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SAN FRANCISCO EMERGENCY MEDICAL SERVICES AGENCY 
 


Policy Reference No.: 2000 
Effective Date: April 1, 2024 


                                Supersedes: November 1, 2017 
 


 
PREHOSPITAL PERSONNEL STANDARDS & SCOPE OF PRACTICE 


 


I. PURPOSE 
A. Define the scope of local practice and standards for prehospital personnel. 


 
II. POLICY 


A. All prehospital personnel shall operate within the scope of practice applicable to 
their level of certification or licensure. Personnel shall not exceed their scope of 
practice as defined in State law and San Francisco EMS Policy and Protocol. 


 
B. This policy applies to all prehospital personnel employed by, and on duty with, a 


permitted San Francisco ALS or BLS provider. 
1. A paramedic must be employed with an approved paramedic service 


provider in order to perform the scope of practice as specified in this policy. 
2. Paramedics not accredited in San Francisco, but employed as BLS personnel 


may not utilize any part of the Paramedic Scope of Practice as defined in this 
policy. 


3. Accreditation candidates may utilize the Paramedic Basic Scope of Practice 
when working with a second accredited Paramedic prior to receiving their 
accreditation. 


 
C. San Francisco EMS personnel responding into, or transporting through, another 


jurisdiction, shall continue to operate under San Francisco policies and protocols 
including the local Scope of Practice as defined in this policy. 


 
D. The requirements and process for EMT certification in San Francisco is described 


in Policy 2040 Emergency Medical Technician Certification. 
 


E. The requirements and process for paramedic accreditation in San Francisco is 
described in Policy 2050 Paramedic Accreditation. 


 
III. EMERGENCY MEDICAL TECHNICIAN: LOCAL SCOPE OF PRACTICE 


A. During training, while at the scene of an emergency, during transport of the sick 
or injured, or during an interfacility transfer, a certified EMT or supervised EMT 
student is authorized to do any of the following: 
1. Evaluate the ill and injured. 
2. Render basic life support, rescue and emergency medical care to patients. 
3. Obtain diagnostic signs to include, but not be limited to, temperature, blood 


pressure, pulse and respiration rates, pulse oximetry, level of consciousness, 
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pupil status (and blood glucose level if authorized by  Medical Director). 
4. Perform cardiopulmonary resuscitation (CPR), including the use of 


mechanical adjuncts to basic cardiopulmonary resuscitation. 
5. Perform Automated External Defibrillation (AED). 
6. Administer oxygen. 
7. Remove a directly visualized foreign body from the airway. 
8. Use the following adjunctive airway and breathing aids: 


a. Oropharyngeal airway; 
b. Nasopharyngeal airway; 
c. Suction devices; 
d. Basic oxygen delivery devices for supplemental oxygen therapy 


including humidifiers, partial rebreathers, and venturi masks; 
e. Manual and mechanical ventilating devices designed for prehospital 


use including continuous positive airway pressure. 
9. Use various types of stretchers and spinal immobilization devices. 
10. Provide initial prehospital emergency care of trauma, including: 


a. Bleeding control through the application of tourniquets; 
b. Use of approved hemostatic dressings from a list approved by 


the state EMS Authority; 
c. Spinal motion restriction or immobilization 
d. Seated spinal motion restriction or immobilization; 
e. Extremity splinting; and 
f. Traction splinting. 


11. Administer the following approved over the counter medications: 
a. Oral glucose or sugar solutions; and 
b. Aspirin (if approved by EMS Agency Medical Director). 


12. Extricate entrapped persons. 
13. Perform field triage. 
14. Transport patients. 
15. Apply mechanical patient restraint. 
16. Set up for ALS procedures, under the direction of a Paramedic. 
17. Administration of naloxone intranasally for altered mental status, respiratory 


depression and/ or suspected opioid overdose, if authorized by Provider 
Medical Director. 


18. Administration of intramuscular epinephrine by auto-injector or draw-up 
method for suspected anaphylaxis and/or severe asthma, if authorized by 
EMS Agency Medical Director. 


19. Assist patients with the administration of physician-prescribed devices 
including, but not limited to, patient-operated medication pumps, sublingual 
nitroglycerin, and self-administered emergency medications, including 
epinephrine devices.
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IV. EMERGENCY MEDICAL TECHNICIAN: LOCAL SCOPE OF PRACTICE FOR 
INTERFACILITY TRANSFERS 


A. EMTs, during an interfacility transfer, may do the following: 
1. Monitor, maintain, and adjust if necessary in order to maintain, a preset rate 


of flow and turn off the flow of intravenous fluid: 
a. Glucose solutions including Dextrose 10%; 
b. Isotonic balanced salt solutions including Normal Saline and Ringer's 


lactate. 
2. Solutions may NOT be controlled by a mechanical IV pump or flow control 


device. Dial-a-flow and similar aperture or constriction flow control devices 
may be monitored. 


3. EMTs may NOT monitor any fluid or medication infusion delivered through a 
central venous access device unless delivered by means of a patient 
controlled pump. 


4. Monitor a patient, who is deemed appropriate for transfer by the 
transferring physician, and who has the following: 


a. Nasogastric (NG) tubes, 
b. Gastrostomy tubes, 
c. Heparin or saline locks, 
d. Foley catheters, 
e. Tracheostomy tubes, 
f. Indwelling vascular access lines. 
g. Patients with arterial lines MAY NOT be monitored by EMT’s. 


5. Tracheostomy patients and suctioning: Patients must be able to breathe 
without mechanical assistance. Suctioning by EMTs is limited to inserting a 
soft suction catheter to clear secretions from the proximal end of the 
tracheostomy tube. EMTs may not perform deep tracheal suctioning or 
sterile suctioning. In no case, should the suction catheter pass beyond the 
distal end of the tracheostomy tube. 


 
V. EMERGENCY MEDICAL TECHNICIAN: TRAINING STANDARDS 


A. EMTs will complete and maintain current certifications in Basic Life Support CPR. 
 


B. All EMTs will complete a local orientation approved by EMS Agency that 
includes, at a minimum: 
1. San Francisco EMS System organization 
2. San Francisco EMS Policies and Patient Treatment Protocols 
3. San Francisco EMS Agency MCI Plan 
4. San Francisco geography 
5. ICS-100 and ICS-200 (Basic ICS). 
6. FEMA IS-700a (Introduction to National Incident Management System). 
7. Hazmat First Responder Awareness course (FRA) per 29 CFR 1910-120. 
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VI. EMERGENCY MEDICAL TECHNICIAN: REQUIRED TRAINING FOR INDEPENDENT     
WORK ASSIGNMENT ON AN ALS AMBULANCE 


A. EMT eligibility for independent work assignment is determined by their passing 
an advanced life support(ALS) partner training approved by their EMS Provider 
Medical Director. If they have not passed such a course, they may work as a 
primary EMT on a BLS response vehicle, or as an EMT partnered with another 
EMT on a BLS ambulance. If they have passed such a course, they may work as 
an EMT on an ALS ambulance with any San Francisco accredited paramedic. 


 
VII. PARAMEDIC: LOCAL SCOPE OF PRACTICE 


A. A paramedic may perform any activity identified in the EMT local scope of 
practice in Sections III and IV of this policy. 


 


B. During training, while at the scene of a medical emergency during transport of 
the sick or injured, or during an interfacility transfer, an accredited Paramedic or 
a supervised Paramedic accreditation candidate or a supervised Paramedic 
student is authorized to do any of the following: 
1. Utilize electrocardiographic devices and monitor electrocardiograms, 


including 12- lead electrocardiograms (ECG). 
2. Perform defibrillation, synchronized cardioversion, and external cardiac 


pacing. 
3. Visualize the airway by use of the laryngoscope and remove foreign bodies 


with Magill forceps. 
4. Perform pulmonary ventilation by use of: 


a. Approved supraglottic airways (e.g. i-gel) 
b. Stomal intubation, 
c. Adult oral endotracheal intubation (via direct or video laryngoscope) 


5. Perform trachea-bronchial suctioning of an intubated patient. 
6. Utilize mechanical ventilation devices for continuous positive airway pressure 


(CPAP)/bi-level positive airway pressure (BiPAP) and positive end expiratory 
pressure (PEEP) in the spontaneously breathing patient. 


7. Institute intravenous (IV) catheters, saline locks, needles, or other cannulae 
(IV lines), in peripheral veins and monitor and administer medications 
through pre- existing vascular access. 


8. Institute intraosseous (IO) needles or catheters. 
9. Administer IV or IO glucose solutions or isotonic balanced salt solutions, 


including normal saline and Ringer's lactate solution. 
10. Obtain venous blood samples. 
11. Use laboratory devices, including point of care testing, for pre-hospital 


screening to measure the following lab values: glucose, capnometry, 
capnography, and carbon monoxide when appropriate authorization is 
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obtained from State and Federal agencies, including from the Centers for 
Medicare and Medicaid Services pursuant to the Clinical Laboratory 
Improvement Amendments (CLIA). 


12. Utilize Valsalva maneuver. 
13. Perform percutaneous needle cricothyroidotomy. 
14. Perform needle thoracostomy. 
15. Perform nasogastric and orogastric tube insertion and suction. 
16. Monitor thoracostomy tubes. 
17. Monitor and adjust IV solutions containing potassium, equal to or less than 


40 mEq/L. 
18. Administer approved medications by the following routes: IV, IO, 


intramuscular, subcutaneous, inhalation, transcutaneous, rectal, sublingual, 
endotracheal, intranasal, oral or topical. 


19. Administer the following medications: 
a. 10%, 25%, and 50% Dextrose; 
b. Activated Charcoal; 
c. Adenosine; 
d. Aerosolized or nebulized beta-2 specific bronchodilators; 
e. Amiodarone; 
f. Aspirin; 
g. Atropine Sulfate; 
h. Pralidoxime (2-PAM) Chloride; 
i. Calcium Chloride; 
j. Cetacaine Spray; 
k. Diazepam 
l. Diphenhydramine Hydrochloride; 
m. Dopamine Hydrochloride; 
n. Epinephrine; 
o. Fentanyl; 
p. Glucagon; 
q. Ketamine; 
r. Ketorolac; 
s. Lidocaine Hydrochloride; 
t. Lorazepam; 
u. Magnesium Sulfate; 
v. Midazolam; 
w. Morphine Sulfate; 
x. Naloxone Sulfate; 
y. Nitroglycerine preparations, except IV, unless certified Critical Care 


Paramedic 
z. Ondansetron 
aa. Sodium Bicarbonate 
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VIII. PARAMEDIC: LOCAL OPITIONAL SCOPE 
A. The EMS Agency Medical Director may apply for a Local Optional Scope of Practice 


(LOSOP). The following LOSOPs are approved for Paramedic use by Accreditation 
subtypes: 
1. ALS Local Accreditation 


a. Buprenorphine 
b. Suprglottic Airway (i-gel) for pediatrics 
c. Hydroxocobalamin 
d. COVID-19 Testing (in the setting of a 911 call ONLY) 


2. Critical Care Paramedic Endorsement  
a. Calcium Channel Blockers and Fluid Management  


 


IX.  PARAMEDIC: TRAINING STANDARDS 
A. Paramedics will complete and maintain current certifications in the following 


core courses: 
1. Basic Life Support CPR 
2. Advanced Cardiac Life Support (ACLS) or approved equivalent. 
3. Pediatric Advanced Life Support (PALS), Pediatric Education for Prehospital 


Professionals (PEPP) or Emergency Pediatric Care (EPC). 
4. International Trauma Life Support (ITLS) or Prehospital Trauma Life Support 


(PHTLS), for initial certification only. 
 


