ini�al Level designa�on if the 
event has minimal pa�ents treated on-site, transports from event, or impact to the 911 system. 
The one-�me reduc�on from the ini�al Level is re-evaluated each year or subsequent event 
based on post-event treatment report and impact to 911 system. This usually applies to family-
type events, community-based organiza�ons, and established, re-occurring events. The event 
promotor must request this reduc�on as part of the planning process. This approval or denial of 
the request is determined by the EMSA Medical Director or designee. 
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• Level 1+Multiple ALS/BLS (4+) Ambulances, DEC dispatcher,EMSA Liaison, memo, Event EMTs
• Level 2+Multiple ALS/BLS (3+) Ambulances. Event EMT’s
• Level 3=1-2 ALS Ambulances, Event EMTs
• Level 4=1 BLS Ambulance, Event EMTs
• Swim or water events= Paramedic or EMT on boat, EMTs must have 2+ years experience working 911 and have


direct communications to DEC, consider use of mechanical compressor, Personal Water Crafts (PWCs) do not
carry medical equipment and do not replace Paramedics or EMTs on boats


• All events that do not require a Leval determination, must have 911 and CPR/AED access


Suggested Resources 


• Reoccuring Event/Non-
Impact Events ONLY


• Does your event have
mitigating factors?


• Family-type event,
cooperate event,
community based
organization (CBO)


• Event does not impact
911 system, host
similar/multiple events
per year


• Known event
• No or minimal patients


treated on-site or EMS
transport from event


• Compliance with EMSA
policies such as
submission of post-
treatment report


Reduce Level by 
1 (one-time) on 
EMSA approval


Final Level
EMSA Medical 
Director (or 
designee) makes 
final 
determination 


Peak crowd size >1000 or 
>100 swimmers?


911 and CPR/AED 
access


Data shows impact to EMS 
system, unknown event, or 


1st times event? 
Level 1-4


Is ETOH, cannabis or other 
drug-use on site (known or 


suspected?


Level 1-3 and consider 
sobering services


Distance run (>10k) Level 3-4


Swim or water component to 
event


Level 3-4  and water 
assest


Is crowd larger than 20k? Level 1-3


DHS SEAR event/EOC 
activation/high profile 


Level 1-2


Free Speech Event


If all answers “no” 


Level 5


Level 4 


NO


YES


YES


YES


YES


YES


YES


YES


YES


NO


NO


NO


NO


NO


NO


NO


YES


NO


Needs a medical plan


YES


Is the peak crowd size >2500 Needs ambulance(s)YES


NO
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APPENDIX B 


DEFINITIONS SPECIAL EVENT MEDICAL RESOURCES 


CPR & 911 Access: Event staff and/or safety personnel have the capability to no�fy 911 of any 
medical emergency and to provide CPR/AED access per San Francisco EMS Agency System 
Standards [within five (5) minutes in 90% of occurrences]. All events should meet this 
requirement regardless of crowd size.  


First Aid Sta�on with Emergency Medical Technician (EMT): A fixed or mobile facility with the 
ability to provide first aid level care staffed by at least one EMT or higher skill level personnel. 
First Aid level care is defined as treatment of minor medical condi�ons and injuries by care 
providers that have received training in First Aid, at the EMT level. Examples of First Aid care are 
cleaning, bandaging and trea�ng simple wounds such as scrapes and shallow cuts, providing 
cold packs for Musculo-skeletal strains and bruises, and giving drinking water and a place to rest 
for pa�ents who are mildly dehydrated. Each Fixed First Aid Sta�on shall have an AED and MCI 
Kit present at all �mes. Examples of a First Aid Sta�on are a tent, a clinic, an ambulance or 
vehicle of some type. The first aid sta�on must have 911 communica�ons capability. EMTs who 
are employees of locally permited ambulance provider agencies are recommended due to their 
familiarity with local policy, procedure and protocol. It is also recommended that any event 
employing mul�ple First Aid Sta�ons also have a designated Event Physician Medical Director 
and establish a liaison with the Emergency Communica�ons Department and the Fire 
Department to improve coordina�on with 911. 


First Aid Sta�on with Paramedic, Nurse, or Physician: A similar facility to a First Aid Sta�on with 
an EMT, but staffed by at least one Accredited Paramedic, Registered Nurse or Physician, holding 
a current California license. It is preferred that the Nurse and Physician be experienced in 
emergency medical care and triage of seriously ill or injured pa�ents to higher levels of care. 
Examples would be RN’s with Emergency Medicine, Cri�cal care, or Urgent Care backgrounds, or 
Nurse Prac��oners or other mid-level provider licensees with similar experience. Examples of 
appropriate Physicians would be those with Emergency Medicine, Family Prac�ce, Sports 
Medicine, Internal Medicine or Trauma Care specializa�on. Physicians and/or Nurses are 
recommended for large crowd sizes or events needing sobering services; Paramedics may be 
subs�tuted for smaller size crowds as outlines in the Guidelines for Medical Resource in Special 
Events Matrix in Appendix A. 


BLS (Basic Life Support) Ambulance: An ambulance staffed by two EMTs or Paramedics working 
at a BLS level. BLS units may be u�lized for first response (as a Mobile Team) or to subs�tute for 
a fixed First Aid Sta�on with an EMT, not may NOT transport unless the following criteria are 
met in Sec�on X above. In cases where a pa�ent has a life-threatening condi�on, a dedicated 
BLS Ambulance may transport only if the ETA to the closest receiving hospital is less than the 
ETA of responding ALS resources. 
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ALS (Advanced Life Support) Ambulance: An ambulance staffed by at least one Accredited 
Paramedic and one EMT (ALS) or two Accredited Paramedics. An ALS Ambulance is a dedicated 
transport unit and must be available for any pa�ent within the event footprint. ALS Ambulances 
may NOT be u�lized as both transport unit and fixed First Aid Sta�on. 


Mobile Resource(s): Mobile or “Roving Medical Resource(s)” are non-ambulance based EMTs 
and/or paramedics, or higher-level interven�onists, that are deployed throughout the footprint 
of a special event and may be on foot, bicycles, or motorized transport car/vehicle (Gator, 
Moped, Motorcycle, etc.). Mobile Resource(s) must be able to provide, AT MINIMUM, First Aid 
Care at a BLS level, and must have communica�on capability, by radio, cell phone, or other 
medium (See Appendix D). Each Mobile Resource must carry at least one AED at all �mes. EMTs, 
that are dedicated resources within an approved medical plan, may respond, evaluate, and 
create Pa�ent Declines Transport (PDT) documenta�on (NOT Against Medical Advice), for 
pa�ents that do not meet the criteria in EMSA Policy 4040, Sec�on IV, B. 


Water-Based Resource(s): A medical response resource (BLS or ALS), that is based on a boat, 
capable of providing medical interven�ons and rendezvous with a ground-based transport unit. 
If the resources is an EMT, the EMT must have 2+ years of experience working in a 911 system 
and have direct communica�on to DEC or land-based assets. Resources must be located on a 
vessel that has an accessible deck, and room/equipment to perform CPR. Each Water-Based 
Resource(s) must have communica�on capability, by radio, cell phone, or other medium. 


Sobering Services: Medically supervised treatment for pa�ents with a primary medical issue of 
alcohol intoxica�on as defined by the criteria in Policy 5000, Des�na�on Policy. 


Department of Homeland Security SEAR (Special Event Assessment Ra�ng) Designated Events: 
Special events that poten�ally require federal government resources and support. These 
designated events poten�ally require Level 1 or Level 2 EMS resources. 


Free Speech Event: Events protected by the First Amendment of the U.S. Cons�tu�on. 
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APPENDIX C 


ALS CRITERIA GUIDELINES FOR SPECIAL EVENTS 


An ALS Assessment shall occur for the following clinical indica�ons at a special event. The 
following list is a guide and is not comprehensive. If in doubt or unsure whether pa�ent needs 


an ALS assessment, care and/or transport, call for assistance. 


A. Abdominal Pain
1. Discomfort, pain, unusual sensa�ons if pa�ent is > 40 years old and has cardiac


history
2. Severe generalized abdominal pain


B. Breathing
1. Respira�ons > 30 min, abnormal respiratory paterns, pa�ent in tripod posi�on
2. Audible wheezing
3. Need for inhaler or no improvement a�er self-administra�on
4. Asthma atack or medical history with need for intuba�on


C. Burns
1. All thermal burns except minor heat-related, superficial burns
2. Chemical and/or electrical burns


D. Cardiac
1. Suspected acute coronary symptoms
2. Irregular heart rate
3. Chest pain


E. CVA/Stroke
1. Suspected stroke with associated symptoms


F. Diabe�c
1. Pa�ent with history of diabetes with decreased mental status, is unable to


swallow, has rapid respira�ons, fails to respond to oral glucose, suspected
ketoacidosis


G. Environmental
1. Hypothermia or Hyperthermia with co-morbidi�es (i.e., elderly, illness, trauma,


alcohol and/or drug-use)
2. Suspected drug-induced hyperthermia
3. Temperature greater than 100.5° F or less than 96.5° F
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H. Mental Status
1. Glasgow Coma Score less than or equal to 13
2. Abnormal behavior with unstable vital signs
3. Abnormal behavior with suspected drug or alcohol intoxica�on
4. Sobering pa�ents that do not meet Policy 5000 “Sobering Services” criteria


I. Vital Signs
1. Hypotension (Systolic < 90)
2. Signs of shock (Systolic < 90, Pulse > 120)
3. Sustained tachycardia
4. Hypertension (Systolic >160 or Diastolic > 110)
5. Hypotension and severe bradycardia


J. OB/GYN
1. All pa�ents with known or suspected pregnancy with an OB/GYN complaint


K. Seizure
1. Any seizure or seizure-like ac�vity reported prior to arrival


L. Trauma
1. All pa�ents mee�ng Policy 5001 Trauma Triage Criteria and/or pa�ents mee�ng


base hospital contact criteria within Policy 5001
2. Pa�ents with moderate to severe pain requiring pain control
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APPENDIX D 


USE OF STANDBY, NON-TRANSPORT PARAMEDICS 


This is a pilot program that has a 1-year effec�ve date on policy implementa�on. This 
Appendix will be removed from policy 1-year a�er effec�ve date unless otherwise extended 
by EMSAC. For consistency and clarifica�on, EMSA Policy 2000, II, B, 2 and EMSA Policy 2050, 


II, B are waiver for this pilot for Paramedics mee�ng criteria for this pilot. 


A. Standby, Non-Transport Paramedics may be u�lized under the following:
1. Licensed in the state of California;
2. Approved by the EMS Agency under endorsement as Standby NonTransport 


Paramedic
3. Accredited with a minimum of one Local EMS Agency (LEMSA) in the state of 


California
4. Meet all applica�on requirements as listed in Sec�on B, 2
5. Equipped to provide a modified Advanced Life Support care as listed below
6. On-duty and employed with an approved San Francisco ALS Service Provider for 


the dura�on of the event for which they are deployed
7. Shall follow all San Francisco Policies and Protocols
8. Shall not be used on a watercra� or boat as part of an Event Medical Plan
9. Must complete a full pa�ent care record for pa�ent care and treatment
10. ALS Provider shall review 100% of pa�ent contacts with Provider Medical 


Director oversight via Provider Quality Improvement Plan


B. Training, Orienta�on, and Applica�ons:
1. Standby, Non-transport Paramedics shall take an EMS Agency approved 8-hour 


orienta�on course instructed by the San Francisco ALS Provider for ini�al 
endorsement and for every 2-year renewal cycle, which includes:


a) Radio use
b) Base hospital contact procedures
c) Hospital and specialty center designa�ons
d) Protocols, policies, and documenta�on specific to San Francisco
e) EMS Agency Policy #4041 Physician on Scene
f) Documenta�on procedures such as Pa�ent Declines Transport (PDT) 


and Against Medical Advice (AMA)
2. An applicant for endorsement shall submit a copy of the following:


a) State of California Paramedic Licensure
b) Driver’s License
c) LEMSA accredita�on (may be any LEMSA state-wide)
d) Proof of orienta�on comple�on
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e) Proof of current Healthcare Provider CPR, ACLS, PALS, PTLS
f) Expira�on will be based on License OR termina�on of employment,


whichever is first


C. Opera�ons:
1. Standby, Non-transport Paramedics shall not transport or ride-in to a Receiving


Facility with a pa�ent from a Special Event footprint
2. Use is for first aid sta�ons, bikes, carts, and foot teams to augment transport ALS


resources
3. Standby, Non-transport Paramedics shall use the regular Paramedic Scope of


Prac�ce
4. Use Base Hospital per San Francisco policy or medical direc�on
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BLS Treatment 


• If crush injury, refer to Protocol 11.02 Crush Syndrome. 


• Request Amputation Team (minimum 3-person procedure, see Base Hospital Contact 
Criteria) consider the following indications in a patient with an entrapped limb: 


• Scene safety posing an immediate risk to patient’s life. 


• Patient decompensation with death likely to occur before extrication. 


• Minimal attachment or severe mutilation of non-survivable limb. 


• Deceased body is blocking access to a potentially live patient.  


• Clear access to chest, head and as far distally on entrapped extremity as possible. 


• Assess circulation, airway, breathing, and responsiveness. 


• As indicated: Oxygen, Spinal Motion Restriction, position of comfort, splint suspected 
fractures/instability 


• Bandage wounds/control bleeding as indicated, refer to Protocol 4.05 Extremity Bleeding 
Control 
  


ALS Treatment 


• IV or IO of Normal Saline TKO. 


• If SBP <90, administer Normal Saline fluid bolus 


• For pain: may administer Fentanyl and Ketamine 


• Attempt to obtain a full set of vitals and place patient on monitor as able. 


• Maintain visualization and verbal communication with patient for close monitoring. 


• Expose extremity as much as possible. Assist amputation team during procedure, as 
needed. 


• Transport amputated limb with patient to hospital following procedure. 


• Wash amputated limb with Normal Saline to remove contaminants. 


• Wrap amputated limb in moistened gauze. 


• Place wrapped amputated limb in a dry plastic bag. 


• Place bag with amputated limb in a separate bag filled with ice. 


• Do not place amputated limb directly onto ice. 


Comments 


• Do not delay life-saving patient care to perform interventions. 


• Rapid transport of the post-amputation patient to a trauma center is critical. 
Paramedic may assist with field amputation. Performing amputation/procedural sedation is not 
in the current paramedic scope of practice and sedation medications may only be administered 
by physicians or nurses in the field.  
Amputation Team Guidelines (Physicians ONLY) 


• Patient consent. 


• Document scene 


• Assign additional roles prior to amputation: 


• Movement of patient to a designated pit stop following amputation. 
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• Hemorrhage control and dressing of stump. 


• Ambulance and transport EMS crew. 


• Primary survey and resuscitation. 


• Prep extremity. 


• Establish IV access, 2 IVs if possible. 


• Establish proximal and distal control, if possible. 


• Maintain clean, if not sterile, technique. 


• Sedation: Preferred medication is Midazolam. 


• Anesthesia: Preferred medications is Ketamine for prolonged procedure.  


• Provide pain control: Preferred medication is Fentanyl. 


• Perform amputation using scalpel, cable saw and extremity tourniquet, as available. 


• Reassess patient and initiate resuscitation efforts. 


• Accompany patient during transport to hospital.   
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• Equipment list for amputation: (should be kept in a “go bag” accessible for rapid transport 
with team) EQUIPMENT NEEDS: O.R. amputation pack with: 
o Cable saw 
o Scalpel with # 10 blade 
o Scalpel with # 15 blade 
o Pneumatic tourniquet(s) 
o Non-pneumatic tourniquet(s) 
o Gauze 
o Kerlex 
o Betadine and betadine applicators 
o Needle driver 
o Tissue forceps, long and short 
o 4-0 Ethilon suture material on a curved needle 
o Bone wax 
o Coagulation dressing material 
o Fentanyl 500 micrograms 
o Midazolam 20 milligrams 
o Ketamine 1000 milligrams 
o Syringes assorted sizes 
o Needles assorted sizes 
 


Training requirements of Amputation Team: 


• All personnel: Current licensure and credentialing at hospital of origin. 


• Operator: A designated Emergency Medicine Physician with field amputation training. If 
available and by request, a General Surgeon or Orthopedist (with O.R. privileges).  


• Assistant Operator: Anesthesiologist or Emergency Physician (with sedation privileges). 


• Second Assistant: Operating Room technician, Emergency Department nurse, or Emergency 
Department technician, or paramedic on scene. 


• Documentation of field amputation on prehospital Patient Care Record. 


• Sentinel Event: 100% review by Trauma System Audit Committee and Hospital Process 
Improvement Committee. 


 
Base Hospital Contact Criteria 


• Team activation: Requested by scene commander; dispatched by request through 
Department of Emergency Communications to Base Hospital Physician.  
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BUPRENORPHINE AND NALOXONE (Suboxone)  
ACTION: Partial Opioid Agonist 


• Buprenorphine: Binds opioid receptors with high affinity but moderate efficacy (partial agonist). This 


partial agonism makes buprenorphine suitable for treating withdrawal symptoms while improving 


its safety profile compared to other opioids. 


• Naloxone: Antagonizes effects of opioids by competing at the receptor site, resulting in reversal of 


respiratory depression associated with opiate overdoses. When taken sublingually Naloxone is inert 


and has no effect on the patient. 


 


INDICATION ADULT PEDIATRIC 


Opiate withdrawal with COWS 


score ≥8 


16 mg SL 


May repeat 8 mg x1 in 10 


min. 


Not applicable under age 16 


 


CONTRAINDICATIONS: 


• Hypersensitivity or prior allergic reaction 


• Patient meets exclusion criteria described in protocol 2.18 Opiate Withdrawal Appendix B 


• COWS score < 8 


 


POTENTIAL SIDE EFFECTS: 


• Precipitated opioid withdrawal (less likely to occur if 


patient is already withdrawing with a COWS score ≥ 8) 


• Diaphoresis 


• Headache 


• Nausea 


• Constipation 


• Tooth decay 


 
NOTES: 


• Naloxone is poorly absorbed through the GI tract. When formulated with buprenorphine, naloxone 


reduces the risk of overdose in those who misuse the combination medication by injection, while 


also reducing its abuse potential. 


• When buprenorphine is formulated alone, common brand names include Belbuca, Buprenex, 


Butrans, Sublocade, and Subutex, whereas Suboxone is a brand name of a formulation containing 


buprenorphine and naloxone. 


 





		ACTION: Partial Opioid Agonist

		CONTRAINDICATIONS:

		POTENTIAL SIDE EFFECTS:
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CALCIUM CHLORIDE (CaCl)  
  


ACTION:  Electrolyte  


• Increases calcium levels necessary for cardiac contractility.  


• Stabilizes the myocardium in hyperkalemia or associated cardiac arrhythmias.  


  


INDICATIONS:  


• Hyperkalemia.  


• Calcium channel blocker overdose/toxicity.  


  


CONTRAINDICATIONS:  


• Use with extreme caution in patients taking digitalis compounds.  


  


POTENTIAL SIDE EFFECTS:  


• Bradycardia and asystole.  


• V-Fib.  


• Hypotension.  


• Nausea and vomiting.  


        


ADULT DOSE/ROUTE:  


 1g IV/IO may repeat every 5 minutes until ECG changes improve, up to a cumulative amount 


of 4 g. 


  


PEDIATRIC DOSE/ROUTE:  


 20 mg/kg IV/IO up to 1g per dose over 5 min. May repeat every 5 minutes up to a cumulative 


amount of 4g. 


  


NOTES:  


• Ensure that you have patent IV line as calcium extravasation will cause tissue necrosis.  


• Calcium precipitates in IV bag or tubing if mixed with sodium bicarbonate. Thorough 20cc 


IV/IO flush in between medications.  
 


 


 


 


 


 


 


  


  








   
 


  Effective: 10/01/24 
Supersedes: 10/01/2023 


 


EPINEPHRINE (Adrenaline)  
 


  
 
  


ACTION: Sympathomimetic 
• Catecholamine that stimulates alpha- and beta-adrenergic receptors. 
• Results in increased heart rate (positive chronotropy), systemic vascular resistance, and blood 


pressure (positive inotropy). It also causes bronchodilation due to its effects on beta-2 adrenergic 
receptors. 