B. Additionally, all Paramedics will complete the following during an initial 
orientation: 
1. San Francisco EMS System organization. 
2. San Francisco EMS Policies and Patient Treatment Protocols 
3. San Francisco EMS Agency MCI Plan Initial & Recurring training. 
4. San Francisco geography. 
5. ICS-100 and ICS-200 (Basic ICS). 
6. FEMA IS-700a (Introduction to National Incident Management System). 
7. Paramedic supervisors must complete ICS-300 training. 
8. Hazmat First Responder Awareness course (FRA) per 29 CFR 1910-120. 


 
C. Paramedics must complete 10 ALS patient contacts with Field Training Officer 


(FTO) as a third person and successfully pass FTO evaluation in the following 
areas, appropriate to the knowledge expected of the level: 
1. Knowledge of San Francisco geography 
2. Knowledge of San Francisco EMS policies and protocols 


 
  X. CRITICAL CARE PARAMEDIC SCOPE OF PRACTICE 


A. A licensed and accredited paramedic may practice as a Critical Care Paramedic 
after completing the following: 
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1. Successful completion of a Critical Care Paramedic (CCP) training program as 
specified in California Code of Regulations Section 100155(c). 


2. Successful completion of Critical Care Paramedic competency testing. 
3. Holds a current certification as a Critical Care Paramedic from the Board for 


Critical Care Transport Paramedic. 
4. Obtain Critical Care Paramedic endorsement under Section 12 in the Bay Area 


Critical Care Paramedic Program Standards. 
 


B. In addition to the approved paramedic scope of practice, the Critical Care 
Paramedic may perform the following procedures and administer medications 
during interfacility transports (upon arrival by the EMS Agency Medical 
Director): 
1. Set up and maintain thoracic drainage systems; 
2. Set up and maintain mechanical ventilators; 
3. Set up and maintain IV fluid delivery pumps and devices; 
4. Blood and blood products; 
5. Glycoprotein IIB/IIIA inhibitors; 
6. Heparin IV; 
7. Nitroglycerin IV; 
8. Norepinephrine; 
9. Thrombolytic agents and 
10. Maintain total parenteral nutrition. 


 
 XI. AUTHORITY 


California Health and Safety Code, Division 2.5, §§ 1797.170 - 
1791.172, 1797.185, 1797.192, 1797.194, and 1797.214. 
California Code of Regulations, Title 22, §§100063, 100064, 
100106, and 100146. 
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8.10 PEDIATRIC SEIZURE8.10 PEDIATRIC SEIZURE


BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link
Assess  Vital Signs, ABC's and responsiveness, NPO, Oxygen
Transport in left lateral recumbent position if no C-spine injury suspected
Assess  Vital Signs, ABC's and responsiveness, NPO, Oxygen
Transport in left lateral recumbent position if no C-spine injury suspected


Dextrose


Neonates < 1 month: 
D10W, 2 ml/kg IV/IO 
(0.2 g/kg)


Children> 1 month: 
D10W, 5 ml/kg IV/IO 
(0.5 g/kg, max 25 grams)


Dextrose


Neonates < 1 month: 
D10W, 2 ml/kg IV/IO 
(0.2 g/kg)


Children> 1 month: 
D10W, 5 ml/kg IV/IO 
(0.5 g/kg, max 25 grams)


Glucagon


Less than 20kg: 0.5 mg 
IM IM/IV


Greater than 20kg: 1 mg 
IM/IV


Glucagon


Less than 20kg: 0.5 mg 
IM IM/IV


Greater than 20kg: 1 mg 
IM/IV


Blood Glucose 
<60mg/dl?


Effective: 04/01/24 
Supersedes: 10/29/18


NoYes


IV/IO access? Status epilepticus?


Yes No


Midazolam


0.2 mg/kg IM x1 (Max 
10mg) 


--or-- 


0.2 mg/kg intranasally x1 
(half in each nostril) 
(Max 10mg)


--or-- 


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)


If IV already in place 
when seizure occurs


Midazolam


0.2 mg/kg IM x1 (Max 
10mg) 


--or-- 


0.2 mg/kg intranasally x1 
(half in each nostril) 
(Max 10mg)


--or-- 


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)


If IV already 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


Yes


No
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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/IV 
o Greater than 20kg: 1mg IM/IV 


 


• 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 


 
 
  


 



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

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

https://www.acidremap.com/getSecurePDF.php?id=1&uid=47

https://www.acidremap.com/getSecurePDF.php?id=1&uid=47

https://www.acidremap.com/getSecurePDF.php?id=1&uid=62

https://www.acidremap.com/getSecurePDF.php?id=1&uid=46

https://www.acidremap.com/getSecurePDF.php?id=1&uid=49



		EMSA-Protocol-8.10-Pediatric-Seizure-Algorithim-Final-04,01-2024

		EMSA Flowcharts.vsdx

		8.10 FINAL 11.3.23





		EMSA-Protocol-8.10-Pediatric-Seizure-COMBINED-FINAL-04-01-2024

		EMSA-Protocol-8.10-Pediatric-Seizure-Final-04

		EMSA Flowcharts.vsdx

		8.10 FINAL 11.3.23





		EMSA-Protocol-8.10-Pediatric-Seizure-Final-04-01-24








SAN FRANCSICO EMERGENCY MEDICAL SERVICES AGENCY 
 


Policy Reference No.: 2041 
Effec�ve Date: April 1, 2024 


Supersedes: n/a 
 


EMT Op�onal Skills (Epinephrine Draw Up)  
 


   
 


I. PURPOSE 
A. To establish the criteria and process for gaining approval for EMT administra�on 


of epinephrine through the draw up method into or through prefilled syringe for 
suspected anaphylaxis and/or severe asthma. 


B. Allow epinephrine draw up procedure as a con�ngency for medical supply or 
medica�on shortages. 
 


II. PROGRAM OVERVIEW 
A. Allow for EMT use of draw up epinephrine within the San Francisco EMS Agency 


jurisdic�onal area in the City and County of San Francisco. 
B. Establish data collec�on methodology for evalua�on and effec�veness of the 


EMT epinephrine draw up skill. 
C. The skill is op�onal for EMS Provider Agencies to adopt. 


 
III. REQUEST AND APPROVAL 


A. Approval Process 
1. The permited EMS Provider shall submit a writen request to the EMS 


Agency for use of EMT epinephrine draw up op�onal skill including the 
following material for approval. 
i. Name(s) and qualifica�on(s) of the EMS Provider Medical Director 


overseeing the EMT epinephrine draw up program. 
ii. EMT epinephrine draw up Quality Improvement Plan that meets 


or exceeds requirements under EMS Agency Policy 6000 and 
annual EMS Provider Quality Improvement plan. The plan shall 
include a policy and procedure to collect, maintain and evaluate 
pa�ent care records including 100% review for all EMT 
administra�ons of draw up epinephrine.  


iii. Procedure for the submission of aggregate data and prehospital 
care reports (PCRs) to the EMS Agency for all EMT epinephrine 
draw up administra�ons. 


iv. Program curriculum and training program as specified in Sec�on 
IV. 


v. Refresher curriculum, tes�ng process and skills competency 
exams. 
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B. Upon receipt, applica�on materials will be reviewed for completeness. If any 
required documenta�on is missing, the EMS Provider will be no�fied, in wri�ng, 
within fourteen (14) business days. Missing informa�on shall be submited with 
thirty (30) calendar days. Failure to submit the missing informa�on withing thirty 
(30) calendar days will require the EMS Provider to reapply. 


C. Upon receipt, the applica�on materials will be reviewed for completeness. The 
EMS Provider will receive writen no�fica�on within thirty (30) calendar days of 
request for EMT op�onal skills approval. 


 
IV. TRAINING REQUIREMENTS 


A. EMS Providers shall submit and ensure ini�al and recurring training content 
contains the following for EMT epinephrine draw up skills. Training shall be no 
less than two (2) hours and contain the following topics and skills: 


1. Managing a pa�ent of a suspected anaphylac�c reac�on and/or 
experiencing severe asthma symptoms 


2. Names 
3. Indica�ons 
4. Contraindica�ons  
5. Side/adverse effects 
6. Interac�ons 
7. Routes of administra�on  
8. Calcula�ng dosages  
9. Mechanisms of drug ac�ons  
10. Medical asepsis 
11. Disposal of contaminated items and sharps 
12. Medica�on administra�on 


B. At the comple�on of training the EMT shall complete a competency based 
writen and skills examina�ons which shall include: 


1. Assessment of when to administer epinephrine.  
2. Managing a pa�ent before and a�er administering epinephrine. 
3. Using universal precau�ons and body substance isola�on procedures 


during medica�on administra�on. 
4. Demonstra�ng asep�c technique during medica�on administra�on. 
5. Demonstra�ng prepara�on and administra�on of epinephrine by 


drawing up the proper drug dose into a syringe, and 
6. Proper disposal of contaminated items and sharps. 


C. Recurring training curriculum and skills tes�ng shall contain all listed items 
above. 
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V. PROVIDER REQUIREMENTS 
A. The EMS Provider shall maintain a list of all staff who have completed the EMT 


epinephrine draw up training and shall ensure list is updated with personnel 
changes and filed to the EMS Agency annually with EMS Provider QI plan. Failure 
to provide an annual list to the EMS Agency shall result in EMS Provider and 
personnel to cease use of the epinephrine draw up op�onal skill.  


B. The organiza�on shall retain on file, at all �mes, copies of current and valid proof 
training records for all personnel performing the skill under the program.  


C. The organiza�on must be a current San Francisco EMS Agency approved CE 
Provider. 


D. EMS Provider must complete annual refresher training, including hands-on skills 
competency tes�ng. 
 


VI. MEDICAL DIRECTION 
A. EMTs will work under exis�ng medical control and follow EMS Agency prehospital 


policies and protocols, as approved by the EMS Agency Medical Director. This 
includes use of Policy 3020 Field to Hospital Communica�ons to contact the Base 
Hospital. 


B. EMS Provider Medical Director shall review 100% of all PCRs with EMT 
epinephrine draw up administra�on. 
 


VII. EMT OPTIONAL SKILL ACCREDITATION  
A. Upon comple�on of training and dual signature from the EMS Provider Medical 


Director and EMS Provider Opera�ons Manager/Chief-level supervisor, an EMT 
shall be considered Accredited for the purposes of using the epinephrine draw 
up skill for 1 year from the date of earliest signature. 


B. Any EMT that fails competency tes�ng or accredita�on requirements are subject 
to California Code of Regula�ons, Title 22, Chapter 6, and EMS Agency Policy 
2070.  


C. The ini�al roster shall be filed upon comple�on of implementa�on training. 
Subsequent rosters shall be filed by the EMS Provider every year as part of the 
annual EMS Provider Quality Improvement Plan submission or within 72-hours 
upon request by the EMS Agency. 


D. EMTs may use the epinephrine draw up op�onal skill as long as EMT cer�ficate is 
ac�ve, and while on-duty with and employed by the EMS Provider who is 
approved to provide epinephrine draw up skill in San Francisco.  
 


VIII. AUTHORITY 
A. California Code of Regula�ons, Title 22, Sec�on 100064 
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BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link 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: DON’T 
USE 


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: DON’T 
USE 


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.


Suspected head 
injury?


Effective:04/01/24
Supersedes:03/15/23


No Yes


Nausea/vomiting?


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) 856-5533


Report any incident of suspected 
abuse to emergency department staff, 


mandatory report to 
SF CPS (800) 856-5533
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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: DON’T USE 


• More than 6 months: 10 mg/kg PO up to 400 mg total dose 
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. 


• For nausea / vomiting:  
o Ondansetron  


▪ Less than 6 months: DON’T USE  
▪ 6 months – 12 years old or 40kg: 4mg slow IVP/IO/IM/PO. May repeat in 20 


min. Maximum dose 12mg. 
 


Comments 
Report any incident of suspected abuse to emergency department staff, mandatory report to SF 


CPS (800) 856-5533 
Base Hospital Contact Criteria  


If maximum dose is reached and additional doses of pain medication are required 
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SAN FRANCISCO EMERGENCY MEDICAL SERVICES AGENCY 
 


Policy Reference No.:   4000.1 
Effective Date: April 1, 2024  


Supersedes: July 11, 2022  
 
 


AMBULANCE TURNAROUND TIME STANDARD 
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I. PURPOSE 


 
To define the goals for ambulance turnaround and patient offload times. 


 
II. AUTHORITY   


 
California Health and Safety Code, Division 2.5, Sections 1797.204, 1797.206, 1797.220, 
1797.224, 1797.225 1797.252, and 1798. 


 
III. BACKGROUND 


 
Patient transfer from ambulance to hospital is a critical part of emergency care, both for 
the individual patient at the hospital and to preserve the availability of ambulances to 
answer 911 calls for medical assistance throughout the San Francisco EMS System. 
 


IV. DEFINITIONS 
 


Ambulance arrival at the emergency department – The time the ambulance stops 
(actual wheel stop) at the location outside the hospital emergency department where 
the patient is unloaded from the ambulance.  
 
Ambulance patient offload time (APOT-1) – The time when a patient is physically 
removed from the ambulance gurney to hospital equipment and transfer of care has 
been completed, as recorded by a signature from an emergency department nurse or 
doctor in a patient’s EMS electronic health record.  
 
Ambulance return to service time – The time the ambulance is response ready after 
transporting a patient to a hospital emergency department.  
 
Offload time interval - The period of time between ambulance arrival at emergency 
department and ambulance patient offload time. 
 
Ambulance turnaround interval - The period of time between ambulance arrival at 
emergency department and ambulance return to service time. 
 
Ambulance decontamination delay – Notification is made to Division of Emergency 
Communications (DEC) by EMS personnel that excessive post-call cleaning or 
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decontamination is needed to place ambulance back into service. This may apply to 
Code 3 transports and some Code 2 calls in which excessive body fluids, infestation, or 
hazards (e.g. glass) are present that could potentially expose a EMS personnel or patient 
on a subsequent call. A decontamination delay is not declared for routine Code 2 
transports or patient care. 
 
Ambulance delayed in triage – Notification is made to DEC by ambulance crew that a 
back-up is occurring at hospital triage, intake, or with movement of patient off gurney. 
Declaration may be made after :10 minutes from the time the ambulance parks at a 
hospital as noted in CAD. Once patient is physically moved off gurney, subsequent 
notification to DEC is required to indicate there is no longer a delay. 
 


V. POLICY 
 
The goal for the offload time interval is 20 minutes or less, 90 percent of the time 
(APOT-1). Under Health and Safety Code 1979.120.5 and upper threshold under Section 
X, the APOT-1 standard shall not exceed 30 minutes, 90 percent of the time. 
 
The goal for the ambulance turnaround interval is 30 minutes or less, 90 percent of the 
time. 
 


VI. PARAMEDIC/EMT-INITIATED OFFLOAD (ACUTE DELAY)  
 


A. EMS personnel, Paramedic or EMT, may offload patients directly to a San Francisco 
hospital ED waiting room under the following conditions and an offload delay 
greater than 20 minutes is expected: 


a. The patient is logged and/or registered on the Emergency Department 
patient tracking board. 


b. The patient meets the following criteria: 
i. No complaint or assessment finding that is suggestive of the need 


for time-sensitive intervention. 
ii. Patient is 18 years or older or is a minor accompanied by a 


parent/guardian who has decision-making capacity. 
iii. A minimum of two sets of stable vital signs (age appropriate, at 


patient’s baseline or within alternate destination criteria) 
iv. Alert and oriented to person, place, time, and situation and has 


capacity. 
v. No medications were administered by prehospital personnel 


(including bystander use of Naloxone) with the exception of an 
anti-emetic or oral medications that do not require close 
monitoring (e.g. ibuprofen). 


vi. In the judgement of the Paramedic, the patient does not require 
continuous cardiac monitoring. 
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vii. The patient does not require a saline lock or intravenous (IV) line. 
If a saline lock or IV line was placed in the prehospital setting, it 
can be removed by the paramedics. No patient with IV access 
shall be placed in an ED waiting room. 


viii. The patient can maintain a sitting position without adverse impact 
on their medical condition, dignity, or obvious risk of fall. The 
patient should have the ability to ambulate by walking or with an 
assistive device (wheelchair, walker). 


ix. The patient is not on a 5150 hold, expressing suicidal ideation to 
self or thoughts/intent to harm others. 


x. A verbal report and a copy of the prehospital run sheet is provider 
or available to a charge nurse or their designee prior to leaving 
the patient at the hospital. Should a hospital representative 
refused to sign for transfer of care, please follow the same 
guidance for APOT Alert documentation. The location to which 
the patient was triaged must be clearly documented in the 
prehospital ePCR. 


xi. If a patient does not immediately meet above criteria, the patient 
should be reassessed every 15 minutes. If the patient eventually 
meets criteria to offload to ED waiting room with two consecutive 
15-minute assessments (30 minutes minimum), offload to waiting 
room may occur. 


xii. By electing to use this option, the ambulance shall return to 
service within 10 minutes of patient movement off gurney and 
turnover to ED waiting room. 
 


VII. EMS SUPERVISOR-INTITATED RE-TRIAGE (EXTENDED DELAY) 
 
A. An EMS Supervisor may be dispatched for the following APOT-1 offload delays: 


a. 3 or more ambulances delayed for 60 minutes or greater 
b. 2 or more ambulances delayed for 90 minutes or greater 
c. 1 or more ambulances delayed for 120 minutes or greater 
d. Any combination of the above 


B. Upon arrival to the facility, the EMS Supervisor shall identify themself and check-in 
with Emergency Department Charge Nurse and/or Hospital Supervisor to confer 
about the cause of the ambulance offload delay. 


C. The EMS Supervisor shall work collaboratively with hospital staff to identify offload 
delays, identify solutions, and formulate a plan for patients currently waiting on 
gurneys. Every attempt shall be made to triage patients to alternative waiting spaces 
such as waiting areas, fast track areas, wheelchairs, or hallways spaces. EMS 
Supervisor shall ensure any EMS patients meeting Section VI criteria are offloaded to 
waiting room. EMS Supervisor shall notify Emergency Department Charge Nurse 
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and/or Hospital Supervisor that continued delays may lead to re-triage to other 
Receiving Facilities should all other options fail. 


D. Should all reasonable attempts to offload patients to other areas fail AND EMS 
system levels are less than 5 ambulances, the EMS Supervisor may declare an “APOT 
Alert:” 


a. An APOT Alert: 
i. Has no impact on ambulance diversion or distribution of patients. 


ii. Is for situational awareness only for all field ambulance crews. 
iii. Is in effect until ambulances are cleared from the Receiving 


Facility 
b. Steps for DEC: 


i. When announcing Diversion, advise of “APOT Alert” declaration 
ii. Send a notification to all crews via CAD Mobile Data Terminals 


iii. Post banner on ReddiNet announcing the APOT Alert at the 
affected Receiving Facility 


iv. Sent ReddiNet message to EMS Providers, EMSA, and affected 
Receiving Facility announcing APOT Alert declaration 


v. Notify DEM Duty Officer (to notify EMS Agency) 
vi. Send follow-up message when APOT Alert secured 


c. Steps for Receiving Facility: 
i. Charge nurse shall immediately notify House Supervisor and 


Administrator on Call 
ii. Consider activation of HICS (Hospital Incident Command System) 


iii. Consider activation of emergency surge plans including use of: 
1. Alternate treatment spaces (ie tents, unoccupied hospital 


wards/floors) 
2. Staff call-ins, modification of nursing ratios 


E. Upon declaration of an APOT Alert the following options may be utilized: 
a. Immediately re-triage patients to other Receiving Facilities that are less 


impacted if the time to transport and transfer care to another Receiving 
Facility is less than the estimated time to transfer care at the facility with 
the declared APOT Alert. The patient shall be asked and must consent 
prior to re-triage to another Receiving Facility. Re-triage of any patient 
must be done as a last resort in order to protect public safety and health 
(e.g. no ambulances available to respond to 911 call). 


i. For any re-triage of patients to other Receiving Facilities, the EMS 
Agency shall review the incident and forward to California 
Department of Public Health for Emergency Medical Treatment 
and Active Labor Act (EMTALA) violations. 


b. Consider temporary suspension of Receiving Facility specialty service 
capabilities if the facility is experiencing an APOT Alert to the extent that 
a Receiving Facility could not receive emergent specialty patients. 
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Temporary specialty services suspension requires approval from the EMS 
Agency Medical Director or Director (or designee).  


F. Documentation 
a. The following shall be documented in the Patient Care Record (PCR): 


i. Detailed description of attempts to offload patient and transfer 
care to hospital staff 


1. Reasonable attempts include but not limited to: 
a. Multiple attempts to obtain a signature for the PCR 
b. Multiple attempts to provide a patient report 


either written or verbal 
c. Attempt to interact with an Emergency 


Department supervisor, charge nurse, and/or 
hospital administrator 


d. Attempt to utilize EMS Supervisor in offloading 
patient 


ii. Any additional transports to other facilities 
iii. Patient deterioration due to delays in patient transfer 
iv. Should hospital staff be unwilling to speak with EMS Personnel or 


sign PCR acknowledging transfer of care, the following statement 
shall be made by EMS personnel and documented within PCR. 


1. An APOT alert has been declared. All reasonable attempts 
to offload this patient have failed. I am transferring this 
patient to your care with or without a verbal patient report 
as you are a higher level of medical care. I will provide 
written patient care report via a copy of my PCR once 
complete. I am documenting that I have made every 
attempt to transfer the patient. 


G. Upon conclusion of the APOT Alert, the EMS Supervisor shall: 
a. Announce the APOT Alert is secured. 
b. File an exception report to the EMS Agency within 12 hours. 


 
VIII. DATA COLLECTION 


 
A. All interval measurements shall be reported monthly (on the first business day of the 


month) to the EMS Agency in an approved electronic format.   
B. Turnaround time data submitted by providers shall include date, time, location, call 


disposition (Code 2 or Code 3), arrival time at hospital, ambulance patient offload 
time and ambulance return to service time. 
 