 
INDICATION ADULT PEDIATRIC 
Cardiac arrest/Pediatric 
Bradycardia  


1 mg IVP/IO at the time 
intervals specified in 
Protocol 2.04 Cardiac 
Arrest - Appendix 1. Use 
0.1 mg/mL concentration. 


0.01 mg/kg up to 1 mg IVP/IO every 3-5 
minutes. Use 0.1 mg/mL concentration.  


Anaphylaxis 0.3 mg IM 
Use 1 mg/mL 
concentration. 
May repeat x1 in 5 min. 


0.15 mg IM for weight < 30 kg 
- or - 
0.3 mg IM for weight ≥ 30 kg 
Use 1 mg/mL concentration. 
May repeat x1 in 5 min. 


Severe bronchospasm 0.3 mg IM 
Use 1 mg/mL 
concentration. May repeat 
x2 q20min. 


0.15 mg IM for weight < 30 kg 
- or - 
0.3 mg IM for weight ≥ 30 kg 
Use 1 mg/mL concentration. May repeat 
x2 q20min. 


Hypotension and shock 
refractory to fluid bolus 
(such has septic shock, 
anaphylactic shock, 
cardiogenic shock after 
ROSC) 
 
Symptomatic Bradycardia 
For adult bradycardia only 


Prepare 1 mcg/mL infusion 
(see last page of 
epinephrine reference). 
Infuse at 1-3 drops/second 
IV/IO (6-18 mL/min) using 
10 drops/mL macrodrip 
chamber. 
Titrate to goal BP. 


Prepare 1 mcg/mL infusion (see last 
page of epinephrine reference). 
Connect the liter bag to a buretrol or 
similar device and fill the buretrol or 
similar device with 100 mL of the mixed 
solution. Infuse at 0.3 drops/kg/second 
IV/IO (0.3 mL/kg/min) using the buretrol 
or similar device. 
Titrate to goal BP. (Use ADULT dosing for 
weight greater than 20 kg.)  
 
Not to be used in pediatric bradycardia 


 







   
 


  Effective: 10/01/24 
Supersedes: 10/01/2023 


 


CONTRAINDICATIONS: 
• None in cardiac arrest or other life-threatening situations. 
• Use with caution for severe bronchospasm or allergic reactions in patients with coronary artery 


disease since myocardial ischemia may be precipitated. 
• IV epinephrine should only be used in cardiac arrest . Use IM initially for patients with anaphylaxis. 
 
POTENTIAL SIDE EFFECTS: 
• Tachydysrhythmias including V-Tach and 


V-Fib 
• Hypertension 
• Nausea and vomiting 


• Increased myocardial O2 demand. 
• Extravasation causes tissue necrosis. 
• Headache and dizziness 


 
NOTES: 
• Ratio expressions of medication concentration (e.g. 1:1000) are no longer preferred. For reference, 1 


mg/mL = 1:1000 and 0.1 mg/mL = 1 mg/10 mL = 1:10000. 
• Do not run continuous infusion in same line as sodium bicarbonate. 
• Ensure that the patient is not hypovolemic before infusing. 
• After preparing a 1 mcg/mL infusion, label bag clearly to avoid confusion with normal saline. 
• Buretrols and similar devices have 60 drops per mL, so 1 drop/second is equivalent to 1 mL/min, or 1 


mcg/min given an infusion concentration of 1 mcg/mL. 
• Intraosseous lines may need a pressure bag to obtain the target number of drops per minute. 
• The anterolateral thigh is the preferred location for IM epinephrine. 


 
 
 
 
 
 
 
 
 
 


 
 
 


  







   
 


  Effective: 10/01/24 
Supersedes: 10/01/2023 


 


Epinephrine 1 mcg/mL infusion preparation 
 


               
Inject 1 mL* of 1 mg/mL = 1 mg       OR        10 mL* of 0.1 mg/mL = 1 mg 
into 1000 mL 0.9% sodium chloride and immediately label the infusion 


to prevent confusion with normal saline. 


 
*Note that the volume of the epinephrine solution is negligible when added to 1000 mL normal 


saline. There is no need to remove normal saline from the 1000 mL bag as the final 
concentration of epinephrine is not appreciably less than 1 mcg/mL. 
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Effective 10/01/24 


  Ketamine (Ketalar)  
  
ACTION:  Dissociative anesthetic  


• N‐methyl‐Daspartate (NMDA) receptor agonist with a potent anesthetic effect.  
 


 
INDICATION ADULT/ 


PEDIATRIC (3 years and up) 
Moderate to severe pain 
where Ketorolac, Ibuprofen 
or BLS measures may be 
insufficient in controlling 
pain.  
Allergy to Fentanyl 


• IV/IO 0.25mg/kg in 100ml of NS/D5W Slow infusion over 10 
minutes 


• IN 0.5 mg/kg 
• Max dose for all routes is 30mg. 
• Repeat dosing every 20 minutes, up to 2 doses. WITH BASE 


CONTACT 
 


 
  
CONTRAINDICATIONS:  
• Pregnancy 
• Chest pain of cardiac origin 
• Hypersensitivity to Ketamine 
• Opiate pain medication 
• Benzodiazepines 
• Significant head trauma with altered mental status.  
  


POTENTIAL SIDE EFFECTS:  


• Dizziness      • Drowsiness  
• Respiratory depression/Apnea    • Psychosis  
• Nausea/vomiting     • Amnesia 
• Hypertension      • Seizures 
• Impaired motor function 
• Laryngospasms  
 
NOTES:  


• DO NOT co-administer Fentanyl and ketamine 


• Cardiac monitoring with SpO2, EtCO2 and monitoring patient’s LOC is required 


• Contact the Base Hospital Physician if repeat doses of Ketamine are required for 
adequate pain control.  
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MAGNESIUM SULFATE  


ACTION:  Electrolyte/Antiarrhythmic 


• Magnesium provides electrical stability in the myocardium.  


• Affects impulse formation and conduction time in myocardium reducing incidence of 
dysrhythmias associated with hypomagnesemia or prolonged QT interval.  


• Magnesium is effective in the prevention and management of seizures associated with 
eclampsia in pregnant people. 
 


INDICATIONS: 


• Treatment of Torsades de Pointes (polymorphic V-Tach).  


• V-Fib/V-Tach cardiac arrest patients with poor dietary intake or at risk for hypomagnesemia 
(i.e., alcohol use, renal failure, or use of diuretics).  


• Refractory V-Fib/V-Tach after use of cardioversion and amiodarone.  


• Ischemic chest pain presenting with significant ventricular ectopy AND who have poor 
dietary intake or at risk for hypomagnesemia (i.e., alcohol use, renal failure, or use of 
diuretics). 


• Elevated blood pressure in greater than 20 weeks gestational age or up to 6 weeks 
postpartum, defined as a systolic blood pressure greater than 160 and diastolic greater than 
110, and any one or more of the following severe features below.  


• Severe features include any of the following: Altered Mental Status, floaters or blurred 
vision, pulmonary/peripheral edema, and severe headache. 


CONTRAINDICATIONS: 


• In renal patients, use caution if giving additional doses of Magnesium sulfate. 


POTENTIAL SIDE EFFECTS: 


• Flushing and sweating  


• Bradycardia  


• Hypotension 


• Respiratory and CNS depression 
 


ADULT DOSE/ROUTE: 


• Arrest due to Torsades de Pointes: 2 grams IV/IO push. 


• Polymorphic ventricular tachycardia WITH a pulse: 2 grams in 100 ml D5W slowly IV/IO with target 
goal of infusing 100 ml over 10 minutes. 


• Eclampsia/preeclampsia with severe features: 6 grams in 100 ml in 100 ml D5W slowly IV/IO with 
target goal of infusing 100 ml over 15 minutes or 10 grams IM administered as 5 grams in each 
buttock if no IV access. 


PEDIATRIC DOSE/ROUTE: 


• Arrest due Torsades de Pointes: 50 mg/kg IV/IO push. 


• Polymorphic ventricular tachycardia WITH a pulse: 50 mg/kg in 100ml D5W slowly IV/IO with a 
target goal of infusing 100ml over 10 minutes.  
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NOTES: 
• In Torsades de Pointes (polymorphic V-Tach), give magnesium sulfate as the first-line antiarrhythmic 


and doses higher than 2 grams may be required. 


• Contact Base Hospital Physician for additional orders. 


• Eclampsia/preeclampsia with severe features should be considered in third trimester pregnancy and 
up to 6 weeks postpartum if seizures occur or a SBP greater than 160mmHg or a diastolic blood 
pressure greater than 110mmHg with visual disturbances or altered mental status. History of 
preeclampsia is not required for development of eclampsia.  


 








Effective: 10/01/2024 
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SODIUM BICARBONATE  
  


ACTION:  Alkalinizing Agent  


• Acts as a buffering agent when administered to neutralize hydrogen ions resulting in carbon 


dioxide as a byproduct.   


• Alkalinization of blood results in shifting of potassium into the intracellular space, lowering 


serum potassium levels.   


  


INDICATIONS:  


• Known or suspected hyperkalemia  


• Cardiac arrests associated with tricyclic antidepressants or hyperkalemia. 


• Crush syndrome 


 


CONTRAINDICATIONS:  


• None 


  


 POTENTIAL SIDE EFFECTS:  


• Hypotension   


• Headache and flushing    


• Syncope   


• Fluid overload  


• Tachycardia 


• Alkalosis 


    


ADULT DOSE/ROUTE:  


 Suspected Hyperkalemia:50mEq IV/IO one time dose 


 QRS widening (QRS>100) from Tricyclic Antidepressant Overdose: 50mEq IV/IO. Repeat q5 


min until ECG changes improve (QRS<100) and/or to a total of 150 mEq.  


 Crush Syndrome:1mEq/kg (max 50mEq) push immediately prior to extrication. 
 


PEDIATRIC DOSE/ROUTE:  


 Suspected Hyperkalemia: 1mEq/kg (max 50mEq) IV/IO one time dose. If <2 years dilute 1:1 


with sterile water. 


 QRS widening from Tricyclic Antidepressant: 1mEq/kg IV/IO, (max of 50mEq per dose). 


Repeat q5 min until ECG changes improve (QRS<100) and/or to a total of 150 mEq. If <2 


years, dilute 1:1 with sterile water.  


 Crush Syndrome: 1mEq/kg (max 50mEq) push immediately prior to extrication. If <2 years, 


dilute 1:1 with sterile water.  


 


 NOTES: Thorough 20 cc IV/IO flush before administration of other medications to avoid 


precipitation.  








2.03 ALTERED MENTAL STATUS 2.03 ALTERED MENTAL STATUS 


BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link
• Obtain history and perform patient assessment
• If BLS, request ALS resource
• If opiate overdose is suspected and respiratory depression are not responsive


to BLS airway management: administer Naloxone IN (If EMT has been trained)
• Check blood glucose (If EMT has been trained)
• Administer Oral Glucose to known diabetic patients with history of


hypoglycemia. Patient must be conscious with intact gag reflex.


Effective: mm/dd/yy
Supersedes: mm/dd/yy


Determine underlying 
causes


ALS


• T-Trauma
• I-Infection (sepsis)
• P-psychiatric condition
• S-Stroke/Shock


Suspect opiate overdose as primary 
cause of AMS?


BGL <60 mg/dL ?


• A-Alcohol (overconsumption or withdrawal)
• E-Epilepsy (seizure)
• I-insulin
• O-Overdose
• U-Uremia (renal failure)


Common causes of altered mental status 


Naloxone 


2 mg IN, may repeat in 
q5min for respiratory 
depression 


-OR-


0.4 mg IV/IM/IO
May repeat q5min for 
respiratory depression up to 
2mg


Start IV/IO
ECG


Dextrose 


Up to 25 G of D10W=up to 
250 ml or IO bolus. May 
repeat q5min (max dose 50 
grams)


Glucagon 


1 mg IM


If unable to establish an IV


YES


NO


BGL <60 mg/dL


YES


Effective: 10/01/24
Supersedes: 03/01/19


Poisoning and Overdose 2.10Poisoning and Overdose 2.10


Seizure 2.13Seizure 2.13


Stroke 2.14Stroke 2.14


Suspected Sepsis 2.15Suspected Sepsis 2.15


Agitated/Violent Patient 6.01Agitated/Violent Patient 6.01
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2.03 ALTERED MENTAL STATUS 


SAN FRANCISCO EMS AGENCY  
Effective: 10/01/2024
Supersedes 04/19/19 


BLS Treatment 


• Obtain history and perform patient assessment


• If BLS dispatched, request ALS resource


• If opiate overdose is suspected AND respiratory depression is present initiate BLS airway
maneuvers and administer Naloxone IN if EMT has been trained.


• Check blood glucose (if EMT has been trained).


• If blood glucose is <60 mg/dl administer Oral Glucose with symptoms of hypoglycemia. Patient
must be conscious and have an intact gag reflex.


ALS Treatment 


• IV / IO of Normal Saline TKO.


• Check blood glucose:
o If blood glucose is <60 mg/dl administer Dextrose. Up to 25 G of D10W = Up to 250ml IV or


IO bolus. May repeat q5min based on patient response (max dose 50 grams)
o If blood glucose < 60 mg/dl and IV cannot be established: administer Glucagon. : 1 mg IM


• If opiate overdose is suspected AND respiratory depression is present initiate BLS maneuvers
and administer Naloxone: 0.4 mg IV/IM/IO, may repeat in 5 min for continued respiratory
depression up to 2mg, or 2mg IN, may repeat in 5 min for continued respiratory depression.


Common causes of altered mental status 


• Alcohol, epilepsy, insulin, overdose, uremia, trauma, infection, psychiatric condition,
stroke/sepsis


• Poisoning and Overdose 2.10


• Seizure 2.13


• Stroke 2.14


• Suspected Sepsis 2.15


• Agitated/Violent Patient 6.01
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2.05 ADULT POST-CARDIAC ARREST or 
RETURN OF SPONTANEOUS CIRCULATION (ROSC) 


 


 
SAN FRANCISCO EMS AGENCY   


Effective: 10/01/24 
Supersedes: 10/29/18 


 


 Page 1 of 1 


 
BLS Treatment 


• After ROSC, monitor pulse closely, leave AED pads in place. 
• Resume CPR immediately if the patient loses pulse again. 
• Oxygen as indicated. 


ALS Treatment 


• IV/IO with Normal Saline TKO. Place second large bore IV with Normal Saline. 
• Normal Saline fluid bolus if SBP < 90 or signs of hypoperfusion, and lungs are clear. Repeat 


PRN.  
• If fluid bolus ineffective, may administer Epinephrine Infusion Infuse at 1-3 drops/second 


IV/IO using a 10 drop/ml macrodrip chamber (or available alternate). Titrate to maintain SBP 
> 90. 


• Obtain and transmit 12 Lead ECG.  
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 2.06 CHEST PAIN / ACUTE CORONARY SYNDROME 


 


_____________________________________________________________________________________________________________________ 
SAN FRANCISCO EMS AGENCY   


Effective: 10/01/24 
Supersedes:  10/29/18 


 Page 1 of 2 


 


Strive for total on-scene time of less than or equal to 15 minutes. 


BLS Treatment 


• Assess circulation, airway, breathing, and responsiveness. 


• Bilateral blood pressures. 


• Oxygen as indicated. 


• Position of comfort. 


• Aspirin 


• NPO, unless otherwise noted. 


• Either list patient medications on PCR or gather medication vials for transport to hospital. 
 


ALS Treatment 


Establish a large bore (18G or larger) IV with Normal Saline TKO. If possible, establish a second 
large bore NS lock in the same arm. 
 
12-lead EKG: 


o Do prior to administration of Nitroglycerin or pain medication. 
o Transmit if EKG interpretation is “STEMI” and notify appropriate STAR center. 
o Apply “stand-by” defibrillation pads to all EKG confirmed STEMI patients. 


 
Nitroglycerin: DO NOT administer Nitroglycerin to patients who have taken a 
phosphodiesterase inhibitor (erectile dysfunction drugs) within the following time frames: 


o Sildenafil (Viagra, Revatio) or Vardenafil (Levitra, Staxin) < 24 hours 


o Tadalafil (Cialis, Adcirca) < 48 hours 


o See “Use 12-Lead EKG to Determine Safety of Nitroglycerin Administration” 
 
Persistent chest pain of suspected cardiac origin at any level (scale 1 – 10) may be treated with 
Fentanyl. Doses may be started at lower levels than for traumatic or other types of pain 
treatment. 
 
Ondansetron as needed for nausea.  
 
If hemodynamically unstable, go to Protocol 2.16 Shock.  
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 2.06 CHEST PAIN / ACUTE CORONARY SYNDROME 


 


_____________________________________________________________________________________________________________________ 
SAN FRANCISCO EMS AGENCY   


Effective: 10/01/24 
Supersedes:  10/29/18 


 Page 2 of 2 


USE 12-LEAD EKG TO DETERMINE SAFETY OF NTG ADMINISTRATION 
 


• Follow Protocol 7.10 12-Lead EKG.   
 


• Determine presence of ST elevation in leads II, III and AVF. If ST elevation is present, then 
apply V4R lead.  
o If ST elevation in V4R AND clinical signs of shock, including SBP < 90 Hg go to Protocol 


2.16 Shock. 
 


Documentation 
 


• “At Patient Side” Time. 
 


• VS including bilateral BPs and room air O2 saturation. 
 


• Reassessment of patient symptoms, complaints and vital signs.” At minimum, two sets of 
vital signs and a reassessment should be done and documented in the PCR after any 
intervention. 


 


• “O-P-Q-R-S-T symptom assessment: 
O = Onset (Sudden or gradual) 
P = Provoke (What were you doing when the pain started? Does anything make it 
better or worse?)  
Q = Quality (What does the pain feel like?)  
R = Region/Radiate (Where is the pain? Does it go anywhere else?)  
S = Severity (On a scale of 1-10, 10 being the worst pain you have ever had, how 
would you rate that pain now? How would you rate that pain at its worst or during 
exertion/movement?)  
T = Time (When or what time did this start?) 


 


• Aspirin given by EMS. Note if patient self-administered Aspirin or if it was given by 
someone else (e.g. medical provider).   
 


• EKG findings. 
 


• List patient identifiers on ALL transmitted EKGs: 
o Patient Last Name + First Initial 
o Gender 
o Age  
o Provider agency and unit number 
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2.07 DYSRHYTHMIA:  SYMPTOMATIC BRADYCARDIA 2.07 DYSRHYTHMIA:  SYMPTOMATIC BRADYCARDIA 


BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link
Position of comfort, (supine/semi-fowlers preferred in absence of 


difficulty breathing), call for ALS resources if BLS resource


Effective: 10/01/24
Supersedes: 10/01/23


Epinephrine Infusion 


Infuse at 1-3 drops per second IV/IO
Using 10 drop macro drip set 


Apply “stand by” pacing pads


Epinephrine Infusion 


Infuse at 1-3 drops per second IV/IO
Using 10 drop macro drip set 


Apply “stand by” pacing pads


Transcutaneous Pacing (TCP) as needed for continued unstable 
bradycardia 


Strongly consider sedation with TCP-May use in presence of 
hypotension for TCP


Midazolam
Sedation/agitation: 5 mg IMx1 or 5 mg slow push IV/IO. 
Maximum dose 5 mg IV/IO


Transcutaneous Pacing (TCP) as needed for continued unstable 
bradycardia 


Strongly consider sedation with TCP-May use in presence of 
hypotension for TCP


Midazolam
Sedation/agitation: 5 mg IMx1 or 5 mg slow push IV/IO. 
Maximum dose 5 mg IV/IO


• See Destination Policy 5000 for transportation decisions
• Midazolam is not contraindicated in the presence of hypotension when used for TCP


Comments 


Cardiac monitor and identify rhythm


Atropine
1mg IV/ IO


May repeat q 5minutes if bradycardia is not 
resolved. Max dose 3mg


Atropine
1mg IV/ IO


May repeat q 5minutes if bradycardia is not 
resolved. Max dose 3mg


For suspected vagally mediated bradycardia
If atropine ineffective or bradycardia suspected to be non 


vagally mediated 


OR


Hypotension?
Acute altered mental status?
Signs of shock?
Ischemic chest discomfort?
Acute heart failure?


Persistent heart rate < 50/min


12 Lead ECG and observe NO
12 lead
Do not delay therapy 


YES


Follow protocol 2.17 Hyperkalemia if bradycardia 
is suspected to be from hyperkalemia (e.g. 


peaked T waves or widening QRS, sine waves) 


Follow protocol 2.10 Poisoning and Overdose for 
suspected medication cause


Follow protocol 2.10 Poisoning and Overdose for 
suspected medication cause
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2.07 DYSRHYTHMIA: SYMPTOMATIC BRADYCARDIA


BLS Treatment 


• Posi�on of comfort. Supine/semi-fowlers preferred in absence of difficulty breathing.
• Call for ALS resources if BLS resource


ALS Treatment 


Current American Heart Associa�on Guidelines concerning Emergency Cardiac Care 
assessments and interven�ons shall always take precedence over local protocols when 
there is a conflict concerning techniques of resuscita�on.  


•   Cardiac monitor, and iden�fy rhythm
•  12-lead EKG. If symptoma�c, do not delay therapy in order to obtain 12 lead.
• Start IV or IO
• Atropine 1mg IVP/IO
• If the heart rate <50 BPM, but hypotension persists:  Normal Saline fluid bolus.


•  If Atropine is ineffec�ve, or if rhythm is suspected to be not vagally mediated: Epinephrine
Infusion  :Infuse 1-3 drops per second IV/IO and apply “stand by” pacing pads


• Or
• Transcutaneous Pacing (TCP) as needed for con�nued unstable bradycardia.


•  Strongly consider seda�on with TCP, may administer Midazolam :5 mg IM or 5mg slow IVP
Comments 


• Symptoma�c bradycardia defined as a heart rate <50/min, with any one or more of the 
following:


o Hypotension
o Acute altered mental status
o Ischemic chest discomfort
o Acute heart failure


• Follow Protocol 2.17 Hyperkalemia if bradycardia is suspected to be from hyperkalemia 
(e.g., bradycardia, peaked T waves, or prolonged QRS (>.12 sec), sine wave)


• Follow protocol 2.10 Poisoning and Overdose for suspected medica�on causes.
• See Destination Policy 5000 for transport decisions.
• Midazolam is not contraindicated in the presence of hypotension when used for TCP.


SAN FRANCISCO EMS AGENCY   
       Effective: 10/01/24 


       Supersedes: 10/01/23  
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2.08 DYSRHYTHMIA: TACHYCARDIA 


 


BLS Treatment 


• Position of comfort. 


• NPO 


• Oxygen as indicated. 


ALS Treatment 


Current American Heart Association Guidelines concerning Emergency Cardiac Care 
assessments and interventions shall always take precedence over local protocols when 
there is a conflict concerning techniques of resuscitation. 


 
• IV/IO with Normal Saline TKO, preferably at antecubital fossa. 


• 12-lead EKG (If symptomatic, do not delay therapy in order to obtain 12 lead). 


• Treat if >150 BPM and patient is symptomatic. 


STABLE REGULAR AND NARROW (QRS < 0.12 seconds): 


• Vagal maneuvers (Valsalva, cough or breath holding). 


• Adenosine 


STABLE AND WIDE (QRS > 0.12 seconds): 


• Amiodarone 


• For Torsades de Pointes, administer Magnesium Sulfate. 


UNSTABLE: 


• Synchronized cardioversion 


• If sedation is needed for awake patient during anticipated cardioversion may administer 


Midazolam 


• If UNSTABLE, NARROW and REGULAR: Adenosine may be substituted for cardioversion. 


• If UNSTABLE AND WIDE and synchronized cardioversion fails: administer Amiodarone. 


Base Hospital Contact Criteria 
Contact Base Hospital physician if considering medications in addition to Midazolam for 
sedation. 


Comments 
 


 


ATRIAL FIBRILLATION 


• Only administer synchronized cardioversion for atrial fibrillation if patient is unstable. 


SAN FRANCISCO EMS AGENCY 


Effective: 10/01/2024 
Supersedes: 03/01/2015 
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2.09 PAIN CONTROL2.09 PAIN CONTROL


BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link


ALS


Ibuprofen
600 mg PO x 1 dose


Nausea/Vomiting?


Effective: 10/01/24
Supersedes: 10/01/21


Normal Saline
IV/IO of Normal Saline TKO. 


Severity 


Ondansetron
4 mg slow IVP/IM over 2-5 
minutes


- or -


4 mg ODT PO
   All routes q20min up 


to total dose 12 mg PRN


Ondansetron
4 mg slow IVP/IM over 2-5 
minutes


- or -


4 mg ODT PO
   All routes q20min up 


to total dose 12 mg PRN


Fentanyl
50 mcg IV/IO slow IV push (over 1 minute).


   May be repeated every 5 minutes if SBP > 90mmHg. Maximum 
dose of 200 mcg total.


--or--


100 mcg IN or IM (IN preferred). 


   May be repeated every 10 minutes if SBP > 90mmHg. Maximum 
dose of 200 mcg total.


Pain score 1-3


Make Base Hospital Contact
Patients may NOT be released AMA after receiving Fentanyl or 


Ketamine without Base Hospital Physician consult 


Ketorolac
Dose: 15 mg IV/IO 
bolus x1 dose


--or--


30 mg IM x1 dose


Ketorolac
Dose: 15 mg IV/IO 
bolus x1 dose


--or--


30 mg IM x1 dose


Position of comfort, NPO unless otherwise noted, Oxygen as indicated 


Manage pain. Manage N/V.


Pain score 4-10


Ketamine


IV/IO 0.25 mg/kg in 100 mL of NS D5W slow infusion over 10 minutes


-or-


IN 0.5mg/kg


Max dose for all routes is 30 mg. NO REPEAT DOSING 


Consider Midazolam for premedication before cardioversion, 
external pacing, and other painful procedures. 


Midazolam
Dose: 5mg IM x1 or 5 mg slow push IV/IO. Maximum dose 5 mg IV/IO 


Consider Midazolam for premedication before cardioversion, 
external pacing, and other painful procedures. 


Midazolam
Dose: 5mg IM x1 or 5 mg slow push IV/IO. Maximum dose 5 mg IV/IO 


OR 
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2.09 PAIN CONTROL 
 


BLS Treatment 
• Position of comfort. 
• NPO 
• Oxygen as indicated. 


ALS Treatment 
• IV/IO with Normal Saline TKO. 
• Mild to Moderate Pain: either PO Ibuprofen or IV/IM/IO Ketorolac. 
• Moderate to Severe Pain: Ketamine either IV/IO 0.25 mg/kg in 100 ml of NS/D5W slow infusion 


over 10 minutes OR IN 0.5 mg/kg. Max dose for all routes is 30 mg, no repeat dosing. 
• Moderate to Severe Pain: either IN/IV/IO Fentanyl and can be used in conjunction with 


Ibuprofen and/or Ketorolac. 
• Ondansetron as needed. 
• Document pain score and vital signs before and after medication administration on PCR. 


Base Hospital Contact Criteria 
• Patients may NOT be released AMA after receiving Fentanyl or Ketamine without Base 


Hospital Physician consult. 
Notes 


• When possible, utilizing a pain scale in determining pain level is preferred. As a general 
guideline: 


o Mild to Moderate Pain: Score 1-3 
o Moderate to Severe Pain: Score 4-6 
o Severe Pain: Score 7-10 


• Use of non-narcotic pain medication is preferred at all levels of pain. 
• Ketorolac may be given sequentially with either Ketamine or Fentanyl as a secondary 


medication. 
• Ketamine should not be combined with Fentanyl.  
• For mild to moderate pain that is refractory to Ibuprofen and/or Ketorolac consider 


Fentanyl titrating to effect (in accordance with medication guidelines). 
• Fentanyl or Midazolam may act synergistically to cause respiratory depression and should 


not be combined unless seizures or other indications for midazolam use is present. Contact 
Base Hospital MD for consultation if needed for this combined use. 


• If utilizing 2 or more doses of Fentanyl, Ketamine, Midazolam, patient shall be placed on 
continuous end tidal CO2 monitoring. A trend of increasing EtCO2 readings (2 or more 
readings, 10% or more, above baseline) indicates the need for immediate re- assessment 
of patient’s respiratory status to include rate and depth of respirations. Ventilatory 
support should be provided as necessary to return ETCO2 to baseline. 


• All injectable pain medications shall be cross-checked with a Paramedic (secondarily an 
EMT) for correct medication and dose at time of administration unless transporting in the 
back of an ambulance without a second attendant. 


• Consider Midazolam for premedication before cardioversion, external pacing, and other 
painful procedures. 5mg IM x 1 or 5 mg slow push IV/IO. Maximum dose 5 mg IV/IO  


                                                                                                                                    
      San Francisco EMS Agency 


       Effective 10/01/24 
   Supersedes 10/01/21 
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2.13 ADULT SEIZURE 2.13 ADULT SEIZURE 


BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link


Magnesium Sulfate
10 grams IM (5 grams each buttock)


--or--


6 grams IV/IO 


Magnesium Sulfate
10 grams IM (5 grams each buttock)


--or--


6 grams IV/IO 


Seizure >5 minutes or multiple 
without returning to baseline?


Effective: 10/01/24 
Supersedes: 11/01/17


Blood Glucose 
<60mg/dl?


Make Base Hospital Contact
  Additional Midazolam administration beyond max dose needed 
  for patient with continued seizures.


Make Base Hospital Contact
  Additional Midazolam administration beyond max dose needed 
  for patient with continued seizures.


Midazolam
10mg IM x1 (Maximum dose 10mg) 


--or-- 


10mg intranasally x1 (5mg in each nostril) 


--or-- 


Do not delay IM/IN administration to 
start IV if seizing 


5mg slow push IV/IO. 


🔁 May repeat IV/IO dose in 5 minutes 
x1. Maximum total dose 10mg


Midazolam
10mg IM x1 (Maximum dose 10mg) 


--or-- 


10mg intranasally x1 (5mg in each nostril) 


--or-- 


Do not delay IM/IN administration to 
start IV if seizing 


5mg slow push IV/IO. 


🔁 May repeat IV/IO dose in 5 minutes 
x1. Maximum total dose 10mg


Dextrose
25g of D10W IV/IO


🔁 May repeat q5min 
based on patient 
response. 
Maximum dose 50g.


-- or --


Glucagon
1 mg IM/IV


Dextrose
25g of D10W IV/IO


🔁 May repeat q5min 
based on patient 
response. 
Maximum dose 50g.


-- or --


Glucagon
1 mg IM/IV


• Oxygen as indicated
• Suction airway as needed
• Place patient on side and protect head while seizing
• Call for ALS if BLS resource


YES


• Eclampsia should be considered if patient is >20 weeks gestational age or up to six weeks 
postpartum.


• If actively seizing, give IM Magnesium do not delay administration for IV access.
• Do not delay transport for treatment in cases of suspected eclampsia
• Maintain quiet, dim environment


Comments 


Suspected 
Eclampsia?


YESNO


NO


Midazolam
10mg IM x1 (Maximum dose 10mg) 


--or-- 


10mg intranasally x1 (5mg in each nostril) 


--or-- 


Do not delay IM/IN administration to 
start IV if seizing 


5mg slow push IV/IO. 


🔁 May repeat IV/IO dose in 5 minutes 
x1. Maximum total dose 10mg


Midazolam
10mg IM x1 (Maximum dose 10mg) 


--or-- 


10mg intranasally x1 (5mg in each nostril) 


--or-- 


Do not delay IM/IN administration to 
start IV if seizing 


5mg slow push IV/IO. 


🔁 May repeat IV/IO dose in 5 minutes 
x1. Maximum total dose 10mg


If actively seizing and >5 minutes 


Administer magnesium, even if seizure is 
resolved or seizure < 5 minutes


YES
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2.13 ADULT SEIZURE 


  SAN FRANCISCO EMS AGENCY   
    Effective: 10/01/24


      Supersedes 11/01/17 


BLS Treatment 
• Oxygen as indicated.
• Suction airway as needed.
• Place patient on side and protect head while seizing.
• Call for ALS if BLS resource


ALS Treatment 


• Status epilepticus is continuous seizure activity lasting > 5 minutes OR multiple seizures
without returning to baseline.


• SBP > 90, administer: Midazolam-10 mg IM/IN (5mg in each nostril) 5 mg IV/IO slow IV
push. Do not delay IM/IN administration to start an IV if seizing.


• Establish IV/IO access with Normal Saline TKO.
• If BGL < 60 mg/dl, Dextrose IV/IO. Repeat as needed. If IV cannot be established,


administer Glucagon.
• Eclampsia should be considered if patient greater than 20 weeks gestational age or up


to six weeks postpartum. History of pre-eclampsia is not required for development of
eclampsia. Administer Magnesium Sulfate 6 grams in 100 ml D5W slowly IV/IO or 10
grams IM administered as 5mg in each buttock if no IV access.


• If eclampsia is suspected and seizure last > 5 minutes, administer Midazolam-10 mg
IM/IN (5mg in each nostril) 5 mg IV/IO slow IV push. Do not delay IM/IN administration
to start an IV if seizing.


Comments Regarding Eclampsia 
• Seizure can be due to Eclampsia greater than 20 weeks gestational age or up to 6 weeks 


postpartum.
• If actively seizing, give IM Magnesium do not delay administration for IV access.
• Do not delay transport for treatment in cases of suspected eclampsia.
• Maintain quiet, dim environment.


Base Hospital Contact Criteria 
• Additional Midazolam administration beyond max dose needed for patient with continued


seizures.
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BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link


• Primary Survey: Identify and immediately correct life threats 
• ABCs, vital signs and oxygen as indicated
• Secondary Survey: Relevent physical examination of the patient 


ALS 


Is patient in cardiac 
arrest?


See protocol 2.04-Cardiac Arrest


Calcium Chloride
Adult: 1g IV/IO


May repeat every 5 minutes until ECG 
changes improve
Maximum cumulative dose of 4 g


Pediatric: 
20 mg/kg IVP or IOP up to 1g per dose 
over 5 minutes 


May repeat every 5 minutes up to 
cumulative dose of 4g


Calcium Chloride
Adult: 1g IV/IO


May repeat every 5 minutes until ECG 
changes improve
Maximum cumulative dose of 4 g


Pediatric: 
20 mg/kg IVP or IOP up to 1g per dose 
over 5 minutes 


May repeat every 5 minutes up to 
cumulative dose of 4g


Albuterol
5mg/6mL nebulizer over 5-15 
minutes
Repeat x3


Albuterol
5mg/6mL nebulizer over 5-15 
minutes
Repeat x3


Sodium Bicarbonate
Adult: 50 mEq IV/IO one time dose


Pediatric: 1mEq/kg (max 50mEq) IV/
IO one time dose 


Sodium Bicarbonate
Adult: 50 mEq IV/IO one time dose


Pediatric: 1mEq/kg (max 50mEq) IV/
IO one time dose 


ECG Changes? 


Shift potassium intracellularly: 


 Stabilize cardiac membrane:


NO


YES


NOYES


Notes


Suspect hyperkalemia in patients with history of kidney disease, dialysis, or crush syndrome with any ECG findings:
• Bradycardia
• Peaked T waves
• Prolonged QRS (>0.12 sec) that may progress to sine wave in severe cases 
And/or
• Recent potassium value >6.0mEq (with or without above ECG findings)


• Anytime Sodium Bicarbonate is administered, the IV should be flushed before and after. 
• In cases of ECG changes in hyperkalemia, Calcium should always be given prior to Sodium Bicarbonate
• Calcium should always be given first with any ECG changes 


Effective: 10/01/24
Supersedes: NEW
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2.17 Hyperkalemia  


 


BLS Treatment 


• Primary survey: Identify and immediately correct life threats 


• ABCs, vital signs and oxygen as indicated 
• Secondary survey: Relevant physical examination of the patient 


ALS Treatment 


HYPERKALEMIA WITHOUT CARDIAC ARREST 


Suspect hyperkalemia in patients with a history of kidney disease, dialysis, or crush syndrome 
with any of the following clinical findings on ECG or cardiac monitor: 


  
o Bradycardia 
o Peaked T waves 
o Prolonged QRS (> 0.12 sec), that may progress to sine wave in severe cases (see example 


below) 


 
And/or 


 
o Recent potassium value > 6.0 mEq (with or without the presence of above ECG findings) 


 
The following approach should be taken for a patient in suspected hyperkalemia especially with ECG 
findings: 


 
Calcium Chloride 


Adult: 1g IV/IO. May repeat every 5 minutes until ECG changes improve, up to a 


cumulative amount of 4g 


Pediatric: 20 mg/kg IV/IO up to 1g per dose over 5 minutes. May repeat every 5 


minutes up to cumulative dose of 4g 


 
Lastly, give medication to shift potassium intracellularly: 
  
Albuterol 5mg/6ml NS via nebulizer over 5 to 15 minutes, repeated 3 times. 


Sodium Bicarbonate: 


Adult:  50mEq IV/IO one time dose 


Pediatric: 1mEq/kg (max 50mEq) IV/IO one time dose 
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The following approach should be taken for a patient in suspected hyperkalemia without ECG 
changes, 


  


Give medication to shift potassium intracellularly: 


 


Albuterol:5mg/6ml NS via nebulizer over 5 to 15 minutes, repeated 3 times. 


Sodium Bicarbonate: 


                      Adult 50mEq IV/IO one time dose 


Pediatric: 1mEq/kg (max 50mEq) IV/IO one time dose 


HYPERKALEMIA WITH CARDIAC ARREST 


Refer to protocol 2.04 – Cardiac Arrest for detailed treatment information. 


Notes 


• Calcium should always be given first with any of the ECG findings noted above 


• Anytime Sodium Bicarbonate is administered, the IV should be flushed before and after. In 
cases of ECG changes in hyperkalemia, Calcium should always be given prior to Sodium 
Bicarbonate 
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BLS Treatment  


• Position of comfort. 


• NPO except as noted below. 


• Oxygen as indicated. 


ALS Treatment 


OPIATE WITHDRAWAL 
Assess for symptoms of opioid withdrawal, which may include diaphoresis, nausea, 
vomiting, abdominal pain, and agitation. 


• For symptomatic suspected opioid withdrawal due to drug abstinence or 
Naloxone administration, perform a COWS (Clinical Opiate Withdrawal Score). If 
COWS greater than or equal to 8, assess for Buprenorphine/Suboxone eligibility 
(see Appendix A). 
 


COWS Link and QR Code 
 


  
 


Notes 


• Document the following: 
o Administration of Naloxone/Buprenorphine (Route, Dose, Complications) 
o Initial and Secondary COWS 
o Reason for Non-Enrollment (Exclusion Criteria) 
o Reason if Non-Transport of Enrolled Patient 


 


• A patient is considered enrolled by receiving their first dose of Buprenorphine by 
EMS. 
 


• If a patient receives Buprenorphine but does not wish to be transported, a Base 
Hospital Physician shall be contacted under Policy 4040 for non-transport. 
Consider contacting the Community Paramedicine Captain (CP5) at (628) 200-
1139 for additional resources and follow up information for the patient. 
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Appendix A – Clinical Opiate Withdrawal Score (COWS) 
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Appendix B – Buprenorphine Local Optional Scope of Practice Protocol 


 








4.01 GENERAL TRAUMA ASSESSMENT 4.01 GENERAL TRAUMA ASSESSMENT 


BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link
Assess  Vital Signs,  ABC's and responsiveness, NPO, Oxygen


If applicable:
Stabilize spine and any suspected fractures, bandage wounds, place amputated 
extremitie(s) in a plastic bag on ice/cold pack
Apply combat gauze (ex. “Quick Clot”) for excessive bleeding with signs of shock.
Stabilize impaled objects with bulky damp dressing. 
If open chest wounds with air leak, apply occlusive dressing. 
Cover any exposed eviscerated organs with moist saline gauze.
For pregnancy > 20 weeks, place in left lateral position or manually displace 
uterus. (If spinal motion restriction initiated, tilt spine board to the left or manually 
displace uterus)


Assess  Vital Signs,  ABC's and responsiveness, NPO, Oxygen
If applicable:


Stabilize spine and any suspected fractures, bandage wounds, place amputated 
extremitie(s) in a plastic bag on ice/cold pack
Apply combat gauze (ex. “Quick Clot”) for excessive bleeding with signs of shock.
Stabilize impaled objects with bulky damp dressing. 
If open chest wounds with air leak, apply occlusive dressing. 
Cover any exposed eviscerated organs with moist saline gauze.
For pregnancy > 20 weeks, place in left lateral position or manually displace 
uterus. (If spinal motion restriction initiated, tilt spine board to the left or manually 
displace uterus)


Hemodynamically 
stable?