IX. QUALITY IMPROVEMENT  
 


A. The EMS Agency will report monthly the following (“Hospital Report”): 
1. Offload time interval for each provider at each emergency department.   
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2. Ambulance turnaround interval for each provider at each emergency 
department. 


3. System aggregate intervals for patient offload and ambulance turnaround 
intervals at each emergency department 


B. The EMS Agency will focus on identifying the root causes for delays, surges in 
demand and to what extent diversion impacts offload and turnaround intervals. 


 
X. QUALITY ASSURANCE 


 
A. Based on the Hospital Report, the EMS Agency may take action on a Receiving 


Facility, as detailed in Policy 5010, who have a: 
a. 90th percentile APOT-1 time under 30 minutes, but greater than the 20-


minute standard, the EMS Agency will continue to monitor via quality 
improvement in subsequent months  


b. 90th percentile APOT-1 time over 30 minutes for two (2) consecutive months 
i.  The EMS Agency shall refer to corrective action plan process as 


detailed in Policy 5010 
 
 


 
 





		IV. DEFINITIONS






9.02 PEDIATRIC BURN9.02 PEDIATRIC BURN


BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link


Ibuprofen
Less than 6 
months: DON’T USE


More than 6 
months:
10 mg/kg PO up to 
400 mg total dose


Ibuprofen
Less than 6 
months: DON’T USE


More than 6 
months:
10 mg/kg PO up to 
400 mg total dose


Nausea/Vomiting?


Effective: 04/01/24
Supersedes: 03/01/15


Advanced airway as indicated. Follow current Destination Policy 5000.Advanced airway as indicated. Follow current Destination Policy 5000.


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. 


Pain?


Ondansetron
Less than 6 months: 
DON’T USE 


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: 
DON’T USE 


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.


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


Make Base Hospital Contact
If maximum dose of fentanyl is reached and 


additional pain management required


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


Assess  Vital Signs, ABC's and responsiveness. Position of comfort or 
Spinal Restriction as indicated, NPO, Oxygen as indicated, 
Calculate 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. Once 
decontaminated 
Do not apply 
water to 
affected areas.


Chemical Burns
See Protocol 
3.04 Hazardous 
Materials. Once 
decontaminated 
Do not apply 
water to 
affected areas.


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.


Report any incident of suspected 
abuse to emergency department 


staff, mandatory report to 
SF CPS (800) 856-5533


Report any incident of suspected 
abuse to emergency department 


staff, mandatory report to 
SF CPS (800) 856-5533


Calculate Body Surface Area (See images below)
Spinal Motion Restriction as indicated, NPO, Oxygen as indicated,Spinal Motion Restriction as indicated, NPO, Oxygen as indicated,
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BLS Treatment 
• Assess vital signs 
• Assess circulation, airway, breathing, and responsiveness. 
• Position of comfort or Spinal Motion Restriction as indicated. 
• NPO 
• Oxygen as indicated. 
• Calculating Body Surface Area 


 
Thermal: 
• Apply cool water (not ice) to affected area(s), cover with dry sterile dressing. Remove non-


adhered clothing and jewelry. Leave blisters intact. 
 
Chemical: 
• Treat according to 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: 
• Disconnect electrical source before touching patient. 
• Apply dry dressing on affected area. 


 
ALS Treatment 


• Advanced airway as indicated. Manage pain. Manage N/V. 
• Follow current Destination Policy 5000. 
 
Normal Saline: 


• Pediatric hypovolemic shock: IV/IO bolus 20ml/kg. Repeat up to 60ml/kg if indicated. 
• Neonatal hypovolemic shock: 10ml/kg. Repeat up to 30ml/kg. 


 
Pain: 
Pain 1-6: 


• Ibuprofen 
o Less than 6 months: DON’T USE 
o More than 6 months: 10mg/kg PO up to 400 mg total dose 


Pain 6-10: 
 


• Fentanyl  
o 1mcg/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.  
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o 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. 
 


For nausea / vomiting: 
• Ondansetron 


o Less than 6 months: DON’T USE 
o 6 months – 12 years old or <40kg: 0.1mg/kg slow IVP/IO. May repeat in 20 min. 


Maximum dose 4mg. 
o Greater than 12 years or >40kg: 4mg slow IVP/IO. May repeat in 20 min. Maximum 


dose 12mg.  
 


Base Hospital Contact Criteria 
• If maximum dose of Fentanyl is reached and additional pain management is required. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



https://www.acidremap.com/getSecurePDF.php?id=1&uid=171

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


 
To define the goals for ambulance turnaround and patient offload times. 


 
II. AUTHORITY   


 
California Health and Safety Code, Division 2.5, Sections 1797.204, 1797.206, 1797.220, 
1797.224, 1797.225 1797.252, and 1798. 


 
III. BACKGROUND 


 
Patient transfer from ambulance to hospital is a critical part of emergency care, both for 
the individual patient at the hospital and to preserve the availability of ambulances to 
answer 911 calls for medical assistance throughout the San Francisco EMS System. 
 


IV. DEFINITIONS 
 


Ambulance arrival at the emergency department – The time the ambulance stops 
(actual wheel stop) at the location outside the hospital emergency department where 
the patient is unloaded from the ambulance.  
 
Ambulance patient offload time (APOT-1) – The time when a patient is physically 
removed from the ambulance gurney to hospital equipment and transfer of care has 
been completed, as recorded by a signature from an emergency department nurse or 
doctor in a patient’s EMS electronic health record.  
 
Ambulance return to service time – The time the ambulance is response ready after 
transporting a patient to a hospital emergency department.  
 
Offload time interval - The period of time between ambulance arrival at emergency 
department and ambulance patient offload time. 
 
Ambulance turnaround interval - The period of time between ambulance arrival at 
emergency department and ambulance return to service time. 
 
Ambulance decontamination delay – Notification is made to Division of Emergency 
Communications (DEC) by EMS personnel that excessive post-call cleaning or 
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decontamination is needed to place ambulance back into service. This may apply to 
Code 3 transports and some Code 2 calls in which excessive body fluids, infestation, or 
hazards (e.g. glass) are present that could potentially expose a EMS personnel or patient 
on a subsequent call. A decontamination delay is not declared for routine Code 2 
transports or patient care. 
 
Ambulance delayed in triage – Notification is made to DEC by ambulance crew that a 
back-up is occurring at hospital triage, intake, or with movement of patient off gurney. 
Declaration may be made after :10 minutes from the time the ambulance parks at a 
hospital as noted in CAD. Once patient is physically moved off gurney, subsequent 
notification to DEC is required to indicate there is no longer a delay. 
 


V. POLICY 
 
The goal for the offload time interval is 20 minutes or less, 90 percent of the time 
(APOT-1). Under Health and Safety Code 1979.120.5 and upper threshold under Section 
X, the APOT-1 standard shall not exceed 30 minutes, 90 percent of the time. 
 
The goal for the ambulance turnaround interval is 30 minutes or less, 90 percent of the 
time. 
 


VI. PARAMEDIC/EMT-INITIATED OFFLOAD (ACUTE DELAY)  
 


A. EMS personnel, Paramedic or EMT, may offload patients directly to a San Francisco 
hospital ED waiting room under the following conditions and an offload delay 
greater than 20 minutes is expected: 


a. The patient is logged and/or registered on the Emergency Department 
patient tracking board. 


b. The patient meets the following criteria: 
i. No complaint or assessment finding that is suggestive of the need 


for time-sensitive intervention. 
ii. Patient is 18 years or older or is a minor accompanied by a 


parent/guardian who has decision-making capacity. 
iii. A minimum of two sets of stable vital signs (age appropriate, at 


patient’s baseline or within alternate destination criteria) 
iv. Alert and oriented to person, place, time, and situation and has 


capacity. 
v. No medications were administered by prehospital personnel 


(including bystander use of Naloxone) with the exception of an 
anti-emetic or oral medications that do not require close 
monitoring (e.g. ibuprofen). 


vi. In the judgement of the Paramedic, the patient does not require 
continuous cardiac monitoring. 
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vii. The patient does not require a saline lock or intravenous (IV) line. 
If a saline lock or IV line was placed in the prehospital setting, it 
can be removed by the paramedics. No patient with IV access 
shall be placed in an ED waiting room. 


viii. The patient can maintain a sitting position without adverse impact 
on their medical condition, dignity, or obvious risk of fall. The 
patient should have the ability to ambulate by walking or with an 
assistive device (wheelchair, walker). 


ix. The patient is not on a 5150 hold, expressing suicidal ideation to 
self or thoughts/intent to harm others. 


x. A verbal report and a copy of the prehospital run sheet is provider 
or available to a charge nurse or their designee prior to leaving 
the patient at the hospital. Should a hospital representative 
refused to sign for transfer of care, please follow the same 
guidance for APOT Alert documentation. The location to which 
the patient was triaged must be clearly documented in the 
prehospital ePCR. 


xi. If a patient does not immediately meet above criteria, the patient 
should be reassessed every 15 minutes. If the patient eventually 
meets criteria to offload to ED waiting room with two consecutive 
15-minute assessments (30 minutes minimum), offload to waiting 
room may occur. 


xii. By electing to use this option, the ambulance shall return to 
service within 10 minutes of patient movement off gurney and 
turnover to ED waiting room. 
 


VII. EMS SUPERVISOR-INTITATED RE-TRIAGE (EXTENDED DELAY) 
 
A. An EMS Supervisor may be dispatched for the following APOT-1 offload delays: 


a. 3 or more ambulances delayed for 60 minutes or greater 
b. 2 or more ambulances delayed for 90 minutes or greater 
c. 1 or more ambulances delayed for 120 minutes or greater 
d. Any combination of the above 


B. Upon arrival to the facility, the EMS Supervisor shall identify themself and check-in 
with Emergency Department Charge Nurse and/or Hospital Supervisor to confer 
about the cause of the ambulance offload delay. 


C. The EMS Supervisor shall work collaboratively with hospital staff to identify offload 
delays, identify solutions, and formulate a plan for patients currently waiting on 
gurneys. Every attempt shall be made to triage patients to alternative waiting spaces 
such as waiting areas, fast track areas, wheelchairs, or hallways spaces. EMS 
Supervisor shall ensure any EMS patients meeting Section VI criteria are offloaded to 
waiting room. EMS Supervisor shall notify Emergency Department Charge Nurse 
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and/or Hospital Supervisor that continued delays may lead to re-triage to other 
Receiving Facilities should all other options fail. 