Effective:10/01/24
Supersedes: 10/29/18


No


Yes


Normal Saline
500 mL bolus IV/IO if lungs are clear.
🔁  Reassess and repeat if indicated.


Normal Saline
500 mL bolus IV/IO if lungs are clear.
🔁  Reassess and repeat if indicated.


Ondansetron
4 mg slow IVP/IM over 2-5 minutes
- or -
4 mg ODT PO
🔁 All routes q20min up to total dose 
12 mg PRN


Ondansetron
4 mg slow IVP/IM over 2-5 minutes
- or -
4 mg ODT PO
🔁 All routes q20min up to total dose 
12 mg PRN


Nausea?


 Advanced airway management as indicated, establish IV access


 Follow Policy 3020 Field to Hospital for report formats to the trauma center.


 Advanced airway management as indicated, establish IV access


 Follow Policy 3020 Field to Hospital for report formats to the trauma center.


Pain?


Ketamine
IV/IO 0.25mg/kg in 
100 mL of NS/D5W slow 
infusion over 10 minutes


-or-


IN 0.5 mg/kg


Max dose for all routes is 
30mg. Repeat dosing every 
20 minutes, up to 2 doses 
WITH BASE CONTACT


Ibuprofen
600 mg PO x 1 dose
Ibuprofen
600 mg PO x 1 dose


Ketorolac
Dose: 15 mg IV/IO 
bolus x1 dose


--or--


30 mg IM x1 dose


Ketorolac
Dose: 15 mg IV/IO 
bolus x1 dose


--or--


30 mg IM x1 dose


Mandatory reporting 
of any incident of 


suspected abuse to 
emergency 


department staff


 Contact Base for repeat doses of pain medications.


Pain score 1-3
Fentanyl
50 mcg IV/IO slow IV 
push (over 1 minute).


🔁   May be repeated 
every 5 minutes if SBP > 
90mmHg. Maximum 
dose of 200 mcg total.


--or--


100 mcg IN or IM (IN 
preferred). 


🔁   May be repeated 
every 10 minutes if SBP 
> 90mmHg. Maximum 
dose of 200 mcg total.


Fentanyl
50 mcg IV/IO slow IV 
push (over 1 minute).


🔁   May be repeated 
every 5 minutes if SBP > 
90mmHg. Maximum 
dose of 200 mcg total.


--or--


100 mcg IN or IM (IN 
preferred). 


🔁   May be repeated 
every 10 minutes if SBP 
> 90mmHg. Maximum 
dose of 200 mcg total.


Pain score 4-10


OR
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BLS Treatment 
• Assess Vital Signs, ABC’s and responsiveness, NPO, Oxygen 


If applicable:  
• Stabilize spine and any suspected fractures, bandage wounds, place amputated 


extremitie(s) in a plastic bag on ice/cold pack 
• Apply combat gauze (ex. “Quick Clot”) for excessive bleeding with signs of shock. 
• Stabilize impaled objects with bulky damp dressing. 
• If open chest wounds with air leak, apply occlusive dressing. 
• Cover any exposed eviscerated organs with moist saline gauze. 
• For pregnancy > 20 weeks, place in left lateral position or manually displace uterus. (If spinal 


motion restriction initiated, tilt spine board to the left or manually displace uterus) 
 


ALS Treatment 
• Advanced airway management as indicated, establish IV access 
• Follow Policy 3020 Field to Hospital for report formats to the trauma center. 
• If hemodynamically unstable: 
• Normal Saline 500mL bolus IV/IO if lungs are clear. Reassess and repeat if indicated. 
• Nausea: 
• Ondansetron 4 mg slow IVP/IM over 2-5 minutes or 4mg ODT PO 
• All routes q20 minutes up to total dose 12 mg PRN 
• Pain score 1-3: 
• Ibuprofen 600 mg PO x 1 dose 
• Ketorolac Dose: 15 mg IV/IO bolus x 1 dose or 30 mg IM x 1 dose 


Pain score 4-10: 
Ketamine IV/IO 0.25 mg/kg in 100ml of NS/D5W slow infusion over 10 minutes or 
IN 0.5mg/kg 
Max dose for all routes is 30 mg 
Repeat dosing every 20 minutes, up to 2 doses WITH BASE CONTACT 
OR 
Fentanyl 50 mcg IV/IO slow IV push (over 1 minute). May be repeated every 5 minutes if 
SBP >90mmHg. Maximum dose of 200 mcg total.  
--or-- 
100 mcg IN or IM (IN preferred). May be repeated every 10 minutes if SBP >90mmHg. 
Maximum dose of 200 mcg total. 


 
Comments 


• Mandatory reporting of any incident of suspected abuse to emergency department staff. 


• Contact Base for repeat doses of pain medications. 
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4.03 HEAD, NECK, AND FACIAL TRAUMA 4.03 HEAD, NECK, AND FACIAL TRAUMA 


BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link


Assess Vital Signs, ABC's and responsiveness, NPO, apply Oxygen as needed
If applicable:


Stabilize spine and any suspected fractures
Bandage wounds and control bleeding with direct pressure.
Stabilize impaled objects with bulky damp dressing.
Cover eye injuries with dressings.
Keep avulsed teeth in saline and transport with patient
Evaluate visual acuity and assess pupils.


Assess Vital Signs, ABC's and responsiveness, NPO, apply Oxygen as needed
If applicable:


Stabilize spine and any suspected fractures
Bandage wounds and control bleeding with direct pressure.
Stabilize impaled objects with bulky damp dressing.
Cover eye injuries with dressings.
Keep avulsed teeth in saline and transport with patient
Evaluate visual acuity and assess pupils.


Hemodynamically 
stable?


Effective: 10/01/24
Supersedes: 03/01/15


No


Yes


Normal Saline
500mL bolus IV/IO if lungs are clear.
🔁  Reassess and repeat if indicated.


Normal Saline
500mL bolus IV/IO if lungs are clear.
🔁  Reassess and repeat if indicated.


Ondansetron
4 mg slow IVP/IM over 2-5 minutes
- or -
4 mg ODT PO
🔁 All routes q20min up to total dose 
12 mg PRN


Ondansetron
4 mg slow IVP/IM over 2-5 minutes
- or -
4 mg ODT PO
🔁 All routes q20min up to total dose 
12 mg PRN


Nausea?


Advanced airway management as indicated, monitor for obstruction and remove objects 
obstructing airway, establish IV access


Follow Policy 3020 Field to Hospital for report formats to the trauma center.


Advanced airway management as indicated, monitor for obstruction and remove objects 
obstructing airway, establish IV access


Follow Policy 3020 Field to Hospital for report formats to the trauma center.


Pain?


Ketamine
IV/IO 0.25mg/kg in 
100 mL of NS/D5W slow 
infusion over 10 minutes


-or-


IN 0.5 mg/kg


Max dose for all routes 
is 30mg. Repeat dosing 
every 20 minutes, up to 
2 doses 
WITH BASE CONTACT


Fentanyl
50 mcg IV/IO slow IV 
push (over 1 minute).


🔁   May be repeated 
every 5 minutes if SBP > 
90mmHg. Maximum 
dose of 200 mcg total.


--or--


100 mcg IN or IM (IN 
preferred). 


🔁   May be repeated 
every 10 minutes if SBP 
> 90mmHg. Maximum 
dose of 200 mcg total.


Fentanyl
50 mcg IV/IO slow IV 
push (over 1 minute).


🔁   May be repeated 
every 5 minutes if SBP > 
90mmHg. Maximum 
dose of 200 mcg total.


--or--


100 mcg IN or IM (IN 
preferred). 


🔁   May be repeated 
every 10 minutes if SBP 
> 90mmHg. Maximum 
dose of 200 mcg total.


Pain score 4-10


Ibuprofen
600 mg PO x 1 dose
Ibuprofen
600 mg PO x 1 dose


Ketorolac
Dose: 15 mg IV/IO 
bolus x1 dose


--or--


30 mg IM x1 dose


Ketorolac
Dose: 15 mg IV/IO 
bolus x1 dose


--or--


30 mg IM x1 dose


Mandatory reporting 
of any incident of 


suspected abuse to 
emergency 


department staff


Pain score 1-3


 Contact Base for repeat doses of pain medications.


OR
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BLS Treatment 
• Assess Vital Signs, ABC’s and responsiveness, NPO, apply Oxygen as needed 
• If applicable:  
• Stabilize spine and any suspected fractures  
• Bandage wounds and control bleeding with direct pressure. 
• Stabilize impaled objects with bulky damp dressing.  
• Cover eye injuries with dressings. 
• Keep avulsed teeth in saline and transport with patient 
• Evaluate visual acuity and assess pupils. 


  
ALS Treatment 


• Advanced airway management as indicated, monitor for obstruction and remove objects 
obstructing airway, establish IV access 


• Follow Policy 3020 Field to Hospital for report formats to the trauma center. 
• If hemodynamically unstable: 
• Normal Saline 500mL bolus IV/IO if lungs are clear. Reassess and repeat if indicated. 
• Nausea: 
• Ondansetron 4 mg slow IVP/IM over 2-5 minutes or 4mg ODT PO 
• All routes q20 minutes up to total dose 12 mg PRN 
• Pain score 1-3: 
• Ibuprofen 600 mg PO x 1 dose 
• Ketorolac Dose: 15 mg IV/IO bolus x1 dose or 30 mg IM x 1 dose 


Pain score 4-10: 
• Ketamine IV/IO 0.25mg/kg in 100ml of NS/D5W slow infusion over 10 minutes or 


IN 0.5mg/kg 
Max dose for all routes is 30mg 
Repeat dosing every 20 minutes, up to 2 doses WITH BASE CONTACT 
OR 


• Fentanyl 50 mcg IV/IO slow IV push (over 1 minute). May be repeated every 5 minutes if 
SBP >90mmHg. Maximum dose of 200 mcg total. 


• -- or--  
100 mcg IN or IM (IN preferred). May be repeated every 10 minutes if SBP >90mmHg. 
Maximum dose of 200 mcg total. 


 
Comments 


• Mandatory reporting of any incident of suspected abuse to emergency department staff. 


• Contact Base for repeat doses of pain medications. 
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4.04 CHEST, ABDOMINAL, AND PELVIC TRAUMA4.04 CHEST, ABDOMINAL, AND PELVIC TRAUMA


BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link


Pain score 1-3


Ibuprofen
600 mg PO x 1 dose
Ibuprofen
600 mg PO x 1 dose


Assess  Vital Signs, ABC's and responsiveness, NPO, Oxygen
If applicable:


Stabilize spine and any suspected fractures, bandage wounds
Bandage wounds and control bleeding with direct pressure.
Stabilize impaled objects with bulky damp dressing.
If open chest wounds with air leak, apply occlusive dressing.
Cover any exposed eviscerated organs with moist saline gauze.


Assess  Vital Signs, ABC's and responsiveness, NPO, Oxygen
If applicable:


Stabilize spine and any suspected fractures, bandage wounds
Bandage wounds and control bleeding with direct pressure.
Stabilize impaled objects with bulky damp dressing.
If open chest wounds with air leak, apply occlusive dressing.
Cover any exposed eviscerated organs with moist saline gauze.


Hemodynamically 
stable?


Effective: 10/01/24
Supersedes: 03/01/15


No


Yes


Normal Saline
500mL bolus IV/IO if lungs are clear.
🔁  Reassess and repeat if indicated.


Normal Saline
500mL bolus IV/IO if lungs are clear.
🔁  Reassess and repeat if indicated.


Ondansetron
4 mg slow IVP/IM over 2-5 minutes
- or -
4 mg ODT PO
🔁 All routes q20min up to total dose 
12 mg PRN


Ondansetron
4 mg slow IVP/IM over 2-5 minutes
- or -
4 mg ODT PO
🔁 All routes q20min up to total dose 
12 mg PRN


Nausea?


Advanced airway management as indicated, establish IV access


Follow Policy 3020 Field to Hospital for report formats to the trauma center.


Advanced airway management as indicated, establish IV access


Follow Policy 3020 Field to Hospital for report formats to the trauma center.


Pain?


Ketamine
IV/IO 0.25mg/kg in 
100 mL of NS/D5W slow 
infusion over 10 minutes


-or-


IN 0.5 mg/kg


Max dose for all routes 
is 30mg. Repeat dosing 
every 20 minutes, up to 
2 doses 
WITH BASE CONTACT


Fentanyl
50 mcg IV/IO slow IV 
push (over 1 minute).


🔁   May be repeated 
every 5 minutes if SBP > 
90mmHg. Maximum 
dose of 200 mcg total.


--or--


100 mcg IN or IM (IN 
preferred). 


🔁   May be repeated 
every 10 minutes if SBP 
> 90mmHg. Maximum 
dose of 200 mcg total.


Fentanyl
50 mcg IV/IO slow IV 
push (over 1 minute).


🔁   May be repeated 
every 5 minutes if SBP > 
90mmHg. Maximum 
dose of 200 mcg total.


--or--


100 mcg IN or IM (IN 
preferred). 


🔁   May be repeated 
every 10 minutes if SBP 
> 90mmHg. Maximum 
dose of 200 mcg total.


Pain score 4-10


Ketorolac
Dose: 15 mg IV/IO 
bolus x1 dose


--or--


30 mg IM x1 dose


Ketorolac
Dose: 15 mg IV/IO 
bolus x1 dose


--or--


30 mg IM x1 dose


Mandatory reporting 
of any incident of 


suspected abuse to 
emergency 


department staff


 Contact Base for repeat doses of pain medications.


See Protocol 5.01 Trauma in the Obstetric Patient for pregnancy 20 weeks or greaterSee Protocol 5.01 Trauma in the Obstetric Patient for pregnancy 20 weeks or greater


OR
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BLS Treatment 
• Assess Vital Signs, ABC’s and responsiveness, NPO, apply Oxygen as needed 
• If applicable:  
• Stabilize spine and any suspected fractures 
• Bandage wounds and control bleeding with direct pressure. 
• If open chest wounds with air leak, apply occlusive dressing. 
• Cover any exposed eviscerated organs with moist saline gauze. 
• See Protocol 5.01 Trauma in the Obstetric Patient for pregnancy 20 weeks or greater 


ALS Treatment 
• Advanced airway management as indicated, establish IV access 
• Follow Policy 3020 Field to Hospital for report formats to the trauma center. 
• If hemodynamically unstable: 
• Normal Saline 500mL bolus IV/IO if lungs are clear. Reassess and repeat if indicated. 
• Nausea: 
• Ondansetron 4 mg slow IVP/IM over 2-5 minutes or 4 mg ODT PO 
• All routes q20 minutes up to total dose 12 mg PRN 
• Pain score 1-3: 
• Ibuprofen 600 mg PO x 1 dose 
• Ketorolac Dose: 15 mg IV/IO bolus x1 dose or 30 mg IM x 1 dose 


Pain score 4-10: 
Ketamine IV/IO 0.25 mg/kg in 100ml of NS/D5W slow infusion over 10 minutes or 
IN 0.5 mg/kg 
Max dose for all routes is 30 mg 
Repeat dosing every 20 minutes, up to 2 doses WITH BASE CONTACT 
OR 


• Fentanyl 50 mcg IV/IO slow IV push (over 1 minute). May be repeated every 5 minutes if 
SBP >90mmHg. Maximum dose of 200 mcg total. 


• -- or--  
100 mcg IN or IM (IN preferred). May be repeated every 10 minutes if SBP >90mmHg. 
Maximum dose of 200 mcg total. 
  


Comments 
• Mandatory reporting of any incident of suspected abuse to emergency department staff. 


• Contact Base for repeat doses of pain medications. 
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BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link


4.05 EXTREMITY BLEEDING CONTROL  4.05 EXTREMITY BLEEDING CONTROL  


Assess  Vital Signs, ABC's and responsiveness, NPO, Oxygen


Apply direct pressure to wound with a dressing.
                Hemostatic gauze may be applied and wound may require packing.
                Hold continuous pressure or apply a pressure dressing to wound.
                Apply tourniquet 2-3 inches proximal to the bleeding site when:


• Direct pressure does not control the bleeding.
• Amputation or near amputation of the limb.
• Severe bleeding from a site which is not accessible (example: entrapment).
• Severe bleeding from an impaled object.
• When holding direct pressure is not practical.


If extremity deformed and pulseless, use gentle in-line traction to retore anatomical position. 
Splint injured extremities if indicated. Cover open wounds with sterile dressing. Re-check 
neurological function/circulation every 5 minutes.


Assess  Vital Signs, ABC's and responsiveness, NPO, Oxygen


Apply direct pressure to wound with a dressing.
                Hemostatic gauze may be applied and wound may require packing.
                Hold continuous pressure or apply a pressure dressing to wound.
                Apply tourniquet 2-3 inches proximal to the bleeding site when:


• Direct pressure does not control the bleeding.
• Amputation or near amputation of the limb.
• Severe bleeding from a site which is not accessible (example: entrapment).
• Severe bleeding from an impaled object.
• When holding direct pressure is not practical.


If extremity deformed and pulseless, use gentle in-line traction to retore anatomical position. 
Splint injured extremities if indicated. Cover open wounds with sterile dressing. Re-check 
neurological function/circulation every 5 minutes.


                                      Make Base Hospital Contact
                  If there is any question regarding removal of tourniquet
                  or for repeat doses of pain medications.


Effective: 10/01/24
Supersedes: 03/01/15


Mandatory reporting 
of any incident of 


suspected abuse to 
emergency 


department staff


Advanced airway management as indicated, establish IV access
Follow Policy 3020 Field to Hospital for report formats to the trauma center.
Advanced airway management as indicated, establish IV access
Follow Policy 3020 Field to Hospital for report formats to the trauma center.


Life-threatening hemorrhage? NoYes


Apply tourniquet Bleeding controlled?
Apply direct pressure. 


Pack wound if indicated.


YesNo


Hold continuous pressure 
or apply pressure dressing.


Extremity deformed 
and pulseless?


COMMENTS


Splint injured extremity if indicated. 
Cover open wounds with sterile dressing. 
Re-check neurologic function/circulation 
every 5 minutes.


No


Yes


Gentle in-line traction


Tourniquet placement: 
• Note time of placement and location of tourniquet(s).
• Must communicate time when tourniquet was applied to receiving 


hospital staff. 
• Do not place tourniquet over a joint. Avoid placement of tourniquet 


on extremity with AV fistula. Limb with the tourniquet should remain 
exposed.


• Do not remove tourniquet without Base Contact.
• Place amputated extremity in dry sterile dressing. Place in a plastic 


bag and on top of an ice/cold pack.


Hemodialysis Fistulas:
• Apply direct pressure to bleeding site with a gloved 


hand
• Apply direct pressure both proximal AND distal 


to bleeding site
• *Apply tourniquet only in event of uncontrolled 


bleeding
• Use of tourniquet on limb may permanently


damage AV fistula.


If BP <90, administer Normal Saline fluid bolus.If BP <90, administer Normal Saline fluid bolus.


For nausea/vomiting: may administer Ondansetron.For nausea/vomiting: may administer Ondansetron.


Ketamine IV/IO 0.25mg/kg in 100 mL of NS/D5W slow infusion over 10 minutes -or- IN 0.5 mg/kg 


Max dose for all routes is 30mg. Repeat dosing every 20 minutes, up to 2 doses WITH BASE CONTACT


For pain, if no evidence of significant head injury with AMS, or signs of hypoperfusion,


and SBP >90: may administer Fentanyl. OR


For pain, if no evidence of significant head injury with AMS, or signs of hypoperfusion,


and SBP >90: may administer Fentanyl. OR
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BLS Treatment 
 
• Apply direct pressure to wound with a dressing. 


o Hemostatic gauze may be applied and wound may require packing. 
o Hold continuous pressure or apply a pressure dressing to wound. 