D. Should all reasonable attempts to offload patients to other areas fail AND EMS 
system levels are less than 5 ambulances, the EMS Supervisor may declare an “APOT 
Alert:” 


a. An APOT Alert: 
i. Has no impact on ambulance diversion or distribution of patients. 


ii. Is for situational awareness only for all field ambulance crews. 
iii. Is in effect until ambulances are cleared from the Receiving 


Facility 
b. Steps for DEC: 


i. When announcing Diversion, advise of “APOT Alert” declaration 
ii. Send a notification to all crews via CAD Mobile Data Terminals 


iii. Post banner on ReddiNet announcing the APOT Alert at the 
affected Receiving Facility 


iv. Sent ReddiNet message to EMS Providers, EMSA, and affected 
Receiving Facility announcing APOT Alert declaration 


v. Notify DEM Duty Officer (to notify EMS Agency) 
vi. Send follow-up message when APOT Alert secured 


c. Steps for Receiving Facility: 
i. Charge nurse shall immediately notify House Supervisor and 


Administrator on Call 
ii. Consider activation of HICS (Hospital Incident Command System) 


iii. Consider activation of emergency surge plans including use of: 
1. Alternate treatment spaces (ie tents, unoccupied hospital 


wards/floors) 
2. Staff call-ins, modification of nursing ratios 


E. Upon declaration of an APOT Alert the following options may be utilized: 
a. Immediately re-triage patients to other Receiving Facilities that are less 


impacted if the time to transport and transfer care to another Receiving 
Facility is less than the estimated time to transfer care at the facility with 
the declared APOT Alert. The patient shall be asked and must consent 
prior to re-triage to another Receiving Facility. Re-triage of any patient 
must be done as a last resort in order to protect public safety and health 
(e.g. no ambulances available to respond to 911 call). 


i. For any re-triage of patients to other Receiving Facilities, the EMS 
Agency shall review the incident and forward to California 
Department of Public Health for Emergency Medical Treatment 
and Active Labor Act (EMTALA) violations. 


b. Consider temporary suspension of Receiving Facility specialty service 
capabilities if the facility is experiencing an APOT Alert to the extent that 
a Receiving Facility could not receive emergent specialty patients. 
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Temporary specialty services suspension requires approval from the EMS 
Agency Medical Director or Director (or designee).  


F. Documentation 
a. The following shall be documented in the Patient Care Record (PCR): 


i. Detailed description of attempts to offload patient and transfer 
care to hospital staff 


1. Reasonable attempts include but not limited to: 
a. Multiple attempts to obtain a signature for the PCR 
b. Multiple attempts to provide a patient report 


either written or verbal 
c. Attempt to interact with an Emergency 


Department supervisor, charge nurse, and/or 
hospital administrator 


d. Attempt to utilize EMS Supervisor in offloading 
patient 


ii. Any additional transports to other facilities 
iii. Patient deterioration due to delays in patient transfer 
iv. Should hospital staff be unwilling to speak with EMS Personnel or 


sign PCR acknowledging transfer of care, the following statement 
shall be made by EMS personnel and documented within PCR. 


1. An APOT alert has been declared. All reasonable attempts 
to offload this patient have failed. I am transferring this 
patient to your care with or without a verbal patient report 
as you are a higher level of medical care. I will provide 
written patient care report via a copy of my PCR once 
complete. I am documenting that I have made every 
attempt to transfer the patient. 


G. Upon conclusion of the APOT Alert, the EMS Supervisor shall: 
a. Announce the APOT Alert is secured. 
b. File an exception report to the EMS Agency within 12 hours. 


 
VIII. DATA COLLECTION 


 
A. All interval measurements shall be reported monthly (on the first business day of the 


month) to the EMS Agency in an approved electronic format.   
B. Turnaround time data submitted by providers shall include date, time, location, call 


disposition (Code 2 or Code 3), arrival time at hospital, ambulance patient offload 
time and ambulance return to service time. 
 


IX. QUALITY IMPROVEMENT  
 


A. The EMS Agency will report monthly the following (“Hospital Report”): 
1. Offload time interval for each provider at each emergency department.   
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2. Ambulance turnaround interval for each provider at each emergency 
department. 


3. System aggregate intervals for patient offload and ambulance turnaround 
intervals at each emergency department 


B. The EMS Agency will focus on identifying the root causes for delays, surges in 
demand and to what extent diversion impacts offload and turnaround intervals. 


 
X. QUALITY ASSURANCE 


 
A. Based on the Hospital Report, the EMS Agency may take action on a Receiving 


Facility, as detailed in Policy 5010, who have a: 
a. 90th percentile APOT-1 time under 30 minutes, but greater than the 20-


minute standard, the EMS Agency will continue to monitor via quality 
improvement in subsequent months  


b. 90th percentile APOT-1 time over 30 minutes for two (2) consecutive months 
i.  The EMS Agency shall refer to corrective action plan process as 


detailed in Policy 5010 
 
 


 
 





		IV. DEFINITIONS






Line # AIRWAY / RESPIRATORY BLS First Response ALS First Response
1 M, or H oxygen cylinder - -


2 Oxygen Flowmeter capable of delivering 2-15 LPM - -


3 D or E size oxygen cylinders 2 2


4 Regulators for D/E Oxygen Cylinders capable of delivering 2-15 LPM 1 1


5 Nasal Cannulas - Adult 2 2


6 Nasal Cannulas - Pedi 1 1


7 Simple Oxygen Masks - Infant - -


8 Non-Rebreather Masks - Adult 1 1


9 Non-Rebreather Masks - Pedi 1 1


10 Bag Valve Masks - Adult 2 2


11 Bag Valve Masks - Pedi 2 2


12 Bag Valve Masks - Infant 2 2


13 Oral Airway, Set, with sizes 0, 1, 2, 3, 4, 5, & 6 1 1


14 Nasal Pharyngeal Airways Set of sizes 26, 28, 30, 32, & 34 Fr 1 1


15 Tongue Depressors 2 2


16 Portable Suction Device - Manual Pump Type OR Battery Operated 1 1


17 Rigid Pharyngeal Tonsil Tip (Yankauer Suction) 1 1


18 Suction Tubing 1 1


19 Pediatric Suction Bulb (sterile) - -


20 Suction Catheters 6, 8, 10, 12, & 14 Fr - 1


21 Supra-Glottic Laryngeal Airway (igel), Adult, Sizes 3, 4 & 5 - 1


22 Supra-Glottic Laryngeal Airway (igel), Pedi/Infant, Size 1.0, 1.5, 2.0, 2.5 - 1


23 Uncuffed Endotracheal Tubes, 2.0, 2.5, 3.0 - 2


24 Meconium Aspirator - 2


25 Cuffed Endotracheal Tubes, 6.0, 6.5, 7.0, 7.5, 8.0, & 8.5 - 2


26 ET Tube holder or ties - 2


27 Laryngoscope Blades w/ extra bulbs, Miller Type: 0, 1, 2, 3, & 4 - 1


28 Laryngoscope Blades w/ extra bulbs, Macintosh Type: 1, 2, 3, & 4 - 1


29 (Optional) Video Laryngoscope Blades (Approved by EMSA), Adult and Child Sizes - 1


30 Large Laryngoscope Handle - 1


31 Small Laryngoscope Handle - 1


32 Stylets: Adult (If not in ETT) - 1


33 Magill Forceps, Adult - 1


34 Magill Forceps, Pedi - 1


35 Handheld Nebulizer (or Mask) - 2


36 Needle Cricothyroidotomy Kit (WITHOUT scalpel) - 1


37 CPAP Device able to deliver PEEP of 10 cm H2O, breathing circuits, masks - 1


38 Electronic Capnography device (may be integrated in cardiac monitor) - 1


39 Capnography filter line with adapter to connect to ET tube - 1


40 ETCO2 monitoring cannula - 2


41 Pulse Oximeter (may be integrated into cardiac monitor) - 1


42 (Optional:) Carboxyhemoglobin Monitor (may be integrated into cardiac monitor) - 1


43 Adult Finger Probes for pulse oximetry (reusable) - 1


44 Pediatric Finger Probes for pulse Oximetry - 1


45 Infant Finger Probes for pulse Oximetry - 1


46 Jet Insufflation Ventilator for Needle Cricothyroidotomy - 1


Attachment 1: Minimum Equipment Requirements For First Response And Ambulances
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BLS First Response ALS First Response
47 Semi-automatic defibrillator 1 -


48
Semi-automatic defibrillator pads – Adult (disposable razors are recommended as optional


stock)
1 -


49 Semi-automatic defibrillator pads - Pedi 1 -


50 Stethoscope 1 1


51 Blood Pressure Cuff - Adult 1 1


52 Blood Pressure Cuff - Obese or Thigh - 1


53 Blood Pressure Cuff - Pedi - 1


54 Blood Pressure Cuff - Infant - 1


55


Portable Cardiac Monitor - Defibrillator, w/ cables, capable of:


1. Monitoring, defibrillation, transcutaneous pacing, synchronized cardioversion, and electrical dsicharge 


< 25 joules


2. Monitoring ETCO2, SpO2, and blood pressure with automatic cuff for all ages


3. Printing, transmitting, and ability to send 12-lead EKGs to all STAR centers / EMS Agency on current 


EMS Agency platform


4. Providing integrated real time CPR feedback and view underlying rhythm during CPR compressions


5. Monitor data file compatibility that can be submitted to current EMS Agency cardiac csae review 


network for post case analysis and feedback


6. Ability to operate in pediatric / neonate AED modes


7. Interoperability with STAR hospital crash cart monitors


8. Produce a code summary post incident


- 1


56 ECG recording paper, compatible with monitor - 1


57
Multi-function defibrillation pads - Adult, compatible with monitor with compression


feedback puck
- 1


58
Multi-function defibrillation pads - Pedi, compatible with monitor with compression


feedback puck
- 1


BLS First Response ALS First Response
59 Burn Sheets - Sterile (disposable type) 1 1


60 Quick Clot Combat Gauze (No Size) 2 2


61 Sterile gauze pads 4" x 4,” 12 per box 1 1 box


62 Nonsterile 4" x 4" gauze pads, 200 per box 1 1 box


63 Abdominal Dressing, 8" x 10" or 5"x9" or similar size 2 2


64 Trauma Dressings, 10" x 30" or larger 2 2


65 Stretch-style Sterile Gauze Rolls 4" or 5" 4 4


66 Chest Seals or Petroleum Gauze Pads, 4" x 6" or 3" x 9” (or similar size) 4 4


67 Triangular Bandages 2 2


68 Cloth Tape 2" 3 3


69 Combat Application Tourniquets OR approved equivalent* 1 1


70 Elastic Bandages 3" 1 1


71 Band-Aids 1”, 10 strips 1 1


72 Instant Cold Packs 2 2


73


BLS First Response ALS First Response
74 Spine Board 1 1


75 Lightweight head immobilizer blocks (set) 1 1


CARDIOVASCULAR BLS Amb. ALS Amb.
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76 4 seatbelt type straps, 3 long/box straps, or 1 set of spider straps 1 1


77 Cervical Collars: Adult 2 2


78 Cervical Collars: Pedi 2 2


79 Extremity splint, cardboard or similar product, small 12 - 18" 2 2


80 Extremity splint, cardboard or similar product, medium 18 - 24" 1 2


81 Extremity splint, cardboard or similar product, large 24 -36" 2 2


82 Traction Splints: Sager or HARE (adult and pedi size) OR Kendrick Traction Device (one size) 1 each size 1 each size


83 Kendrick Extrication Device (KED) 1 1


84 Pediatric Spinal Immobilization Device 1 1


85 “Breakaway” OR “Flat” Stretcher - -


86 Stair chair (OR feature that allows gurney to adjust to seated position) - -


87 Patient Gurney with shoulder harness and limb belts - -


88 (OPTIONAL:) Scoop Stretcher - -


89 Extremity Restraints - Wrist & Ankle - -


90 Pediatric Gurney Restraint/Seatbelt Device - -


INFECTION CONTROL / CREW PPE BLS First Response ALS First Response
91 Disinfectant Solution or Spray 1 1


92 Disinfectant Wipes - -


93 Hand sanitizer 1 1


94 Long-sleeve impermeable gowns - -


95 Pair of heavy duty gloves - -


96 Safety glasses or goggles - -


97 Plastic trash bags - -


98 Infectious waste bags (red biohazard bags) 1 1


99 Spit socks or hoods 1 1


100 Helmet: OSHA approved "hard hat" or equivalent - -


101 N-95 Masks, in sizes for all crew members 5 5


102 P100 Masks, as Required for Interventions - 2


103 On Supervisor Rig, ONLY (if available): DuoDote Autoinjectors 18 18


104 On Supervisor Rig, ONLY: Level C PPE Suit - -


105 On Supervisor Rig, ONLY: PAPR (OR SCBA with extra air cylinders) for each Level C Suit - -


BLS First Response ALS First Response
106 Pediatric Length-Based Resuscitation Tape 1 1


107 Stuffed toy for children - -


BLS First Response ALS First Response


108
Obstetrical Kit w/ umbilical cord clamps; receiving blanket; infant bunting blanket; infant warming cap; 


sterile scissors or scalpel; suction bulb; OB pad; plastic bag for placenta
1 1


BLS First Response ALS First Response
109 Digital Thermometer 1 1


110 Trauma Shears 1 1


111 Water soluble lubricant, small packets 10 10


112 Penlights 2 2


113 1 Roll of Paper Towels, OR Equivalent of Disposable Towels - -


114 Disposable Blankets 1 1


115 Wool blend blankets 1 1


116 Chemical Heating Blanket (Ready-Heat Blanket or equivalent) - -


117 Sealable bags, gallon-size (e.g. Ziploc) 3 3


118 Emesis (Kidney) Basins or Bags - -


119 Urinal - -


120 Bedpan - -


121 Sharps Container - 1
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122 Flashlight with extra batteries or entire extra flashlight 1 1


123 Drinking water - 1 gallon - -


124 San Francisco County Map or GPS Device - -


125
San Francisco EMS Agency Protocol Manual, current version on Paper or Electronic Format


(e.g. Protocol App on Mobile Device)
1 1


126 Pre-hospital Care Report (paper) OR 1 E-PCR Device 20 20


127 Fire Extinguisher, A/B/C rated, w/maintenance tag < 1 year - -


128 Road Flares 4 4


129
Fully Functional Automatic Vehicle Locator (AVL) Compatible with SF Department of


Emergency Communications (DEC)
1 1


BLS First Response ALS First Response


130 Activated Charcoal (Aqueous suspension) - 50 gms


131 Adenosine - 18 mgs


132 Albuterol Unit Dose, 2.5mg/3mL solution - 20 mgs


133 Amiodarone - 600 mgs


1620 mgs 1620 mgs 


(20 tabs) (20 tabs)


135 Atropine Sulfate, 1mg/10mL preload - 3 mgs


136 Atropine Sulfate, 8mg/20ml multi-dose vial - 8mgs


137 Calcium Chloride (10%), 1g/10mL - 1 gm


138 Dextrose 10%, 25 gm premixed solution in 250mL bag - 50 gms


139 Diphenhydramine IV - 100 mgs


140 Epinephrine 1:1,000, 1mg/1mL - 6 mgs


141 Epinephrine 1:10,000, 1mg/10mL - 4 mgs


142 (REQUIRED  for EMTs   ) Adult epinephrine auto-injector Prefilled dose or Draw Up -


143 ( REQUIRED for EMTs   ) Pediatric epinephrine auto-injector Prefilled dose or Draw Up -


145 Glucagon - 1 mg


146 Glucose Paste (approx. 30g/tube) 2 tubes 2 tubes


2,000 mg


(10 tabs)


149 Ketamine - 100 mgs


150 Ketorolac - 30 mgs


151 Lidocaine 2% in 5 ml vial (for use w/ intraosseous insertion) - 1


152 Magnesium Sulfate 50%, 1 g/2 ml - 4 gms


153 Midazolam - 20 mgs


154 Naloxone - 4 mgs


155 Nitroglycerine, 0.4mg/dose metered spray OR Tablets (see Line#156) - 1


156 Nitroglycerine, 0.4mg/tablet - 25 tabs


157 Ondansetron 4mg ODT OR 4mg/2ml vial - 12 mgs


158 Sodium Bicarbonate, 50 mEq/50 ml - 100 mEq


159 Sterile Water for Injection, 20 ml vials - 2 vials


BLS First Response ALS First Response
160 Normal Saline 0.9% 1000 ml bag - 4


161 D5W 100 ml bag - 2


162 IV Administration Set 10 or 15 drops/mL - 4


163 IV Administration Set 60 drops/mL - 2


164 Pediatric Fluid Volume Limiter - 1


1 1


1 1


1 1


4 4


1 1


1 1


1 1


20 20


- 18 mgs


- 20 mgs


- 600 mgs


BLS Amb. ALS Amb.


- 50gms


- 4 mgs


- 8 mgs


- 1 gm


- 50 gms


1620 mgs 1620 mgs


(20 tabs) (20 tabs)


- 3 mgs


MEDICATIONS
NOTE:  The quantities (mg / gms) listed below only represent the total amount of a medication STOCK. It does NOT represent medication dosages. Refer to Treatment Protocols for medication dosages.


Aspirin (chewable), 81 mg Tablet


Ibuprofen (200 mg tablets)


Fentanyl (or Morphine Sulfate)


(Fentanyl OR Morphine is to be stocked per ambulance)
144


134


147
2,000 mg


(10 tabs)


- 1 mg


2 tubes 2 tubes


200 mcg 200 mcg


Prefilled dose or Draw Up -


Prefilled dose or Draw Up -


- 100 mgs


- 6 mgs


Ibuprofen Liquid (100 mg/5mL)


- 4 mgs


- 1


- 25 tabs


60 mL 60 mL


- 1


- 4 gms


- 20 mgs


- 100 mgs


- 30 mg


BLS Amb. ALS Amb.
- 4


- 2


- 12 mgs


- 100 mEq


- 2 vials


- 4


- 2


- 1
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-


-


-


-


-


-


IV SUPPLIES







165 (Optional) IV Extension Tubing - 2


166 IV Catheter (Safety type), 14G - 2


167 IV Catheter (Safety type), 16G - 2


168 IV Catheter (Safety type), 18G - 2


169 IV Catheter (Safety type), 20G - 2


170 IV Catheter (Safety type), 22G - 2


171 Syringes, 1mL - 2


172 Syringes, 3mL - 2


173 Syringes, 5 or 6mL - 2


174 Syringes, 10 or 12mL - 2


175 Syringes, 30 or 35mL - 2


176 Needles (Safety type), 18G, 20/21G, 25G (OR equivalent) - 2 each


177 3-way stopcock - 2


178 Manual Intra-Osseous needle 16G OR Line #178 and #179 - 1


179
EZ-IO Needles, small, medium, & large (or other approved mechanical insertion needles)


with
- 1


180 EZ-IO Driver (or other approved insertion device) - 1


181 Pressure Bag Infuser - 1


182 Alcohol prep pads or swabs - 10


183 Povidone Iodine prep pads or swabs - 10


184 Blood Glucose Monitor - 1


185 Blood Glucose Monitor Test Strips - 10


186 Lancets (safety type) - 10


187 Mucosal Atomizing Device (MAD) - 1


188 Needle Thoracostomy Kit (e.g. Cook Emergency Pneumothorax Set or equivalent) - 1


BLS First Response ALS First Response
189 Bag or Case to hold MCI Equipment 1 1


190 Mylar Blankets (Space Blankets) 12 12


191 Bullhorn, Battery Powered Megaphone, or Vehicle Public Address System 1 1


192 Combat Application Tourniquets or approved equivalent* 7 7


193 Compression Bandage with ties (e.g. Bloodstopper Dressings) 7 7


194 Cone masks 50 50


195 Felt tip markers 2 2


196 Glasses or Goggles 2 2


197 Heavy Duty Gloves 2 2


198 Oral Airways, sizes 0, 1, 2, & 3 1 1


199 Oral Airways, sizes 4, 5, & 6 2 2


200 Pens 3 3


201 Ruled paper tablet 1 1


202 Trauma Shears 2 2


203 Triage Tags 50 50


204 Vests - Kelly Green or Blue: "EMT-1" or "EMT-P" 2 2


205 Worksheets/Board: Helicopter Operations 1 1


206 Worksheets/Board: Medical Branch Director 1 1


207 Worksheets/Board: Medical Group Supervisor 1 1


208 Worksheets/Board: Transport 1 1


209 Worksheets/Board: Treatment 1 1


210 Clipboard 2 2


BLS First Response ALS First Response
211 Lorazepam - 4 mgs


- 2


- 2


- 2


- 2


- 2


- 2


- 2


- 2


- 2


- 2


- 1


- 1


- 2


- 2


- 2 each
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- 1


- 10


- 1


- 1


- 10
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1 1


12 12
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- 1


- 1


2


2 2


1 1


7 7


7 7


1 1


1 1


1 1


1 1


50 50


2 2


1 1


3 3


1


MCI KIT


*Acceptable equivalent includes Emergency and Military Tourniquet, or Special Operations Forces Tactical Tourniquet


"BACK-UP" LIST FOR MEDICATION SHORTAGES BLS Amb.
-


2 2


1


2 2


2 2


1 1


2 2


50 50


2


ALS Amb.
4 mgs







212 Dopamine - 800 mgs


213 Morphine - 20 mgs


214 Meter Dose Inhaler - 2


Line # AIRWAY / RESPIRATORY BLS - Foot / Bike / Cart ALS - Gator / Cart ALS - Supervisor QRV
1 M, or H oxygen cylinder - - - -


2 Oxygen Flowmeter capable of delivering 2-15 LPM - - - -


3 D or E size oxygen cylinders - 1 1 1


4 A size oxygen cylinder (D or E size acceptable) 1 - - -


5 Regulators for D/E Oxygen Cylinders capable of delivering 2-15 LPM 1 1 1 1


6 Nasal Cannulas - Adult 1 2 1 1


7 Nasal Cannulas - Pedi - 1 1 1


8 Simple Oxygen Masks - Infant - - 1 1


9 Non-Rebreather Masks - Adult 1 1 1 1


10 Non-Rebreather Masks - Pedi 1 1 1 1


11 Bag Valve Masks - Adult 1 1 1 1


12 Bag Valve Masks - Pedi - 1 1 1


13 Bag Valve Masks - Infant - 1 1 1


14 Oral Airway, Set, with sizes 0, 1, 2, 3, 4, 5, & 6 1 1 1 1


15 Nasal Pharyngeal Airways Set of sizes 26, 28, 30, 32, & 34 Fr 1 1 1 1


16 Tongue Depressors - 2 1 1


17 Portable Suction Device - Manual Pump Type OR Battery Operated - 1 1 1


18 Rigid Pharyngeal Tonsil Tip (Yankauer Suction) - 1 1 1


19 Suction Tubing - 1 1 1


20 Pediatric Suction Bulb (sterile) - - 1 1


21 Suction Catheters 6, 8, 10, 12, & 14 Fr - 1 1 1


22 Supra-Glottic Laryngeal Airway (King Tube), Adult Sizes 3, 4 & 5 - 1 1 1


23 Supra-Glottic Laryngeal Airway (King Tube), Pedi/Infant, Sizes 2.0, 2.5 - 1 1 1


24 Uncuffed Endotracheal Tubes, 2.0, 2.5, 3.0 - 1 1 1


25 Meconium Aspirator - 1 1 1


26 Cuffed Endotracheal Tubes, 6.0, 6.5, 7.0, 7.5, 8.0, & 8.5 - 2 1 1


27 ET Tube holder or ties - 2 1 1


28 Laryngoscope Blades w/ extra bulbs, Miller Type: 0, 1, 2, 3, & 4 - 1 1 1


29 Laryngoscope Blades w/ extra bulbs, Macintosh Type: 1, 2, 3, & 4 - 1 1 1


30 (Optional:) Video Laryngoscope Blades (Approved by EMSA), Adult and Child Sizes - 1 1 1