• Apply tourniquet 2-3 inches proximal to the bleeding site when: 
o Direct pressure does not control bleeding. 
o Amputation or near amputation of the limb. 
o Severe bleeding from a site which is not accessible (example: entrapment). 
o Severe bleeding from an impaled object. 
o When holding direct pressure is not practical. 


• If extremity deformed and pulseless, use gentle in line traction to restore anatomical 
position.  


• Splint injured extremities if indicated. Cover open wounds with sterile dressing.  
Re-check neurological function/circulation every 5 minutes.  
 


ALS Treatment 
• If SBP <90, administer Normal Saline fluid bolus. 


For pain, if no evidence of significant head injury with AMS, or signs of hypoperfusion, and 
SBP > 90: may administer Fentanyl.   
OR                   


• Ketamine IV/IO 0.25 mg/kg in 100ml of NS/D5W slow infusion over 10 minutes or 
IN 0.5 mg/kg 
Max dose for all routes is 30 mg 
Repeat dosing every 20 minutes, up to 2 doses WITH BASE CONTACT 


• For nausea/vomiting: may administer Ondansetron. 
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Comments 
• Tourniquet placement 


o Note time of placement and location of tourniquet(s) 
 Must communicate time when tourniquet was applied to receiving hospital 


staff. 
o Do not place tourniquet over a joint 
o Avoid placement of tourniquet on extremity with AV fistula 
o Limb with the tourniquet should remain exposed. 
o Do not remove tourniquet without Base Contact. 


• Place amputated extremity in dry sterile dressing. Place in a plastic bag and on top of an 
ice/cold pack. 


• If bleeding hemodialysis Fistula: 
o Apply direct pressure to bleeding site with a gloved hand 
o Apply direct pressure both proximal AND distal to bleeding site 
o Apply tourniquet only in event of uncontrolled bleeding 


 Use of tourniquet on limb may permanently damage AV fistula 
Base Hospital Contact Criteria 


• If there is any question regarding removal of tourniquet  
• For repeat doses of pain medications 
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4.06 BURNS4.06 BURNS


BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link


Ibuprofen
600 mg PO x 1 dose
Ibuprofen
600 mg PO x 1 dose


Nausea/
Vomiting?


Effective: 10/01/24
Supersedes: 03/01/19


Advanced airway as indicated. Patients with the following 
Criteria shall be transported to St. Francis Hospital Burn Center


Normal Saline
IV/IO of Normal Saline TKO. 


500mL bolus IV/IO for partial or full thickness burns >10% BSA.
🔁    Reassess and repeat if indicated.


Normal Saline
IV/IO of Normal Saline TKO. 


500mL bolus IV/IO for partial or full thickness burns >10% BSA.
🔁    Reassess and repeat if indicated.


Pain?


Ketamine
IV/IO 0.25mg/kg in 
100 mL of NS/D5W slow 
infusion over 10 minutes


-or-


IN 0.5 mg/kg


Max dose for all routes 
is 30mg. Repeat dosing 
every 20 minutes, up to 
2 doses 
WITH BASE CONTACT


Ondansetron
4 mg slow IVP/IM 
over 2-5 minutes


- or -


4 mg ODT PO
🔁   All routes 
q20min up to total 
dose 12 mg PRN


Ondansetron
4 mg slow IVP/IM 
over 2-5 minutes


- or -


4 mg ODT PO
🔁   All routes 
q20min up to total 
dose 12 mg PRN


Fentanyl
50 mcg IV/IO slow IV 
push (over 1 minute).


🔁   May be repeated 
every 5 minutes if SBP > 
90mmHg. Maximum 
dose of 200 mcg total.


--or--


100 mcg IN or IM (IN 
preferred). 


🔁   May be repeated 
every 10 minutes if SBP 
> 90mmHg. Maximum 
dose of 200 mcg total.


Fentanyl
50 mcg IV/IO slow IV 
push (over 1 minute).


🔁   May be repeated 
every 5 minutes if SBP > 
90mmHg. Maximum 
dose of 200 mcg total.


--or--


100 mcg IN or IM (IN 
preferred). 


🔁   May be repeated 
every 10 minutes if SBP 
> 90mmHg. Maximum 
dose of 200 mcg total.


Pain score 1-3 Pain score 4-10


Make Base Hospital Contact
              If maximum dose of pain medication is reached   


and additional pain management is required
For chemical burns, consider contacting base hospital or 


California Poison Control Center for field decontamination 
direction


Ketorolac
Dose: 15 mg IV/IO 
bolus x1 dose


--or--


30 mg IM x1 dose


Ketorolac
Dose: 15 mg IV/IO 
bolus x1 dose


--or--


30 mg IM x1 dose


Assess Vital Signs, ABC's and responsiveness. Position of comfort 
or Spinal Restriction as indicated, NPO, Oxygen as indicated, Calculating 
Body Surface Area


Assess Vital Signs, ABC's and responsiveness. Position of comfort 
or Spinal Restriction as indicated, NPO, Oxygen as indicated, Calculating 
Body Surface Area


Thermal Burns
Apply cool water 
(not ice) to affected 
area(s), cover with 
dry sterile dressing. 
Remove non-
adhered clothing 
and jewelry. Leave 
blisters intact. 


Chemical Burns
See Protocol 
3.04 Hazardous 
Materials. Do 
not apply water 
to affected 
areas. Consider 
Base Contact.


Chemical Burns
See Protocol 
3.04 Hazardous 
Materials. Do 
not apply water 
to affected 
areas. Consider 
Base Contact.


Electrical Burns
Disconnect 
electrical source 
before touching 
patient. Apply dry 
dressing to 
affected area.


Tar Burns
Apply cool to 
tepid water (not 
ice). Do not 
attempt to 
remove tar or 
apply solvents.


Manage pain. Manage N/V.


Mandatory reporting 
of any incident of 


suspected abuse to 
emergency 


department staff


Burn Center Criteria


1. Partial thickness burns 
> 10% of the total body 
surface area (TBSA)


2. Burns involving the face, 
eyes, ears, hands, feet, 
perineum or major joints


3. Full thickness or 3rd degree 
burns in any age group


4. Serious electrical burns


5. Serious chemical burns


6. Inhalation injuries 
(including burns sustained in a 
enclosed space or facial 
burns)


7. Pediatric burn patients who 
do not meet trauma triage 
criteria shall be transported to 
St. Francis Memorial HospitalOR
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BLS Treatment 
• Assess Vital Signs, ABC’s and responsiveness. 
• Position of comfort or Spinal Restrictions as indicated, 
• NPO 
• Oxygen as indicated. 
• Calculating Body Surface Area 
 
Thermal Burns: 
• Apply cool water (not ice) to affected area(s), 
• Cover with dry sterile dressing. 
• Remove non-adhered clothing and jewelry.  
• Leave blisters intact. 
 
Chemical Burns: 
• See Protocol 3.04 Hazardous Materials. Do not apply water to affected areas. 
 
Tar Burns:  
• Apply cool to tepid water (not ice). Do not attempt to remove tar or apply solvents.  


 
Electrical Burns: 
• Disconnect Electrical Source Before Touching Patient. 
• Apply dry dressing to affected area. 


 
ALS Treatment 


• Advanced airway as indicated. Patients with the following Criteria shall be transported to  
St. Francis Hospital Burn Center 


• Normal Saline 
IV/IO of Normal Saline TKO.  


• 500mL bolus IV/IO for partial or full thickness burns >10% BSA.  
• Reassess and repeat if indicated. 
• Manage pain. Manage N/V. 
• Pain score 1-3: 
• Ibuprofen 600 mg PO x 1 dose 
• Ketorolac Dose: 15 mg IV/IO bolus x1 dose or 30 mg IM x 1 dose 


Pain score 4-10: 
• Ketamine IV/IO 0.25 mg/kg in 100ml of NS/D5W slow infusion over 10 minutes or 


IN 0.5mg/kg 
Max dose for all routes is 30 mg 
Repeat dosing every 20 minutes, up to 2 doses WITH BASE CONTACT  
OR 


• Fentanyl 50 mcg IV/IO slow IV push (over 1 minute). May be repeated every 5 minutes if 
SBP >90mmHg. Maximum dose of 200 mcg total. 



https://www.acidremap.com/getSecurePDF.php?id=1&uid=122

https://www.acidremap.com/getSecurePDF.php?id=1&uid=55

https://www.acidremap.com/getSecurePDF.php?id=1&uid=92

https://www.acidremap.com/getSecurePDF.php?id=1&uid=287

https://www.acidremap.com/getSecurePDF.php?id=1&uid=338

https://www.acidremap.com/getSecurePDF.php?id=1&uid=339

https://www.acidremap.com/getSecurePDF.php?id=1&uid=336





4.06 BURNS 
 


SAN FRANCISCO EMS AGENCY   
                                                                                                                                                                                                                            Effective: 10/01/24 


Supersedes: 03/01/19 
 


 Page 2 of 3   


 


-- or--  
100 mcg IN or IM (IN preferred). May be repeated every 10 minutes if SBP >90mmHg. 
Maximum dose of 200 mcg total. 


• Nausea/Vomiting: 
• Ondansetron 4 mg slow IVP/IM over 2-5 minutes or 4mg ODT PO 
• All routes q20 minutes up to total dose 12 mg PRN 


Comments 
Patients with the following criteria shall be transported to St. Francis Hospital Burn Center: 
1. Partial thickness burns > 10% of the total body surface area (TBSA) 
2. Burns involving the face, eyes, ears, hands, feet, perineum or major joints 
3. Full thickness or 3rd degree burns in any age group 
4. Serious electrical burns 
5. Serious chemical burns 
6. Inhalation injuries (including burns sustained in a enclosed space or facial burns) 
7. Pediatric burn patients who do not meet trauma triage criteria shall be transported to St. 


Francis Memorial Hospital 
• Transport to Zuckerberg San Francisco General Hospital Trauma Center if the patient meets 


trauma triage criteria. 
• Inhalation injuries are burn injuries and may cause delayed, but severe airway compromise. 
• Do NOT apply ice or ice water directly to skin surfaces (additional injury will result). 
• Lightning injuries may cause prolonged respiratory arrest. 
• Assume presence of associated multisystem trauma from explosions, electrical shock, falls 


or with signs or symptoms of hypovolemia. 
• Dysrhythmias may be present with electrical burns due to changes in K+ levels. 


• Mandatory reporting of any incident of suspected abuse to emergency department staff. 


Make Base Hospital Contact 
• If maximum dose of pain medication is reached and additional pain management required 
• For chemical burns, consider contacting Base Hospital or California Poison Control Center 


for field decontamination direction 
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CALCULATING BODY SURFACE AREA  
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4.07 TRAUMA IN THE OBSTETRIC PATIENT 4.07 TRAUMA IN THE OBSTETRIC PATIENT 


BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link


Effective: 10/01/24 
Supersedes: NEW


Fentanyl
50 mcg IV/IO slow IV 
push (over 1 minute).


🔁   May be repeated 
every 5 minutes if SBP > 
90mmHg. Maximum 
dose of 200 mcg total.


--or--


100 mcg IN or IM (IN 
preferred). 


🔁   May be repeated 
every 10 minutes if SBP 
> 90mmHg. Maximum
dose of 200 mcg total.


Fentanyl
50 mcg IV/IO slow IV 
push (over 1 minute).


🔁   May be repeated 
every 5 minutes if SBP > 
90mmHg. Maximum 
dose of 200 mcg total.


--or--


100 mcg IN or IM (IN 
preferred). 


🔁   May be repeated 
every 10 minutes if SBP 
> 90mmHg. Maximum
dose of 200 mcg total.


Pain?


Report any incident of 
suspected domestic violence 


to emergency department 
staffKetorolac, Ibuprofen, 


and Ketamine are 
contraindicated in 
pregnancy/labor.


SBP < 90?


Assess Vital Signs, ABC's and responsiveness, Oxygen PRNAssess Vital Signs, ABC's and responsiveness, Oxygen PRN


Refer to protocol 4.01 General Trauma Assessment for 
adult/pediatric trauma protocols with the following 


additional considerations:


Refer to protocol 4.01 General Trauma Assessment for 
adult/pediatric trauma protocols with the following 


additional considerations:


Gestational age?≤  20 weeks  ≥ 20 weeks 


Transport to any receiving 
hospital


Transport to Obstetric 
Specialty Care Facility.
Transport to Obstetric 
Specialty Care Facility.


Meets trauma 
triage criteria?


Transport to Trauma Center


Transport patient in left tilt 
positioning or with manual 
uterine displacement during 
transport. 


If Spinal Motion Restriction, 
tilt board to left and pack 
under board.


IV/IO of Normal Saline TKO.
Assess for signs of shock.


IV/IO of Normal Saline TKO.
Assess for signs of shock.


SBP > 90?


Normal Saline
500mL bolus IV/IO for SBP <90.
🔁  Reassess and repeat if 
indicated.


Normal Saline
500mL bolus IV/IO for SBP <90.
🔁  Reassess and repeat if 
indicated.


Comments 


• If concern for vaginal bleeding, direct pressure should
be offered, and if appropriate.


• If patient prefers and is able, allow patient to apply
direct pressure


• Pelvic binding and stabilization can be used in
obstetric trauma patients if indicated, place under
gravid abdomen.


• With fentanyl use, there is a risk of fetal respiratory
depression in fetus if birth is imminent (crowning).


YESNO
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 4.07 Trauma in the Obstetric Patient 


    SAN FRANCISCO EMS AGENCY  
            Effective: 10/01/24


         Supersedes NEW


BLS Treatment 


Refer to protocol 4.01 General Trauma Evaluation and Overview for adult/pediatric trauma 
protocols with the following additional considerations: 


If less than or equal to 20 weeks gestational age: 
• Transport to any receiving hospital


If greater than 20 weeks gestational age and does not meet trauma triage criteria.
• Transport to Obstetric Specialty Care Facility


If greater than 20 weeks gestational age AND meets trauma triage criteria
• Transport to Trauma Center
• Oxygen
• Transport patient in left tilt positioning or with manual uterine displacement during


transport. If Spinal Motion Restriction, tilt spine board to left and pack under board.
• If concern for vaginal bleeding, direct pressure should be offered, if appropriate. If


patient prefers and is able, allow patient to apply direct pressure


ALS Treatment 


• IV / IO of Normal Saline TKO.
• Assess for signs of shock, if SBP < 90, Normal Saline fluid bolus.
Pain control


• Fentanyl can be used for pain control in this population.
• Ketorolac, Ibuprofen, and Ketamine are contraindicated in pregnancy/labor


Comments 


• Pelvic binding and stabilization can be used in obstetric trauma patients if indicated, place
under gravid abdomen.


• With fentanyl use, there is a risk of fetal respiratory depression in fetus if birth is imminent
(crowning).


• Domestic violence is the second leading cause of traumatic injury in obstetric patients and is
often under reported.
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5.01 VAGINAL BLEEDING (NOT RELATED TO LABOR) 5.01 VAGINAL BLEEDING (NOT RELATED TO LABOR) 


BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link


Effective: 10/01/24
Supersedes: 01/30/17


IV/IO of Normal Saline TKO.
Assess for signs of shock, 


if SBP < 90, Normal Saline fluid bolus.


IV/IO of Normal Saline TKO.
Assess for signs of shock, 


if SBP < 90, Normal Saline fluid bolus.


• Do not pack the vagina with any material to stop bleeding. 
• Inquire if patient has known pregnancy status or last menstrual period. If patient reports pregnancy consider 


obstetric etiologies 
• If patient reports sexual assault or meets trauma criteria, transport to appropriate specialty center


Comments


Assess circulation, airway, breathing and responsiveness
If reported trauma to the vaginal area, direct pressure should be offered, and if 
appropriate. 
If patient prefers and is able, allow patient to apply direct pressure 
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5.01 Vaginal Bleeding (Not Related to Labor)  


 


SAN FRANCISCO EMS AGENCY   
Effective: 10/01/24 


Supersedes 01/30/17 
                                                                                         Page 1 of 1 


Vaginal Bleeding (Not Related to Labor) 
BLS Treatment 


• Assess circulation, airway, breathing, and responsiveness. 
• Position of comfort. 
• If reported trauma to the vaginal area, direct pressure should be offered, if appropriate. If 


patient prefers and is able, allow patient to apply direct pressure. 
• Place pad or large dressing over vaginal opening. 


ALS Treatment 


• IV / IO of Normal Saline TKO. 
• Assess for signs of shock, if SBP < 90, Normal Saline fluid bolus.  


Comments 


• DO NOT pack the vagina with any material to stop bleeding. A bulky dressing or pad may be 
used externally to absorb blood flow. 


• Inquire if patient has known pregnancy status or last known menstrual period. If patient 
reports pregnancy, consider obstetric etiologies to vaginal bleeding. 


• Consider ruptured ectopic pregnancy in a woman of childbearing age with signs of shock. 


• If patient reports sexual assault or meets trauma criteria transport to appropriate specialty 
center   
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		5.01 fc

		EMSA Protocol Flowcharts.vsdx

		5.01 v2 Vaginal bleeding FINAL 





		EMSA-Protocol-5.01-Vaginal-Bleeding-Final-10.01.24

		5.01 flowchart

		EMSA Protocol Flowcharts.vsdx

		5.01 v2 Vaginal bleeding Post public comment 





		5.01Vaginal Bleeding-Text
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5.03 CHILDBIRTH: NORMAL DELIVERY AND POST-DELIVERY CARE5.03 CHILDBIRTH: NORMAL DELIVERY AND POST-DELIVERY CARE


Activity 
(Muscle Tone)


2=Strong cry2=Strong cry


Assess Vital Signs, ABC's and responsiveness, Oxygen PRN (goal 94-98%)
  Assess for signs of imminent delivery: crowning, urge to push, presentation of 


fetal part, contractions < 2 minutes apart


Assess Vital Signs, ABC's and responsiveness, Oxygen PRN (goal 94-98%)
  Assess for signs of imminent delivery: crowning, urge to push, presentation of 


fetal part, contractions < 2 minutes apart


Effective: 10/01/24
Supersedes: NEW


Pulse


0=Absent


1=Less than 100bpm


2=100/min & above


Grimace (Irritability)


0=No response


1=Grimace


2=Cough, sneeze, cry


1=Some flexion of 
extremities


2=Active motion


1=Slow & irregular


Crowning?


Afterbirth Care


NoYes


Prepare area and obstetric kit for 
delivery.


Stabilize fetal head and mother’s 
perineum during delivery of head. 
Do NOT pull on baby’s
head.


Assess for breech presentation, 
prolapsed cord, nuchal cord, and 
shoulder dystocia. If noted, refer to 
Protocol 5.04 Childbirth 
Complications.


Assist mother into position 
of comfort and transport.


Cardiac 
Arrest?


For cardiac arrest of mother, see 
Protocol 2.04 Cardiac Arrest.
Perform maternal CPR with 
patient supine with left manual 
uterine displacement.


For cardiac arrest of mother, see 
Protocol 2.04 Cardiac Arrest.
Perform maternal CPR with 
patient supine with left manual 
uterine displacement.


Mother Baby


Once delivered, dry, stimulate 
and cover newborn for warmth. 


Perform APGAR at 1 minute.


Stable Unstable 


If non-vigorous or in 
respiratory distress clamp 
umbilical cord immediately 
and proceed to Protocol 8.05 
Neonatal Resuscitation.


If non-vigorous or in 
respiratory distress clamp 
umbilical cord immediately 
and proceed to Protocol 8.05 
Neonatal Resuscitation.


If newborn appears pink, 
warm and vigorous place 
skin to skin with mother.
Allow the cord to pulse 
for at least 1 minute OR 
until pulsing stops.


Assess for signs of shock. If 
shock, perform uterine massage 
and refer to Protocol 5.06 
Postpartum Hemorrhage. 


Do not delay transport for 
delivery of placenta.


APGAR SCORE


Appearance 
(Skin Color)


0=Body & extremities  
blue, pale


2=Completely pink


Pulse


0=Absent


1=Less than 100bpm


2=100/min & above


Grimace (Irritability)


0=No response


1=Grimace


2=Cough, sneeze, cry


0=Limp


1=Some flexion of 
extremities


2=Active motion


1=Body pink, 
extremities blue


Next PageNext Page


0=Absent


Respirations



https://www.acidremap.com/getSecurePDF.php?id=1&uid=485

https://www.acidremap.com/getSecurePDF.php?id=1&uid=485

https://www.acidremap.com/getSecurePDF.php?id=1&uid=55

https://www.acidremap.com/getSecurePDF.php?id=1&uid=55

https://www.acidremap.com/getSecurePDF.php?id=1&uid=162

https://www.acidremap.com/getSecurePDF.php?id=1&uid=162

https://www.acidremap.com/getSecurePDF.php?id=1&uid=113

https://www.acidremap.com/getSecurePDF.php?id=1&uid=113

https://www.acidremap.com/getSecurePDF.php?id=1&uid=287

https://www.acidremap.com/getSecurePDF.php?id=1&uid=287





5.03 CHILDBIRTH: NORMAL DELIVERY AND POST-DELIVERY CARE5.03 CHILDBIRTH: NORMAL DELIVERY AND POST-DELIVERY CARE


Effective: 10/01/24
Supersedes: NEW


Fentanyl
50 mcg IV/IO slow IV 
push (over 1 minute).


🔁  May be repeated x1 
if SBP > 90mmHg. 
Maximum dose of 50 
mcg total to prevent 
newborn respiratory 
depression. 


Patient should be 
counseled that there is a 
risk of fetal respiratory 
depression in fetus if 
birth is imminent.


Fentanyl
50 mcg IV/IO slow IV 
push (over 1 minute).


🔁  May be repeated x1 
if SBP > 90mmHg. 
Maximum dose of 50 
mcg total to prevent 
newborn respiratory 
depression. 


Patient should be 
counseled that there is a 
risk of fetal respiratory 
depression in fetus if 
birth is imminent.


Maternal Pain?


Ketorolac, Ketamine, 
and Ibuprofen are 
contraindicated in 
pregnancy/labor.


Base Hospital Contact Criteria
 If there are concerns about need for resuscitation based on fetus’ gestational age and viability.


 Contact Base Hospital with questions about continuing treatments initiated at home or at  
 birth centers by licensed midwives or other licensed professionals. 


Comments
• Suction only if airway is obstructed. Routine suctioning only delays the onset of spontaneous


breathing, causes laryngeal spasm, and vagal bradycardia.
• Delayed cord clamping allows oxygenated blood to continue to flow to infant.


IV/IO of Normal Saline TKOIV/IO of Normal Saline TKO


Yes


Care continued from BLS 
section on previous page 


ALS


Report any incident of 
suspected domestic violence 


to emergency department 
staff
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5.03 Childbirth: Normal Delivery and Post-Delivery Care 


                                                                                                                                                                                                             SAN FRANCISCO EMS AGENCY   
                                                                                                                                                                                                                                Effective: 10/01/24 
                                                                                                                                                                                                                                    Supersedes NEW 


BLS Treatment 


Assess for signs of imminent delivery: crowning, urge to push, presentation of fetal part, 
contractions <2 min apart.  


IF BABY IS NOT CROWNING: Assist mother into position of comfort and transport. 


IF BABY IS CROWNING: 


• For mother: Oxygen PRN with goal of 94-98%. 
• Assist mother into position of comfort.  
• Prepare obstetric kit and area for delivery to prevent baby from hitting hard surface.  


Have blanket/chux ready to catch baby. 
• Assess for breech presentation, prolapsed cord, nuchal cord, shoulder dystocia. If noted, 


refer to Protocol 5.04 Childbirth Complications. 
• Provide minimal but stabilizing pressure on baby’s head by placing palm of hand on head. 


Stabilize fetal head and mother’s perineum during delivery of head. Do NOT pull on baby’s 
head. If necessary, ask mother to push again to deliver the rest of the baby. 


• Check for cord around the neck. If present, refer to Protocol 5.04 Childbirth Complications.   
• Once delivered, dry, stimulate and cover newborn for warmth (especially the head).  


If newborn appears pink, warm, and vigorous, place skin to skin with the mother on abdomen 
or to breast for shared body heat. Wrap mother and baby together. 


• Assess newborn, if non-vigorous or in respiratory distress proceed to Protocol 8.05 Neonatal 
Resuscitation. Perform APGAR score at 1 and 5 minutes post-delivery (see scoring below). 


• Assess VS of mother post-delivery and after placenta delivers. If signs of maternal shock, see 
below under Protocol 5.05 Uncontrolled Hemorrhage Before or During Labor. For cardiac 
arrest of mother, see Protocol 2.04 Cardiac Arrest. Maternal CPR should be performed in 
supine position with left manual uterine displacement. 


• Allow the cord to pulse for at least one minute OR until pulsing stops OR until transfer to 
receiving hospital. To cut the cord, clamp cord with 2 clamps 1-2” apart and approximately 6” 
from newborn and cut cord between clamps. If the cord interferes with newborn 
resuscitation, cut the cord immediately. 


• The placenta may deliver spontaneously. Never pull on the cord. Save all available parts for 
inspection at hospital. Do not delay transport for delivery of placenta. Transport placenta in 
biohazard bag to hospital. 


• If bleeding persists after delivery of placenta, rub abdomen below navel with flat hand x 15 
seconds PRN (uterine massage). As uterus contracts, it should feel like a firm grapefruit and 
bleeding should slow. Refer to Protocol 5.06 Postpartum Hemorrhage. 


ALS Treatment 


See below for specific ALS treatment of delivery complications. 


In cases of maternal request for pain control in the setting of severe pain 


• Fentanyl can be used for pain control in this population. 


• Patient should be counselled that there is a risk of fetal respiratory depression in fetus if 
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5.03 Childbirth: Normal Delivery and Post-Delivery Care 


                                                                                                                                                                                                             SAN FRANCISCO EMS AGENCY   
                                                                                                                                                                                                                                Effective: 10/01/24 
                                                                                                                                                                                                                                    Supersedes NEW 


birth is imminent (crowning). 


• Ketorolac is contraindicated in pregnancy/labor. 


Comments 


• Suction only if airway is obstructed. Routine suctioning only delays the onset of spontaneous 
breathing and causes laryngeal spasm and vagal bradycardia.  


• Delayed cord clamping allows oxygenated blood to continue to flow to infant.  


• The first priority in childbirth is assisting the mother with delivery of the child. The mother’s 
physical and emotional comfort will affect the outcome. Dim lights, quiet, reducing number 
of providers and keeping mother’s companions nearby may be helpful. 


• Newborn hypothermia can occur within minutes and can increase mortality. Keep the baby 
on the mother’s belly skin to skin until the cord is clamped. If continued access to the infant 
is necessary (e.g., for positive pressure ventilation) keep the baby warm including the use of 
warmed blankets or radiant warmer if available). 


• Never pull on the cord, as it can tear. 


• The placenta may not deliver for up to 30 min, do not delay transport for placental delivery 


Base Hospital Contact Criteria 


If there are concerns about need for resuscitation based on fetus’ gestational age and viability. 
 
Contact Base Hospital with questions about continuing treatments initiated at home or at birth 
centers by licensed midwives or other licensed professionals. 


  APGAR SCORE: 


Appearance 
(Skin color) 


0=Body and extremities 
blue, pale 


1=Body pink, extremities 
blue 


2=Completely pink 


Pulse 0=Absent 1=Less than 100/min 2=100/min and above 


Grimace 
(Irritability) 


0=No response 1=Grimace 2=Cough, sneeze, cry 


Activity 
(Muscle tone) 


0=Limp 1=Some flexion of the 
extremities 


2=Active motion 


Respirations 0=Absent 1=Slow and irregular 2=Strong cry 
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5.04 CHILDBIRTH: COMPLICATIONS: NUCHAL CORD5.04 CHILDBIRTH: COMPLICATIONS: NUCHAL CORD


BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link


Assess Vital Signs, ABC's and responsiveness, Oxygen PRNAssess Vital Signs, ABC's and responsiveness, Oxygen PRN


Effective: 10/01/24
Supersedes: NEW


Comments
If multiple nuchal cord loops are noted, reduce one at a time.


                           


IV/IO Normal Saline TKOIV/IO Normal Saline TKO


Check for presence of a cord around 
the fetal neck.


If nuchal cord noted, hook finger 
between nuchal cord and fetal body. 
Attempt to reduce by slipping cord 


over head.


Fetal head 
delivery?


Yes


Unable to 
reduce?


If unable to reduce, 
deliver fetus with nuchal 


cord around neck.
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5.04 CHILDBIRTH: COMPLICATIONS: SHOULDER DYSTOCIA5.04 CHILDBIRTH: COMPLICATIONS: SHOULDER DYSTOCIA


Assess Vital Signs, ABC's and responsiveness, Oxygen PRNAssess Vital Signs, ABC's and responsiveness, Oxygen PRN


Effective: 10/01/24
Supersedes: NEW


Comments
• Shoulder dystocia is when the fetal shoulder becomes wedged 


behind the pubic bone.
• Clinically, fetal head noted to retract back after progressing forward 


known as the “turtle sign.”                           


IV/IO Normal Saline TKOIV/IO Normal Saline TKO


• Hyperflex mother’s hips (knees pressed 
firmly to patient’s chest) by first 
provider. 


• Second provider apply suprapubic (not 
fundal) pressure with fist directed 
downwards. 


• Third provider provide gentle downward 
traction on fetal head. 


(McRoberts Maneuver)


Transport immediately. 
Communicate concern for 


“shoulder dystocia” in ring down.
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5.04 CHILDBIRTH: COMPLICATIONS: BREECH DELIVERY5.04 CHILDBIRTH: COMPLICATIONS: BREECH DELIVERY


Assess Vital Signs, ABC's and responsiveness, Oxygen PRNAssess Vital Signs, ABC's and responsiveness, Oxygen PRN


Effective: 10/01/24
Supersedes: NEW


Comments
• Not all breech presentations can be delivered vaginally, quick 


transport for potential surgical intervention is critical.
• Allowing spontaneous delivery of fetus up to level of umbilicus 


increases cervical dilation, decreasing risk of fetal head entrapment.
                           


IV/IO Normal Saline TKOIV/IO Normal Saline TKO


If presenting fetal part is anything other 
than the head, initiate transport 
immediately. Need for surgery.


Allow newborn to deliver unassisted. 
When the legs are delivered, support 
newborn body and wrap in towel, but do 
not provide any traction. 


After shoulders spontaneously deliver, 
gently elevate trunk and legs to aid in 


delivery of head (infant face down).


Place gloved hand in vagina, and position 
fingers on either side of neonate's nose 
and mouth to make a "V" to allow 
airflow to fetal mouth until the head 


delivers. Keep the fetal neck flexed.


Unable to 
deliver?


 Left lateral Trendelenburg 


position and rapid transport.


If presenting fetal part is 


buttocks


Can not be delivered in field. 
Transport immediately.


If presenting fetal part is 


arm/leg


Has the head 
delievered?
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5.04 CHILDBIRTH: COMPLICATIONS: PROLAPSED CORD5.04 CHILDBIRTH: COMPLICATIONS: PROLAPSED CORD


BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link


Assess Vital Signs, ABC's and responsiveness, Oxygen PRNAssess Vital Signs, ABC's and responsiveness, Oxygen PRN


Effective:10/01/24
Supersedes: NEW


IV/IO Normal Saline TKOIV/IO Normal Saline TKO


Cover visible portion of cord with sterile 
gauze moistened with warm 
Normal Saline (to prevent cord spasm 
and premature delivery).


Gently displace presenting part of fetus 
off cord and maintain displacement to 
achieve pulsatile cord blood flow. 


DO NOT pull or over-handle cord in order 
to prevent cord compression and spasm.


Do NOT reposition or switch providers 
maintaining displacement. 


If provider, such as midwife, has already 
displaced fetus off cord they should 
maintain position and transport with 


patient.


Cover visible portion of cord with sterile 
gauze moistened with warm 
Normal Saline (to prevent cord spasm 
and premature delivery).


Gently displace presenting part of fetus 
off cord and maintain displacement to 
achieve pulsatile cord blood flow. 


DO NOT pull or over-handle cord in order 
to prevent cord compression and spasm.


Do NOT reposition or switch providers 
maintaining displacement. 


If provider, such as midwife, has already 
displaced fetus off cord they should 
maintain position and transport with 


patient.


Left lateral Trendelenburg 
position and initiate rapid 


transport as soon as possible.


Prolapsed cord 
visualized?


Comments
• Gently displace presenting part of fetus off cord and maintain 


displacement to achieve pulsatile cord blood flow. 
• DO NOT pull or over-handle cord in order to prevent cord 


compression and spasm.
• Do NOT reposition or switch providers maintaining displacement. 


If provider, such as midwife, has already displaced fetus off cord they 
should maintain position and transport with patient.
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5.04 Childbirth: Complications 


                                                                                                                                                                                                             SAN FRANCISCO EMS AGENCY   
                                                                                                                                                                                                                                Effective: 10/01/24 
                                                                                                                                                                                                                                    Supersedes NEW 


Nuchal Cord 
BLS Treatment 


• Once fetal head is delivered, check for the presence of a cord around fetal neck. 


• If nuchal cord noted, hook finger between nuchal cord and fetal body and attempt to reduce 
by slipping cord over head. 


• If multiple nuchal cord loops are noted, reduce one at a time. 


• If unable to reduce, deliver fetus with nuchal cord around neck.  


 


Shoulder Dystocia 
BLS Treatment 


• Instruct mother to stop pushing immediately. 


• Perform McRoberts Maneuver: Hyperflex mother’s hips (knees pressed firmly to patient’s 
chest) by first provider with second provider applying suprapubic (not fundal) pressure with 
fist directed downwards with third provider providing gentle downward traction on fetal 
head. 


• Transport should be initiated immediately with communication of concern for “shoulder 
dystocia” in ring down report. 


Comments 


• Shoulder dystocia is when the fetal shoulder becomes wedged behind the pubic bone. 
• Clinically, fetal head noted to retract back after progressing forward known as the “turtle 


sign.” 


 


Breech Delivery 
BLS Treatment 


If presenting fetal part is anything other than head, initiate transport immediately. Need for 
surgery. Do not delay transport. 


• Allow newborn to deliver unassisted. When the legs are delivered, support newborn body 
and wrap in towel, but do not provide any traction. After shoulders spontaneously deliver, 
gently elevate trunk and legs to aid in delivery of head (infant face down).  


• If head does not deliver with next contraction, place gloved hand in vagina, and position 
fingers on either side of the neonate’s nose and mouth to make a “V” to allow airflow to 
fetal mouth until the head delivers. Keep the fetal neck flexed. 







5.04 Childbirth: Complications 


                                                                                                                                                                                                             SAN FRANCISCO EMS AGENCY   
                                                                                                                                                                                                                                Effective: 10/01/24 
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• If unable to deliver, left lateral Trendelenburg position and rapid transport. 


ALS Treatment 


• IV / IO with Normal Saline at TKO. 


Comments 


• Not all breech presentations can be delivered vaginally, quick transport for potential surgical 
intervention is critical. 


• Allowing spontaneous delivery of fetus up to level of umbilicus increases cervical dilation, 
decreasing risk of fetal head entrapment. 


 


Prolapsed Cord 
BLS Treatment 


If prolapsed cord visualized: 
• Gently displace presenting part of fetus off cord and maintain displacement to achieve 


pulsatile cord blood flow. DO NOT pull or over-handle cord in order to prevent cord 
compression and spasm.  


• Cover visible portion of cord with sterile gauze moistened with warm Normal Saline (to 
prevent cord spasm and premature delivery). 


• Rapid transport in Left lateral Trendelenburg position.  
• Do NOT reposition or switch providers maintaining displacement. If provider, such as 


midwife, has already displaced fetus off cord they should maintain position and transport 
with patient.  


ALS Treatment 


• IV/IO with Normal Saline TKO. 
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5.05 UNCONTROLLED HEMORRHAGE BEFORE OR DURING LABOR5.05 UNCONTROLLED HEMORRHAGE BEFORE OR DURING LABOR


Effective: 10/01/24
Supersedes: NEW


IV/IO of Normal Saline TKO.


IV/IO of Normal Saline bolus if SBP < 90. 
🔁 Repeat Normal Saline bolus of 500mL 
until SBP > 90 mm Hg and improvement 
of perfusion. 


Reassess blood loss every 3-5 min.


IV/IO of Normal Saline TKO.


IV/IO of Normal Saline bolus if SBP < 90. 
🔁 Repeat Normal Saline bolus of 500mL 
until SBP > 90 mm Hg and improvement 
of perfusion. 


Reassess blood loss every 3-5 min.


Second IV with Normal Saline 
bolus if no improvement.
 
Begin pressure infusions with 
both IVs. May give additional 
boluses PRN as long as 
hemorrhage persists, but do 


not delay transport. 


Second IV with Normal Saline 
bolus if no improvement.
 
Begin pressure infusions with 
both IVs. May give additional 
boluses PRN as long as 
hemorrhage persists, but do 


not delay transport. 


No
Improvement of 


perfusion?


If hypoxic, Oxygen PRN with goal of 94-98%
Left Lateral Trendelenburg position for transport.


Assess Vital Signs, ABC's and responsiveness, Oxygen PRN
Note amount of external bleeding and for any signs of active labor.


Assess Vital Signs, ABC's and responsiveness, Oxygen PRN
Note amount of external bleeding and for any signs of active labor.


Comments


Left Lateral Trendelenburg is important for maintaining return of blood flow 
to the maternal heart by displacing the uterus off IVC (return vasculature).


                Contact Base Hospital with questions about continuing treatments    
                initiated at home or at birth centers by licensed midwives or other  
                licensed professionals.


Report any incident of 
suspected domestic 


violence to emergency 
department staff


Provide routine care as 


indicated.


Yes
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5.05 Uncontrolled Hemorrhage Before or During Labor 


 


                                                                                                                                                                                                             SAN FRANCISCO EMS AGENCY   
                                                                                                                                                                                                                                Effective: 10/01/24 
                                                                                                                                                                                                                                    Supersedes NEW 
 


ALS Treatment 


 Note amount of external bleeding and for any signs of active labor. 


 IV/IO of Normal Saline TKO. 


 IV/IO of Normal Saline bolus if SBP < 90. Repeat Normal Saline bolus of 500 mL  
until SBP > 90 mm Hg and improvement of perfusion. 


 Reassess blood loss and vital signs every 3-5 min.  


 If hypoxic, Oxygen PRN with goal of 94-98%. 


 Left Lateral Trendelenburg position for transport. 


 Second IV with Normal Saline bolus if no improvement. Begin pressure infusions with both 
IVs. May give additional boluses PRN as long as hemorrhage persists, but do not delay 
transport. 


Comments 


 Left Lateral Trendelenburg is important for maintaining return of blood flow to the maternal 
heart by displacing the uterus off IVC (return vasculature). 


 Contact Base Hospital with questions about continuing treatments initiated at home or at 
birth centers by licensed midwives or other licensed professionals. 
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		EMSA-Protocol-5.05-Uncontrolled-Hemorrhage-Before-or-During-Labor-FINAL-10.01.24.pdf

		EMSA Protocol Flowcharts.vsdx

		5.05 v1 uncontrolled hemorrhage before or during labor





		EMSA-Protocol-5.05-Uncontrolled-Hemorrhage-Before-or-During-Labor-FINAL-10.01.24-WORD.pdf






5.06 POSTPARTUM HEMORRHAGE5.06 POSTPARTUM HEMORRHAGE


BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link


• Note amount of external bleeding.
• Reassess blood loss and vital signs every 3-5 min.
• If perineum is torn or bleeding, apply direct pressure with dressing.
• If heavy vaginal bleeding, firmly rub abdomen below navel with flat 


hand x 15 seconds (uterine massage).


Effective: 10/01/24
Supersedes: NEW


Assess Vital Signs, ABC's and responsiveness, If hypoxic, Oxygen PRN with goal of 94-98%Assess Vital Signs, ABC's and responsiveness, If hypoxic, Oxygen PRN with goal of 94-98%


IV/IO of Normal Saline TKO.