31 Large Laryngoscope Handle - 1 1 1


32 Small Laryngoscope Handle - 1 1 1


33 Stylets: Adult (If not in ETT) - 1 1 1


34 Magill Forceps, Adult - 1 1 1


35 Magill Forceps, Pedi - 1 1 1


36 Bougie, Adult - - 2 -


37 Handheld Nebulizer - 2 1 1


38 Needle Cricothyroidotomy Kit (WITHOUT scalpel) - 1 1 1


39 CPAP Device able to deliver PEEP of 10 cm H2O, breathing circuits, masks - 1 1 1


40 Electronic Capnography device (may be integrated in cardiac monitor) - 1 1 1


41 Capnography filter line with adapter to connect to ET tube - 1 1 1


42 ETCO2 monitoring cannula - 2 2 2


43 Pulse Oximeter (may be integrated into cardiac monitor) - 1 1 1


44 (Optional:) Carboxyhemoglobin Monitor (may be integrated into cardiac monitor) - 1 1 1


45 Adult Finger Probes for pulse oximetry (reusable) - 1 1 1


46 Pediatric Finger Probes for pulse Oximetry - 1 1 1


-


Attachment 2: Minimum Equipment Requirements for Specialty Vehicles
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47 Infant Finger Probes for pulse Oximetry - 1 1 1


48 Jet Insufflation Ventilator for Needle Cricothyroidotomy - 1 1 1


BLS - Foot / Bike / Cart ALS - Gator / Cart ALS - Supervisor QRV
49 Semi-automatic defibrillator 1 - - -


50
Semi-automatic defibrillator pads – Adult (disposable razors are recommended as optional


stock)
1 - - -


51 Semi-automatic defibrillator pads - Pedi 1 - - -


52 Stethoscope 1 1 1 1


53 Blood Pressure Cuff - Adult 1 1 1 1


54 Blood Pressure Cuff - Obese or Thigh - 1 1 1


55 Blood Pressure Cuff - Pedi - 1 1 1


56 Blood Pressure Cuff - Infant - 1 1 1


57


Portable Cardiac Monitor - Defibrillator, w/ cables, capable of:


1. Monitoring, defibrillation, transcutaneous pacing, synchronized cardioversion, and electrical dsicharge 


< 25 joules


2. Monitoring ETCO2, SpO2, and blood pressure with automatic cuff for all ages


3. Printing, transmitting, and ability to send 12-lead EKGs to all STAR centers / EMS Agency on current 


EMS Agency platform


4. Providing integrated real time CPR feedback and view underlying rhythm during CPR compressions


5. Monitor data file compatibility that can be submitted to current EMS Agency cardiac csae review 


network for post case analysis and feedback


6. Ability to operate in pediatric / neonate AED modes


7. Interoperability with STAR hospital crash cart monitors


8. Produce a code summary post incident


- 1 1 1


58 ECG recording paper, compatible with monitor - 1 1 1


59
Multi-function defibrillation pads - Adult, compatible with monitor with compression


feedback puck
- 1 1 1


60
Multi-function defibrillation pads - Pedi, compatible with monitor with compression


feedback puck
- 1 1 1


BLS - Foot / Bike / Cart ALS - Gator / Cart ALS - Supervisor QRV
61 Burn Sheets - Sterile (disposable type) - 1 1 1


62 Quick Clot Combat Gauze (No Size) 2 2 2 2


63 Sterile gauze pads 4" x 4,” 12 per box 5 1 box 1 box 1 box


64 Nonsterile 4" x 4" gauze pads, 200 per box - 1 box 1 box 1 box


65 Abdominal Dressing, 8" x 10" or 5"x9" or similar size 2 2 4 4


66 Trauma Dressings, 10" x 30" or larger - 2 2 2


67 Stretch-style Sterile Gauze Rolls 4" or 5" 2 4 2 2


68 Chest Seals or Petroleum Gauze Pads, 4" x 6" or 3" x 9” (or similar size) 1 4 2 2


69 Triangular Bandages 2 2 2 2


70 Cloth Tape 2" 1 3 1 1


71 Combat Application Tourniquets OR approved equivalent* 1 1 2 2


72 Elastic Bandages 3" - 1 1 1


73 Band-Aids 1”, 10 strips 1 1 1 1


74 Instant Cold Packs 3 2 6 6


BLS - Foot / Bike / Cart ALS - Gator / Cart ALS - Supervisor QRV
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IMMOBILIZATION / EXTRICATION







75 Spine Board - 1 1 1


76 Lightweight head immobilizer blocks (set) - 1 1 1


77 4 seatbelt type straps, 3 long/box straps, or 1 set of spider straps - 1 1 1


78 Cervical Collars: Adult 1 2 2 2


79 Cervical Collars: Pedi - 2 2 2


80 Extremity splint, cardboard or similar product, small 12 - 18" 1 2 2 2


81 Extremity splint, cardboard or similar product, medium 18 - 24" - 2 2 2


82 Extremity splint, cardboard or similar product, large 24 -36" - 2 2 2


83 Traction Splints: Sager or HARE (adult and pedi size) OR Kendrick Traction Device (one size) - 1 each size 1 each size 1 each size


84 Kendrick Extrication Device (KED) - 1 - -


85 Pediatric Spinal Immobilization Device - 1 1 1


86 “Breakaway” OR “Flat” Stretcher - - - -


87 Patient Gurney with shoulder harness and limb belts - - - -


88 Stair chair (OR feature that allows gurney to adjust to seated position) - - - -


89 (OPTIONAL:) Scoop Stretcher - - 1 1


90 Extremity Restraints - Wrist & Ankle - - 1 1


91 Pediatric Gurney Restraint/Seatbelt Device - - - -


BLS - Foot / Bike / Cart ALS - Gator / Cart ALS - Supervisor QRV
92 Disinfectant Solution or Spray - 1 1 1


93 Disinfectant Wipes 5 - 1 1


94 Hand sanitizer 1 1 1 1


95 Long-sleeve impermeable gowns - - 1 / crew member 1 / crew member


96 Pair of heavy duty gloves - - 1 / crew member 1 / crew member


97 Safety glasses or goggles - - 1 / crew member 1 / crew member


98 Plastic trash bags - - 1 1


99 Infectious waste bags (red biohazard bags) 3 1 1 1


100 Spit socks or hoods - 1 1 1


101 Helmet: OSHA approved "hard hat" or equivalent - - 1 / crew member 1 / crew member


102 N-95 Masks, in sizes for all crew members - 2 2 2


103 P100 Masks, as Required for Interventions 2 2 2 2


104 On Supervisor Rig, ONLY (if available): DuoDote Autoinjectors - - 10 10


105 On Supervisor Rig, ONLY: Level C PPE Suit - - 2 2


106 On Supervisor Rig, ONLY: PAPR (OR SCBA with extra air cylinders) for each Level C Suit - - 2 2


BLS - Foot / Bike / Cart ALS - Gator / Cart ALS - Supervisor QRV
107 Pediatric Length-Based Resuscitation Tape - 1 1 1


108 Stuffed toy for children - - 1 1


BLS - Foot / Bike / Cart ALS - Gator / Cart ALS - Supervisor QRV


109
Obstetrical Kit w/ umbilical cord clamps; receiving blanket; infant bunting blanket; infant warming cap; 


sterile scissors or scalpel; suction bulb; OB pad; plastic bag for placenta
- 1 1 1


BLS - Foot / Bike / Cart ALS - Gator / Cart ALS - Supervisor QRV
110 Digital Thermometer - - 1 1


111 Trauma Shears 1 1 1 1


112 Water soluble lubricant, small packets 4 10 10 10


113 Penlights 1 1 1 1


114 1 Roll of Paper Towels, OR Equivalent of Disposable Towels - - 1 1


115 Disposable Blankets - 1 1 1


116 Wool blend blankets - 1 1 1


117 Chemical Heating Blanket (Ready-Heat Blanket or equivalent) - - 1 1


118 Sealable bags, gallon-size (e.g. Ziploc) - 3 3 3


119 Emesis (Kidney) Basins or Bags - - 1 1


120 Urinal - - - -
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121 Bedpan - - - -


122 Sharps Container - 1 1 1


123 Flashlight with extra batteries or entire extra flashlight 1 1 1 1


124 Drinking water - 1 gallon - - 1 1


125 San Francisco County Map or GPS Device - - 1 1


126
San Francisco EMS Agency Protocol Manual, current version on Paper or Electronic Format


(e.g. Protocol App on Mobile Device)
- 1 1 1


127 Pre-hospital Care Report (paper) OR 1 E-PCR Device 3 5 5 5


128 Fire Extinguisher, A/B/C rated, w/maintenance tag < 1 year - - 1 1


129 Road Flares - 4 4 4


130
Fully Functional Automatic Vehicle Locator (AVL) Compatible with SF Department of


Emergency Communications (DEC)
- - 1 1


BLS - Foot / Bike / Cart ALS - Gator / Cart ALS - Supervisor QRV
131 Activated Charcoal (Aqueous suspension) - 50 gms 50 gms 50 gms


132 Adenosine - 18 mgs 18 mgs 18 mgs


133 Albuterol Unit Dose, 2.5mg/3mL solution - 20 mgs 20 mgs 20 mgs


134 Amiodarone - 600 mgs 600 mgs 600 mgs


1620 mgs 1620 mgs 1620 mgs 1620 mgs


(20 tabs) (20 tabs) (20 tabs) (20 tabs)


136 Atropine Sulfate, 1mg/10mL preload - 3 mgs 3 mgs 3 mgs


137 Atropine Sulfate, 8mg/20ml multi-dose vial - 8 mgs 8 mgs 8 mgs


138 Calcium Chloride (10%), 1g/10mL - 1 gm 1 gm 1 gm


139 Dextrose 10%, 25 gm premixed solution in 250mL bag - 50 gms 50 gms 50 gms


140 Diphenhydramine IV - 100 mgs 100 mgs 100 mgs


141 Epinephrine 1:1,000, 1mg/1mL - 6 mgs 6 mgs 6 mgs


142 Epinephrine 1:10,000, 1mg/10mL - 4 mgs 4 mgs 4 mgs


143 (REQUIRED  for EMTs   ) Adult epinephrine auto-injector Prefilled dose or Draw Up - - -


144 ( REQUIRED for EMTs   ) Pediatric epinephrine auto-injector Prefilled dose or Draw Up - - -