IV/IO of Normal Saline bolus if SBP < 90. 
🔁 Repeat Normal Saline bolus of 500mL 
until SBP > 90 mm Hg and improvement 
of perfusion. 


Reassess blood loss every 3-5 min.


IV/IO of Normal Saline TKO.


IV/IO of Normal Saline bolus if SBP < 90. 
🔁 Repeat Normal Saline bolus of 500mL 
until SBP > 90 mm Hg and improvement 
of perfusion. 


Reassess blood loss every 3-5 min.


Comments
• Post-partum hemorrhage is defined by signs of poor perfusion/shock or 


estimated blood loss > 1000mL. Consider etiologies of hemorrhages: 
Uterine Tone (most common, perform uterine massage), Tissue (retained 
products of conception), Trauma, Thrombin.


• Contact Base Hospital with questions about continuing treatments 
initiated at home or at birth centers by licensed midwives or other 
licensed professionals.


• If placenta available, bring in biohazard bag to hospital.


Second IV with Normal Saline 
bolus if no improvement.
 
Begin pressure infusions with 
both IVs. May give additional 
boluses PRN as long as 
hemorrhage persists, but do 


not delay transport. 


Second IV with Normal Saline 
bolus if no improvement.
 
Begin pressure infusions with 
both IVs. May give additional 
boluses PRN as long as 
hemorrhage persists, but do 


not delay transport. 


No
Improvement of 


perfusion?


Provide routine care as 


indicated.


Yes
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5.06 Postpartum Hemorrhage 


 


                                                                                                                                                                                                             SAN FRANCISCO EMS AGENCY   
                                                                                                                                                                                                                                Effective: 10/01/24 
                                                                                                                                                                                                                                    Supersedes NEW 
 


 
BLS Treatment 


• Note amount of external bleeding. 
• Reassess blood loss and vital signs every 3-5 min.  
• If hypoxic, Oxygen PRN with goal of 94-98%. 
• If perineum is torn or bleeding, apply direct pressure with dressing. 
• If placenta available, bring in biohazard bag to hospital. 
• If heavy vaginal bleeding, firmly rub abdomen below navel with flat hand x 15 seconds 


(uterine massage). 


ALS Treatment 


• IV/IO of Normal Saline TKO. 
• IV/IO of Normal Saline bolus if SBP < 90. Repeat Normal Saline bolus of 500 mL  


until SBP > 90 mm Hg and improvement of perfusion. 
• Second IV with Normal Saline bolus if no improvement. Begin pressure infusions with both 


IVs. May give additional boluses PRN as long as hemorrhage persists, but do not delay 
transport.  


Comments 


• Post-partum hemorrhage is defined by signs of poor perfusion/shock or estimated blood loss 
>1000 mL. Consider etiologies of hemorrhages: Uterine Tone (most common, perform 
uterine massage), Tissue (retained products of conception), Trauma, Thrombin. 


• Contact Base Hospital with questions about continuing treatments initiated at home or at 
birth centers by licensed midwives or other licensed professionals. 
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		5.06 fc

		EMSA Protocol Flowcharts.vsdx

		5.06 v1 postpartum hemorrhage





		EMSA-Protocol-5.06-Postpartum-Hemorrhage-Final-10.01.24

		EMSA-Protocol-5.06-Postpartum-Hemorrhage-FINAL-10.01.24-Flowchart.pdf

		EMSA Protocol Flowcharts.vsdx

		5.06 v1 postpartum hemorrhage





		EMSA-Protocol-5.06-Postpartum-Hemorrhage-FINAL-10.01.24-WORD.pdf








5.07 PREMATURE BIRTH (<36 WEEKS GESTATIONAL AGE)5.07 PREMATURE BIRTH (<36 WEEKS GESTATIONAL AGE)


BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link


Assess Vital Signs, ABC's, and responsiveness of mother and fetus, Oxygen PRN 
Position of comfort


Assess Vital Signs, ABC's, and responsiveness of mother and fetus, Oxygen PRN 
Position of comfort


Effective: 10/01/24
Supersedes: NEW


Base Hospital Contact
                      Premature birth of a fetus > 20 weeks gestational age should be considered   
                      a neonatal resuscitation until Base Hospital contact is made. See Protocol  
                      8.05 Neonatal Resuscitation. 
                      If gestational dates unclear/unknown, any potentially viable birth should 
                      have resuscitation initiated and Base Hospital contacted.


Base Hospital Contact
                      Premature birth of a fetus > 20 weeks gestational age should be considered   
                      a neonatal resuscitation until Base Hospital contact is made. See Protocol  
                      8.05 Neonatal Resuscitation. 
                      If gestational dates unclear/unknown, any potentially viable birth should 
                      have resuscitation initiated and Base Hospital contacted.


If greater than 20 weeks gestational age: 


Attempt to resuscitate and transport to 
Pediatric Critical Care Center.
See Protocol 8.05 Newborn/Neonatal 
Resuscitation


If greater than 20 weeks gestational age: 


Attempt to resuscitate and transport to 
Pediatric Critical Care Center.
See Protocol 8.05 Newborn/Neonatal 
Resuscitation


If less than or equal to 20 weeks 
gestational age: 


Wrap baby in blanket. Allow family 
to hold baby if desired and offer 
emotional/grief support as 
appropriate. 


If heavy vaginal bleeding, firmly rub abdomen below navel with flat hand x 15 
seconds (uterine massage) Place pad or large dressing over vaginal operning.


Place all other uterine contents that are expelled during birth in a biohazard bag 
and bring to Receiving Hospital. 


Pediatric Critical Care CenterPediatric Critical Care Center


IV/IO of Normal Saline TKO


IV/IO of Normal Saline bolus if  SBP <90.


IV/IO of Normal Saline TKO


IV/IO of Normal Saline bolus if  SBP <90.
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5.07 Premature Birth (<36 Weeks Gestational Age) 


 


                                                                                                                                                                                                             SAN FRANCISCO EMS AGENCY   
                                                                                                                                                                                                                                Effective: 10/01/24 
                                                                                                                                                                                                                                    Supersedes NEW 
 


BLS Treatment 


• Assess circulation, airway, breathing, and responsiveness of mother and fetus. 
• If greater than 20 weeks gestational age:  Attempt to resuscitate and transport to Pediatric 


Critical Care Center. See Protocol 8.05 Newborn/Neonatal Resuscitation. 
• If less than or equal to 20 weeks gestational age:  Wrap baby in blanket. Allow family to 


hold baby if desired and offer emotional/grief support as appropriate. Place all other uterine 
contents that are expelled during delivery in a biohazard bag and bring to Receiving Hospital. 


• If heavy vaginal bleeding, firmly rub abdomen below navel with flat hand x 15 seconds 
(uterine massage). 


• Position of comfort. 
• Place pad or large dressing over vaginal opening. 


ALS Treatment 


• IV/IO of Normal Saline TKO. 
• If SBP < 90, Normal Saline fluid bolus.  


Base Hospital Contact 


• Premature birth of a fetus > 20 weeks gestational age should be considered a neonatal 
resuscitation until Base Hospital contact is made.  See Protocol 8.05 Neonatal Resuscitation. 


• If gestational dates unclear/unknown, any potentially viable birth should have resuscitation 
initiated and Base Hospital contacted.   
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		5.07 fc

		EMSA Protocol Flowcharts.vsdx

		5.07 v1 premature birth <36 weeks gestational age





		EMSA-Protocol-5.07-Premature-Birth-Less-Than-36-Weeks-Gestational-Age-Final-10.01.24

		EMSA-Protocol-5.07-Premature-Birth-Less-Than-36-Weeks-Gestational-Age-FINAL-10.01.24-Flowchart.pdf

		EMSA Protocol Flowcharts.vsdx

		5.07 v1 premature birth <36 weeks gestational age





		EMSA-Protocol-5.07-Premature-Birth-Less-Than-36-Weeks-Gestational-Age-FINAL-10.01.24 -WORD.pdf








BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link


5.08 ELEVATED BLOOD PRESSURE IN THIRD TRIMESTER/POSTPARTUM 5.08 ELEVATED BLOOD PRESSURE IN THIRD TRIMESTER/POSTPARTUM 


ALS


Elevated blood pressure greater than 20 weeks gestational age up to 6 weeks postpartum SBP > 160, DBP > 110


Assess for other significant signs and symptoms of Pre-Eclampsia with any of the severe features:  
• Altered Mental Status
• floaters or blurred vision 
• pulmonary/peripheral edema
• severe headache


Monitor for signs of progression to Eclampsia: Altered mental status, coma or seizure
Maintain quiet, dim environment
Oxygen PRN


Effective: 10/01/24
Supersedes: NEW


IV/IO of Normal Saline TKO.IV/IO of Normal Saline TKO.


Magnesium Sulfate
6 grams IV/IO


--or--


10 grams IM (5 grams each buttock)


Magnesium Sulfate
6 grams IV/IO


--or--


10 grams IM (5 grams each buttock)


• Pre-Eclampsia can happen up to 6 weeks postpartum


SBP > 160, DBP >110 with one or 
more severe features present?


IV Normal Saline TKO.IV Normal Saline TKO.


NO YES


Comments 
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5.08 Elevated Blood Pressure in Third Trimester/Postpartum 


                                                                                                                                                                                                             SAN FRANCISCO EMS AGENCY   
                                                                                                                                                                                                                               Effective: 10/01/24 
                                                                                                                                                                                                                               Supersedes NEW 
 


 
BLS Treatment 


• Elevated blood pressure greater than 20 weeks gestational age up to 6 weeks postpartum 
SBP > 160, DBP > 110 


• Assess for other significant signs and symptoms of Pre-Eclampsia: AMS, floaters or blurred 
vision, pulmonary/peripheral edema or severe headache. 


• Monitor for signs of progression to Eclampsia: Altered mental status, coma or seizure. 
• Maintain quiet, dim environment Oxygen PRN 


ALS Treatment 


• IV/IO with Normal Saline TKO.  
• Administer 6 grams IV/IO or 10 grams IM (If IV access not available) of Magnesium Sulfate 


Comments 


• Pre-Eclampsia can happen up to 6 weeks postpartum 
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		5.08 Elevated BP flowchart

		EMSA Protocol Flowcharts.vsdx

		5.08 v2 Elevated BP April EMSAC 
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7.06 NEEDLE THORACOSTOMY 
 


 


SAN FRANCISCO EMS AGENCY   
Effective: 10/01/2024 


Supersedes: 01/04/2021 
 


 Page 1 of 1   


 


 
INDICATION 
TENSION PNEUMOTHORAX: Air leak into pleural space through a hole in lung, acting as a one-way valve. 
Assessment confirmed by some of the following:  


• Decreased breath sound, uni- or bilaterally  


• Tracheal shift away from affected side  


• Extreme dyspnea  


• Neck vein distension  


• Agitation  


• Possible cyanosis  


• Hypotension  


• Hyper resonance to percussion  
 


EQUIPMENT 


• #10-gauge angiocath or other appropriate over-the-catheter-needle  


 
LOCATION  


• PREFERRED: 4th or 5th intercostal space, anterior axillary line, on the affected side. 


• ALTERNATE: 2nd intercostal space in the mid-clavicular line on the affected side.  


 


PROCEDURE  


1. Introduce either angiocath or other appropriate over-the-catheter-needle just above the rib 
margin during expiration.  


2. Continue until lack of resistance or "pop" as needle enters pleural space. 
3. Once air returns under pressure or is aspirated with ease 


a) Listen for air escaping.  


4. Once air has ceased escaping  


a) Advance the catheter.  


b) Secure catheter with needle guard or tape.  
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INDICATION 
Suspected assault, abuse, or human trafficking 
 
PROCEDURE 


1. Follow appropriate treatment protocol for patient’s chief complaint, e.g. head trauma. 
2. If concerned about patient safety, transport to an appropriate Receiving Hospital.  


Notify receiving hospital staff of your concerns. 
3. Contact appropriate law enforcement agency (see below). 
4. Provide emotional support to the victim and family. 
5. When in doubt, transport suspected abuse/neglect victims to a Receiving Hospital.  
6. Treat all clothing, medications, and personal items with patient at time of transport as 


potential evidence. If these need to be removed from patient to facilitate 
assessment/treatment, place them in a container labeled with patient identification and 
document turnover of these materials to patient treatment team or law enforcement.  


7. The patient care report should be descriptive as possible of the conditions of the 
elder/dependent adult and of his/her living situation. 


 
 


REPORTING PROCEDURES (SUSPECTED OR ACTUAL INCIDENT) 


 
Contact the appropriate agency by telephone as soon as possible to give a verbal report and 
receive instructions on how to file a written report (generally must be done within 36-hours). 
 
DOMESTIC VIOLENCE:  


• Notify local law enforcement and/or receiving hospital staff and document. 
 


CHILD ABUSE: 


• Every effort should be made to transport pediatric patients who are potential child 
abuse victims. 


• Notify local law enforcement and/or receiving hospital, CPS, San Francisco Human 
Services Agency, and Child Abuse Hotline (800) 865-5553 


 
ELDER ABUSE (age 65 or older): 
If the any combination of the following circumstances are present, contact law enforcement, 
APS and/or receiving hospital staff. 
 


• Evidence of either (a) decubitis ulcer on the elder/dependent adult, or (b) injuries on the 
elder/dependent adult that are consistent with falls or an assault, i.e., possible fractures, 
lacerations, bruises, or signs of inappropriate physical restraint. 


• Evidence of poor hygiene or living conditions for the elder/dependent adult (i.e., 
feces/urine soaked bedsheets or clothing, evidence of dehydration or malnutrition, 
extreme clutter or filth in the home, extremely bad odors, evidence of human waste that 
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has not been properly disposed of, such as dirty adult diapers, or waste being kept in 
buckets or by other inappropriate means). 


• Identifiable caretaker(s) for the elder/dependent adult, whether or not present at the 
scene at the time of the paramedics responding. 


 
The report by the paramedic should be descriptive as possible of the conditions of the 
elder/dependent adult, and of his/her living situation, including any odors, and the extent of 
poor hygiene or filth in the residence or facility. 


 
ELDER ABUSE AT A LICENSED HEALTH CARE FACILITY BY FACILITY STAFF: 


California Department of Health 
Services 


Division of Licensing and Certification 
350 90th Street 


Daly City, CA  94105 
(650) 301-9971 / (800) 554-0353 


 


 
 


OR 


Ombudsman 
(for Skilled Nursing Facility Complaints) 


6221 Geary Boulevard 
San Francisco, CA  94121 


(415) 751-9788 
 


ELDER ABUSE AT HOME OR ABUSE BY A VISITOR OR ANOTHER RESIDENT AT A LICENSED 
HEALTH CARE FACILITY: 


• San Francisco Human Services Agency – Adult Protective Services, 


• Adult Abuse Hotline (415) 355-6700 (24-hour number) 
 


DEPENDANT ADULT AT HOME OR ABUSE BY A VISITOR OR ANOTHER RESIDENT AT A 
LICENSED HEALTH CARE FACILITY: 


• San Francisco Human Services Agency – Adult Protective Services, 


• Adult Abuse Hotline (415) 355-6700 (available 24-hrs) 
 
SEXUAL ASSAULT: 


• Patients should be encouraged to be transported to San Francisco General Hospital 
emergency department for evidence collection if the assault occurred less than 72-hours 
prior to ambulance call.  


• Discourage bathing, washing, urination/defecation or changing clothes until arrival at 
the hospital in order to preserve evidence. 


 
HUMAN TRAFFICKING:  
Signs of possible trafficking include situations where the individual(s): 


• Appears segregated from contact with first responders  


• Unable to speak with first responders without another person present (i.e. employer or 
significant other) 


• Seems physically or emotionally bullied by another 


• Is not in control of their own ID/documents  
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• Residing in unsuitable living conditions and/or with suspiciously heavy security 
measures 


• Appears submissive and/or fearful 


• Approach and request help from others at the scene 
 
If suspected human trafficking: 


• SFPD's Vice Crimes tip line (415) 643-6233 for suspected human trafficking.  


• San Francisco Collaborative against Human Trafficking (www.sfcaht.org) lists other local 
resources or call the National Human Trafficking Resource Center (888) 373-7888.  


• Report suspicions to law enforcement and receiving hospital staff.  


• Include all observations in PCR.  
 
 
 





		REPORTING PROCEDURES (SUSPECTED OR ACTUAL INCIDENT)

		CHILD ABUSE:

		• Every effort should be made to transport pediatric patients who are potential child abuse victims.

		• Notify local law enforcement and/or receiving hospital, CPS, San Francisco Human Services Agency, and Child Abuse Hotline (800) 865-5553








7.18 PROCEDURES: TRANSCUTANEOUS PACING 


 San Francisco EMS agency 
  Effective10/01/24 
 Supersedes: New 


Page 1 of 2 


INDICATIONS 
Adults: 2.07 Dysrhythmia: Symptomatic Bradycardia 


Persistent bradycardia typically <50 bpm, causing one or more of the following: 
Altered mental status • Hypotension (Systolic <90mmHg) • Signs of shock • Chest pain. 


Pediatric: 8.03 Pediatric Dysrhythmia: Bradycardia 
Persistent symptomatic bradycardia, refractory to medications. 


CONTRAINDICATIONS 
Asystole or PEA Cardiac Arrest (2.04 Cardiac Arrest). 
Hypothermia (3.06 Cold Injury/Hypothermia). 


PROCEDURE 
1. Place pads in anterior/posterior position, if unable to place pad posteriorly can place in


anterior/lateral position. Do not place pads over pre-existing implanted devices such as
pacemakers or AICDs.


a. Pediatrics: Continue CPR if <60 bpm and signs of poor perfusion throughout
procedure until mechanical capture is achieved


2. Attach pacing cables to pads.
3. Switch to pacing mode.
4. Adjust pacing rate to:


a. Adults (>12 yo): 60-80bpm (ideally >30 bpm above patient’s initial rate).
b. Pediatrics (<12 yo): 100 bpm.


5. Set initial current to zero mA, increasing mA until pacing is captured on monitor (Max
120mA).


a. If patient is unconscious increase by 20mA intervals, if conscious increase by
10mA intervals.


b. Electrical capture can be identified on monitor when every pacer spike is
followed by a wide QRS morphology with peaked T waves (see example below
under “Paced with Electrical Capture”).



https://media.acidremap.com/media/9590/88.pdf?ResponseContentDisposition=filename%3D207-dysrhythmia-symptomatic-bradycardia.pdf&Expires=1694198309&Signature=pJK%7ELoPsDjBfWMCVRsUNWfE%7EnNNNF3shoMk7EiZdjeTJCyWccjrDSHA%7E67Pj0zLuYCY%7E-PotEuwz-JPiYrfUFHYSeBEH31rKcfv0xp%7EmMCde%7EaeYuKofMkH4TvjYbOIZKqkgJFtx-q32GxJH8ho1y9SMINMq1g4NUtRVqq2dp-sqzSmTLCV8jH7Cy%7EIxMvOlKoJTYi49G7kg6BllCOuXivbeI7RMb0PHEHNQ4wF6fulTcX91HkhK-OSHwcqtRsaNFrYvS--%7EnpP4V3YrTP5K85H0vsYGkKJbioekPuEEPlXD8lhfYpacJM0Xf1nU-HAJAfW0Ghj8sPxwsPuuzLA8pw__&Key-Pair-Id=KBL3VFRBIY34E

https://media.acidremap.com/media/9590/111.pdf?ResponseContentDisposition=filename%3D803-pediatric-dysrhythmia-bradycardia.pdf&Expires=1694279443&Signature=orgeAroIMZpelmR8-w7DhwyeSn4D9sz%7ERHa87GeDplHzz9PVeC69mi-qhaJV9XWE1b7bM92hhxpbb9HqTwdQawTsdT-qK-C9NRdEGk392nR6KMnDqlgJNpgTcr-jXT%7EPmSAOjaxfBW4i9wOjOEKrhBhuU6NCoD1nT5YlUKP1%7EhXEvaAbOY1uoymLfl%7EPKa0QF6CpKMDToMb1kuJStlUWxFabxNi%7EdUKwiNJOKm4yDuFfl0oXYcPNXrfOHivavbwQVKuiU%7Ei216ULBIfCVr1rC1NrlXZOrNm1VvBbIWA2VT2crIZSDWd3Y59pBHaTcl32manayG8mYazJLnjAX-KNWA__&Key-Pair-Id=KBL3VFRBIY34E
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7.18 PROCEDURES: TRANSCUTANEOUS PACING 


 San Francisco EMS agency 
  Effective10/01/24 
 Supersedes: New 


Page 2 of 2 


6. Ensure mechanical capture by palpating a femoral pulse with every QRS capture If
unable to quickly access femoral pulse a right radial pulse can be utilized until femoral
pulse accessed.


7. If electrical/mechanical capture not achieved at 120 mA, change vector of pads and
repeat above steps.


a. Pediatrics: If unable to achieve electrical/mechanical capture continue CPR if <60
bpm and signs of poor perfusion.


8. Once both electrical and mechanical capture obtained, increase by 5-10mA.
9. Once appropriate current obtained for capture, slowly increase heart rate (Adults: max


100 bpm) if necessary to relieve patient’s symptoms from bradycardia.
a. Pediatrics: please refer to length-based resuscitation tape for target heart rate


and systolic blood pressure goals for age (13.IV.Normal Pediatric Vital Signs)
10. Consider sedation/pain management for all patients undergoing pacing


Midazolam(Sedation);
a. Pediatrics: please refer to length-based resuscitation tape for systolic blood


pressure goals for age (13.IV.Normal Pediatric Vital Signs)


CONSIDERATIONS 
A. CPR is safe during TCP and should be performed in pediatric population until mechanical


capture is achieved.
B. TCP should not be delayed for IV access, 12-lead ECG, or while waiting for atropine to


take effect in an unstable patient.
C. Assessment of carotid pulse is not recommended as pacing can cause muscle


contractions difficult to distinguish from pulse.
D. Electrical capture can happen without mechanical capture. Electrical capture can be


assessed on monitor with identification of QRS complex after every pacer spike.
Mechanical capture is evaluated with palpation of a femoral pulse with every QRS
complex.


E. TCP is safe to perform in pregnant patients.
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8.10 PEDIATRIC SEIZURE 8.10 PEDIATRIC SEIZURE 


BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link • Assess  Vital Signs,
• ABC's and responsiveness, 
• Oxygen as needed
• Transport in left lateral recumbent position if no C-spine injury 


suspected


• Assess  Vital Signs,
• ABC's and responsiveness, 
• Oxygen as needed
• Transport in left lateral recumbent position if no C-spine injury 


suspected


Dextrose


Children> 1 month: 
D10W, 5 ml/kg IV/IO 
(0.5 g/kg, max 25 grams)


Dextrose


Children> 1 month: 
D10W, 5 ml/kg IV/IO 
(0.5 g/kg, max 25 grams)


Glucagon


Less than 20kg: 0.5 mg 
IM


Greater than 20kg: 1 mg 
IM


Glucagon


Less than 20kg: 0.5 mg 
IM


Greater than 20kg: 1 mg 
IM


    Effective: 10/01/24
Supersedes: 04/01/24


Midazolam


0.2 mg/kg IM x1 (Max 10mg) 


--or-- 


0.2 mg/kg intranasally x1 
(half in each nostril) 
(Max 10mg)


--or-- 


If IV already in place when 
seizure occurs


0.1mg/kg slow push IV/IO 
(Max 5mg). May repeat IV/IO 
dose in 5 minutes x1. 
Maximum total dose 0.2 mg/
kg IV/IO (not to exceed 10mg)


Midazolam


0.2 mg/kg IM x1 (Max 10mg) 


--or-- 


0.2 mg/kg intranasally x1 
(half in each nostril) 
(Max 10mg)


--or-- 


If IV already in place when 
seizure occurs


0.1mg/kg slow push IV/IO 
(Max 5mg). May repeat IV/IO 
dose in 5 minutes x1. 
Maximum total dose 0.2 mg/
kg IV/IO (not to exceed 10mg)


Diastat rectal gel


Preferred in patients who are 
on the medication, it is 
readily available, and the 
dosage is decipherable on the 
container


May assist caregiver in 
administering normally 
prescribed at home 
medication


Make Base Hospital Contact
 Additional Midazolam after maximum dose or after Diastat administration  for patient 


with continued seizures.


Make Base Hospital Contact
 Additional Midazolam after maximum dose or after Diastat administration  for patient 


with continued seizures.


Dextrose


Neonates < 1 month: 
D10W, 2 ml/kg IV/IO 
(0.2 g/kg)


Dextrose


Neonates < 1 month: 
D10W, 2 ml/kg IV/IO 
(0.2 g/kg)


≥ 1 month


Neonates


IV/IO access?


Status epilepticus? YES


YES


YES


NO


Blood Glucose <60 
mg/dl?


NO
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8.10 PEDIATRIC SEIZURE  
 


BLS Treatment 


• Assess airway, breathing, circulation and responsiveness. 


• Assess signs 


• Oxygen as indicated. 


• Transport in left lateral recumbent position if no C-spine injury is suspected. 


ALS Treatment 


• IV or IO of Normal Saline at TKO. 


• Check blood glucose. If blood glucose <60 mg/dl administer Dextrose. 


o Neonates 1 month: D10W, 5ml/kg IV/IO (0.5g/kg. Max 25 gram) 
o Children >1 month: D10W, 5ml/kg IV/IO (0.5g/kg. Max 25 gram) 


• If no IV or IO access: administer Glucagon. 
o Less than 20kg: 0.5mg IM 
o Greater than 20kg: 1mg IM 


 


• If status epilepticus is present, administer Midazolam or Diastat rectal gel: 
• Status epilepticus is continuous seizure activity lasting > 5 minutes OR multiple seizures 


without regaining consciousness between seizures. 


• Status epilepticus is continuous seizure activity lasting > 5 minutes OR multiple seizures 
without regaining consciousness between seizures. 


• Midazolam: 


• 0.2 mg/kg IM x1 (Max 10mg) 


• 0.2 mg/kg intranasally x1 (half in each nostril) (Max 10mg) 


• 0.1 mg/kg slow push IV/IO (max 5mg). May repeat IV/IO dose in 5 min x1. 
Maximum total dose 0.2mg/kg IV/IO (not to exceed 10mg) 


• Administer Midazolam IV only if IV in place when seizure occurs. 
• Diastat rectal gel: Preferred in patients who are on the medication, it is readily available, 


and the dosage is decipherable on the container. May assist caregiver in administering 
normally prescribed at home medication 


Base Hospital Contact 
Additional Midazolam after maximum dose or after Diastat administration for patient with continued 
seizures. 
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SAN FRANCISCO EMS AGENCY 
     Effective: 10/01/2024 
      Supersedes: 04/01/24 
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BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link


ALS


Nausea/Vomiting?


Effective: 10/01/24
Supersedes: 10/29/18


Normal Saline
IV/IO of Normal Saline TKO. 


Severity 
Ondansetron
< 6 months: Contraindicated.


≥ 8kg and < 15kg: 2mg ODT 


≥ 15kg: 4 mg ODT


-or-


6 months – 12 years OR < 40 
kg:
0.1 mg/kg slow IVP/IO up to 
4 mg (IV over 2-5 min).


> 12 years or > 40KG: 
4 mg slow IVP/IO (IV over 2-5 
min). May repeat in 20 
minutes up to 12 mg.


Ondansetron
< 6 months: Contraindicated.


≥ 8kg and < 15kg: 2mg ODT 


≥ 15kg: 4 mg ODT


-or-


6 months – 12 years OR < 40 
kg:
0.1 mg/kg slow IVP/IO up to 
4 mg (IV over 2-5 min).


> 12 years or > 40KG: 
4 mg slow IVP/IO (IV over 2-5 
min). May repeat in 20 
minutes up to 12 mg.


Ketamine
IV/IO (3 years and up) 0.25 mg/kg in 100mL of NS/D5W slow infusion 
over 10 minutes 


--or--


0.5 mg/kg IN.  Do not co-administer Fentanyl and Ketamine.


 Base Hospital Contact Criteria
                  Base Hospital Physician consult is required for patients whose 
                  parents are requesting an AMA after receiving Fentanyl or Ketamine 
                  or patients requiring additional doses after maximum outlined in protocol.


• Position of comfort
• NPO
• Reassurance and redirection, 


Ice or heat as indicated
• Oxygen as indicated 


Manage pain. Manage N/V 
as needed


Pain score > 6


Fentanyl
IV/IO 1 mcg/kg dose up to 50 mcg slow IV push (over 1 minute). 


May repeat every 10 minutes. Subsequent dose of 0.5 mcg/kg not to 
exceed 25 mcg. Maximum of 4 doses not to exceed 100mcg 


--or--


IN/IM 2 mcg/kg dose IN, or IM (IN preferred) up to 50 mcg.


May repeat every 10 minutes. Subsequent dose of 0.5 mcg/kg not to 
exceed 25 mcg. Maximum dose 100 mcg total.


OR 


Pain score 1-6


Ibuprofen
10 mg/kg up to
600 mg PO x 1 dose


If no contraindications.


8.12 PEDIATRIC PAIN CONTROL 8.12 PEDIATRIC PAIN CONTROL 


• If administering 2 or more doses of Fentanyl or Ketamine, patient shall be placed on 
continuous EtCO2. 2 or more readings, 10% or more above baseline indicates the need for 
reassessment of patients respiratory status and ventilatory support should be provided to 
return EtCO2 to baseline. 


• ODT Ondansetron preferred for children if appropriate.                   


Notes
• If administering 2 or more doses of Fentanyl or Ketamine, patient shall be placed on 


continuous EtCO2. 2 or more readings, 10% or more above baseline indicates the need for 
reassessment of patients respiratory status and ventilatory support should be provided to 
return EtCO2 to baseline. 


• ODT Ondansetron preferred for children if appropriate.                   


Notes
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8.12 PEDIATRIC PAIN CONTROL 


                                                                                                                         SAN FRANCISCO EMS AGENCY   
                                                                                                                                                                                                                                                          


Effective:10/01/2024 
                                                                                                                                                                                                                           Supersedes: 10/29/18 


BLS Treatment 


• Position of comfort. 


• NPO 


• Reassurance and redirection. 


• Ice or heat as indicated. 


• Oxygen as indicated. 
 


ALS Treatment 


• IV/IO with Normal Saline TKO as indicated. 


• If pain score 1-6 by Pediatric Pain Rating Scale, give a single dose of PO Ibuprofen 10mg/kg 
up to 600 mg (if no contraindications). 


• If pain score is greater than 6, give IN/IV/IO/IM Fentanyl 1 mcg/kg dose IV/IO up to 50 mcg 
slow IV push (over 1 minute). May repeat every 10 minutes. Subsequent dose of 0.5 mcg/kg 
not to exceed 25 mcg. Maximum of 4 doses not to exceed 100mcg 


• If no IV/IO, 2 mcg/kg dose IN, or IM (IN preferred) up to 50 mcg. May repeat every 10 
minutes. Subsequent dose of 0.5 mcg/kg not to exceed 25 mcg. Maximum dose 100 mcg 
total. 
 OR 
IV/IO Ketamine (3 years and up) moderate to severe pain where Ibuprofen is insufficient for 
pain control. 0.25 mg/kg in 100 mL of NS/D5W slow infusion over 10 minutes or 0.5 mg/kg 
IN. Do not co-administer Fentanyl and Ketamine. 


• Ondansetron as needed. 
< 6 months: Contraindicated.  
≥ 8kg and < 15 kg: 2mg ODT. ≥ 15kg: 4 mg ODT 
or 


       6 months - 12 years OR < 40 kg: 0.1 mg/kg slow IVP/IO up to 4 mg (IV over 2-5 min). 
> 12 years OR > 40 kg: 4mg slow IVP/IO (IV over 2-5 min). May repeat in 20 minutes  
up to 12 mg. 


• Document pain score and vital signs before and after medication administration on PCR. 
 


Base Hospital Contact Criteria 


• Base Hospital Physician consult is required for patients whose parents are requesting an 
AMA after receiving Fentanyl or Ketamine or patients requiring additional doses after 
maximum outlined in protocol. 


 


Notes 
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8.12 PEDIATRIC PAIN CONTROL 


                                                                                                                         SAN FRANCISCO EMS AGENCY   
                                                                                                                                                                                                                                                          


Effective:10/01/2024 
                                                                                                                                                                                                                           Supersedes: 10/29/18 


• Fentanyl, Ketamine, and/or Midazolam may act synergistically to cause respiratory 
depression and should not be combined unless seizures or other indications for Midazolam 
use is present. Contact Base Hospital MD for consultation if needed for this combined use. 
 


• If utilizing 2 or more doses of Fentanyl, Ketamine, and/or Midazolam, patient shall be 
placed on continuous end tidal CO2 monitoring. A trend of increasing EtCO2 readings (2 or 
more readings, 10% or more, above baseline) indicates the need for immediate  
re-assessment of patient’s respiratory status to include rate and depth of respirations. 
Ventilatory support should be provided as necessary to return EtCO2 to baseline. 


 


• All injectable pain medications shall be cross-checked with a Paramedic (secondarily an 
EMT) for correct medication and dose at time of administration unless transporting in the 
back of an ambulance without a second attendant. 


• ODT Ondansetron preferred for children if appropriate. 
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9.01 PEDIATRIC TRAUMA9.01 PEDIATRIC TRAUMA


BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link


ALSALS


Assess  Vital Signs, ABC's and responsiveness, NPO, and Oxygen
Stabilize spine and any suspected fractures, bandage wounds
For head trauma, elevate head by up to 30 degrees


Assess  Vital Signs, ABC's and responsiveness, NPO, and Oxygen
Stabilize spine and any suspected fractures, bandage wounds
For head trauma, elevate head by up to 30 degrees


Ondansetron
Less than 6 months: Contraindicated


≥8kg and <15kg: 2mg ODT
≥ 15 kg: 4mg ODT
ODT preferred in children if appropriate


6 months – 12 years old or <40kg: 
0.1mg/kg slow IVP/IO.  


 May repeat in 20min. Maximum 
dose 4mg.


Greater than 12 years or >40kg: 4mg 
slow IVP/IO/IM/PO. 


 May repeat in 20min. Maximum 
dose 12mg.


Ondansetron
Less than 6 months: Contraindicated


≥8kg and <15kg: 2mg ODT
≥ 15 kg: 4mg ODT
ODT preferred in children if appropriate


6 months – 12 years old or <40kg: 
0.1mg/kg slow IVP/IO.  


 May repeat in 20min. Maximum 
dose 4mg.


Greater than 12 years or >40kg: 4mg 
slow IVP/IO/IM/PO. 


 May repeat in 20min. Maximum 
dose 12mg.


Effective:10/01/24
Supersedes:04/01/24


Make Base Hospital Contact
If maximum dose is reached and additional doses of pain 


medication are required


Advanced airway as indicated. Manage N/V. Manage pain.


Normal Saline


IV/IO of Normal Saline TKO. 


Pediatric hypovolemic shock: IV/IO bolus of 20 mL/Kg. 
Repeat up to 60 mL/Kg if indicated.


Neonatal hypovolemic shock: 10 mL/Kg. 
Repeat up to 30 mL/Kg. 


Normal Saline


IV/IO of Normal Saline TKO. 


Pediatric hypovolemic shock: IV/IO bolus of 20 mL/Kg. 
Repeat up to 60 mL/Kg if indicated.


Neonatal hypovolemic shock: 10 mL/Kg. 
Repeat up to 30 mL/Kg. 


Ibuprofen
Less than 6 months: DON’T 
USE


More than 6 months:
10 mg/kg PO up to 400 mg 
total dose


Do not use if ongoing 
external bleeding or 
suspect internal bleeding


Ibuprofen
Less than 6 months: DON’T 
USE


More than 6 months:
10 mg/kg PO up to 400 mg 
total dose


Do not use if ongoing 
external bleeding or 
suspect internal bleeding


Pain?


Fentanyl


1 mcg/kg/dose IV/IO up to 50mcg slow IV push 
(over 1 minute). 


May be repeated every 10 minutes. 


Subsequent dose maximum 25mcg. Maximum 
dose of 100 mcg total. 


--or--


2 mcg/kg/dose IN or IM (IN preferred) up to 50 
mcg. 


May be repeated every 10 minutes. 


Subsequent dose maximum 25mcg. Maximum 
dose of 100 mcg total.


Fentanyl


1 mcg/kg/dose IV/IO up to 50mcg slow IV push 
(over 1 minute). 


May be repeated every 10 minutes. 


Subsequent dose maximum 25mcg. Maximum 
dose of 100 mcg total. 


--or--


2 mcg/kg/dose IN or IM (IN preferred) up to 50 
mcg. 


May be repeated every 10 minutes. 


Subsequent dose maximum 25mcg. Maximum 
dose of 100 mcg total.


Pain score 1-6 Pain score 6-10


Report any incident of suspected 
abuse to emergency department staff, 


mandatory report to 
SF CPS (800) 856-5553


Report any incident of suspected 
abuse to emergency department staff, 


mandatory report to 
SF CPS (800) 856-5553


Ketamine (3 years and up) with moderate to severe pain where Ibuprofen is 
insufficient for pain control. Do not co-administer Fentanyl and Ketamine 


IV/IO 0.25mg/kg in 100ml of NS/D5W Slow infusion over 10minutes. IN 0.5 mg/kg


OR


If nausea and vomiting 
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BLS Treatment 
• Assess circulation, airway, breathing, and responsiveness. 
• Assess vital signs 
• NPO 
• Oxygen as indicated. 
• Provide Spinal Motion Restriction as indicated or position of comfort as indicated. 
• Stabilize spine and any suspected fractures, bandage wounds. 
• For head trauma, elevate head by up to 30 degrees 


ALS Treatment 
Current American Heart Association Guidelines concerning Emergency Cardiac Care 
assessments and interventions shall always take precedence over local protocols when there 
is a conflict concerning techniques of resuscitation. 


• Advanced airway as indicated. Manage pain. Manage N/V 
• Normal Saline bolus. 


o Pediatric hypovolemic shock: IV/IO bolus 20ml/kg. Repeat up to 60mL/kg if 
indicated. 


o Neonatal hypovolemic shock: 10mL/kg. Repeat up to 30mL/kg. 
• Pain: 


o Pain 1-6 
 Ibuprofen 


• Less than 6 months: Contraindicated 
• More than 6 months: 10 mg/kg PO up to 400 mg total dose 


 Ketamine (3 years and up) with moderate to severe pain where 
Ibuprofen is insufficient for pain control 


• 0.25mg/kg in 100ml of NS/D5W slow infusion over 10 minutes or 
0.5 mg/kg IN 


o Pain 6-10 
 Fentanyl 


• 1 mcg/kg dose IV/IO up to 50 mcg slow IV push (over 1 minute). 
May repeat every 10 minutes. Subsequent dose 25mcg. Maximum 
dose 100mcg total. 


• 2mcg/kg dose IN or IM (IN preferred) up to 50mcg. May repeat 
every 10 minutes. Subsequent dose maximum 25mcg. Maximum 
dose of 100mcg total. 


 Ketamine (3 years and up) with moderate to severe pain 
• 0.25mg/kg in 100ml of NS/D5W slow infusion over 10 minutes or 


0.5 mg/kg IN 
• Do not co-administer Fentanyl and Ketamine 


• For nausea / vomiting: 
o Ondansetron 


 Less than 6 months: Contraindicated 
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 ≥ 8kg and <15kg: 2mg ODT 
 ≥ 15kg: 4 mg ODT 


• ODT Ondansetron preferred for children if appropriate  
 6 months – 12 years old or <40kg: IVP/IO. (IV over 2-5 min) maximum dose 


4mg 
 > 12 years OR > 40kg 4mg slow IVP/IO/IM/PO (IV over 2-5 min) May repeat in 


20 min for continued nausea. Maximum dose 12mg. 
Comments 


Report any incident of suspected abuse to emergency department staff, mandatory report to SF 
CPS (800) 856-5553 


Base Hospital Contact Criteria 
If maximum dose is reached and additional doses of pain medication are required 
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