146 Glucagon - 1 mg 1 mg 1 mg


147 Glucose Paste (approx. 30g/tube) 2 tubes 2 tubes 2 tubes 2 tubes


2,000 mg 2,000 mg 2,000 mg


(10 tabs) (10 tabs) (10 tabs)


150 Ketamine - - 100 mgs 100 mgs


151 Ketorolac - 30 mgs 30 mg 30 mg


152 Lidocaine 2% in 5 ml vial (for use w/ intraosseous insertion) - 1 1 1


153 Magnesium Sulfate 50%, 1 g/2 ml - 4 gms 4 gms 4 gms


154 Midazolam - 20 mgs 20 mgs 20 mgs


155 Naloxone IV/IN - 4 mgs 4 mgs 4 mgs


156 Nitroglycerine, 0.4mg/dose metered spray OR Tablets (see Line#156) - 1 bottle 1 bottle 1 bottle


157 Nitroglycerine, 0.4mg/tablet - 25 tabs 25 tabs 25 tabs


158 Ondansetron 4mg ODT OR 4mg/2ml vial - 12 mgs 12 mgs 12 mgs


159 Sodium Bicarbonate, 50 mEq/50 ml - 100 mEq 100 mEq 100 mEq


160 Sterile Water for Injection, 20 ml vials - 2 vials 2 vials 2 vials


BLS - Foot / Bike / Cart ALS - Gator / Cart ALS - Supervisor QRV
161 Normal Saline 0.9% 1000 ml bag - 2 2 2
162 D5W 100 ml bag - 1 1 1
163 IV Administration Set 10 or 15 drops/mL - 2 2 2
164 IV Administration Set 60 drops/mL - 1 1 1
165 Pediatric Fluid Volume Limiter - 1 1 1
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Aspirin (chewable), 81 mg Tablet135
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148
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-


-


Fentanyl (or Morphine Sulfate)


(Fentanyl OR Morphine is to be stocked per ambulance)


Ibuprofen (200 mg tablets)


Ibuprofen Liquid (100 mg/5mL) -


IV SUPPLIES ALS - Foot / Bike


4 mgs


1 bottle


25 tabs


8 mgs
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166 (Optional) IV Extension Tubing - 2 2 2
167 IV Catheter (Safety type), 14G - 2 2 2
168 IV Catheter (Safety type), 16G - 2 2 2
169 IV Catheter (Safety type), 18G - 2 2 2
170 IV Catheter (Safety type), 20G - 2 2 2
171 IV Catheter (Safety type), 22G - 2 2 2
172 Syringes, 1mL - 2 2 2
173 Syringes, 3mL - 2 2 2
174 Syringes, 5 or 6mL - 2 2 2
175 Syringes, 10 or 12mL - 2 2 2
176 Syringes, 30 or 35mL - 2 2 2
177 Needles (Safety type), 18G, 20/21G, 25G (OR equivalent) - 2 each 2 each 2 each
178 3-way stopcock - 2 2 2
179 Manual Intra-Osseous needle 16G OR Line# 178 and #179 - 1 1 1


180
EZ-IO Needles, small, medium, & large (or other approved mechanical insertion needles)


with
- 1 1 1


181 EZ-IO Driver (or other approved insertion device) - 1 1 1
182 Pressure Bag Infuser - 1 1 1
183 Alcohol prep pads or swabs - 10 10 10
184 Povidone Iodine prep pads or swabs - 10 10 10
185 Blood Glucose Monitor - 1 1 1
186 Blood Glucose Monitor Test Strips - 10 10 10
187 Lancets (safety type) - 10 10 10
188 Mucosal Atomizing Device (MAD) - 1 1 1
189 Needle Thoracostomy Kit (e.g. Cook Emergency Pneumothorax Set or equivalent) - 1 1 1


BLS - Foot / Bike / Cart ALS - Gator / Cart ALS - Supervisor QRV
190 Bag or Case to hold MCI Equipment - - 1 1
191 Mylar Blankets (Space Blankets) - - 12 12
192 Bullhorn, Battery Powered Megaphone, or Vehicle Public Address System - - 1 1
193 Combat Application Tourniquets or approved equivalent* - - 7 7
194 Compression Bandage with ties (e.g. Bloodstopper Dressings) - - 7 7
195 Cone masks - - 50 50
196 Felt tip markers - - 2 2
197 Glasses or Goggles - - 2 2
198 Heavy Duty Gloves - - 2 2
199 Oral Airways, sizes 0, 1, 2, & 3 - - 4 4
200 Oral Airways, sizes 4, 5, & 6 - - 8 8
201 Pens - - 3 3
202 Pencils (pre-sharpened) - - 6 6
203 Pencil Sharpener - - 1 1
204 Ruled paper tablet - - 1 1
205 Trauma Shears - - 2 2
206 Triage Tags - - 50 50
207 Vests - Kelly Green or Blue: "EMT-1" or "EMT-P" - - 2 2
208 Vests - Orange: "Medical Group Supervisor" - - 1 1
209 Vests - Orange: "Medical Supply Officer" - - 1 1
210 Vests - Orange: "Staging Officer" - - 1 1
211 Vests - Orange: "Transport Officer" - - 1 1
212 Vests - Orange: "Treatment Officer" - - 1 1
213 Vests - Orange: "Triage Officer" - - 1 1
214 Worksheets/Board: Helicopter Operations - - 1 1
215 Worksheets/Board: Medical Branch Director - - 1 1
216 Worksheets/Board: Medical Group Supervisor - - 1 1
217 Worksheets/Board: Transport - - 1 1
218 Worksheets/Board: Treatment - - 1 1
219 Clipboard - - 2 2


BLS - Foot / Bike / Cart ALS - Gator / Cart ALS - Supervisor QRV
220 Lorazepam - 4 mgs 4 mgs 4 mgs
221 Dopamine - 800 mgs 800 mgs 800 mgs


6


2
-


2 each
1


1


1
1


ALS - Foot / Bike


2
2
2


2


2
2


1
2


1
10
10


-


-


-
-
6


-
-
-
-
-
-


MCI KIT


-
-
-
-
-


-
-
-


-


-
-


-
-


*Acceptable equivalent includes Emergency and Military Tourniquet, or Special Operations Forces Tactical Tourniquet
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222 Morphine - 20 mgs 20 mgs 20 mgs
223 Meter Dose Inhaler - 2 2 2


-
-
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EMS USE OF PHYSICAL RESTRAINTS 
 


Page 1  


I. PURPOSE 
 


A. Establish the circumstances under which restraints may be applied by EMS 
personnel 


B. Identify the types of restraints and adjuncts that may be used 
C. Establish the requirements for monitoring restrained patients and 


documentation  
 
II. POLICY 
 


A. The need for EMS personnel to maintain his/her personal safety comes first 
and foremost in their duties. 
 


B. De-escalation is primary focus prior to placing a patient in restraints. 
Attempts at de-escalation shall occur prior to placing a patient in restraints. 
Detailed attempts at de-escalation shall be documented in the Patient Care 
Report (PCR). In the instances de-escalation attempts are not possible due to 
patient or provider safety, documentation is required in accordance of Policy 
4040 including use of Appendix 3.  
 


C. For placement of restraints, the minimum amount/type of restraint 
necessary using the minimum amount of force.  
 


D. Physical restraints are permitted for patients who are at immediate risk for 
harming themselves or others because of impaired judgment due to but not 
limited to any combination of the following: 


1. Drugs and/or alcohol 
2. Psychiatric illness 
3. Head injury 
4. Metabolic causes (CNS infection, hypoglycemia, etc.) 
5. Dementia 
6. Hypoxic patients requiring intubation and at risk for self-extubation 


 
E. If appropriate, EMS personnel shall follow EMS Agency Treatment Protocol 


2.03 Altered Mental Status (or other appropriate protocols) after the patient 
is physically restrained. 
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F. EMS personnel, understanding the impact of restraints upon one’s dignity, 
shall apply the restraints in a professional manner and conduct themselves in 
such a way as to not appear disrespectful when treating the patient. 


 
G. EMS personnel shall restrain patients in such a way as to protect the 


patient’s airway, breathing, and circulation, and to facilitate evaluation and 
treatment of the patient’s medical condition.  


1. EMS personnel shall frequently assess the patient to ensure that the 
restrained patient’s airway is patent, distal limb circulation is 
adequate, and that restraints can be released quickly should the 
patient require cardiopulmonary resuscitation.  


2.  Airway and suction equipment shall always be available for the 
restrained patient.  EMS personnel shall never leave the restrained 
patient unattended. 


3. Patients shall not be placed in the prone at any point during restraint 
or transport. If patient is prone upon arrival, patient shall be placed in 
a supine position upon assuming care. 
 


H. EMS personnel shall always seek assistance from the appropriate public 
safety agency to assist with securing the scene as delineated in EMS Agency 
Policy 4041 Scene Management. EMS personnel shall request additional 
personnel to safely restrain the patient. 
 


I. If a combative patient aggressively breaks away (escapes) from EMS 
personnel, the patient shall not be pursued or subdued if they do not 
represent an immediate threat to the EMS provider.  


 
J. Law Enforcement is the appropriate public safety agency to secure the scene 


and assure safety in the field. (Refer to EMS Agency Policy 4041 Scene 
Management). 


 
K. All EMS personnel shall receive training by their individual employer in the 


use of de-escalation techniques and the restraint devices listed in this policy. 
 


L. Approved Restraints: 
1. Soft restraints: The primary physical restraint device used in the 


prehospital setting. Following FDA recommendations. The patient 
may be secured to the gurney with soft restraints. Restraints should 
not be secured to moveable parts such as rails or levers unless the 
restraint cannot otherwise be safely accomplished, and only when the 
manufacturer’s guidelines allow for attaching soft restraints to 
moveable parts of the gurney. EMS personnel shall have a method to 
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rapidly remove restraints should airway, breathing, or circulation be 
compromised such as seatbelt cutters or shears. 


2. Gurney or spine board straps (Velcro, Buckle):  Should be used to 
supplement the soft restraints. The strap across the chest shall not be 
over tightened to the extent that overtightening interferes with 
adequate ventilatory motion of the chest wall muscles and 
diaphragm. 


3. Long back board or flat: The patient may be secured to a long back 
board or flat then placed on a gurney for transport. 


4. Spit sock: The patient is spitting or verbalizes intent to do so. 
5. C-collar: To maintain c-spine protection and minimizes flexion of the 


neck to prevent a patient from biting an EMS provider. Use with 
caution if placement of c-collar interferes with ability to monitor 
patient’s airway. 


6. Any method of restraint used must allow for monitoring of the 
patient’s vital signs and airway control. 


 
M. EMS personnel are not authorized to place a patient in hard plastic ties 


(temporary or riot handcuffs) or any form of restraint requiring a key to 
remove.  


1. Restraint equipment placed by law enforcement (handcuffs, plastic 
ties, or “hobble” restraints) on an individual in an Extremely Agitated 
State that requires Advanced Life Support transport should be 
packaged to maximize IV and airway access and transported without 
delay.  See Restraint Procedure below. 


a. Law enforcement’s continued presence is required if the 
patient must remain in restraints not authorized for use by 
EMS personnel. 


b. Law enforcement officers shall accompany the patient to the 
hospital in the ambulance. 


2. This policy is not intended to negate the need for law enforcement 
personnel to use appropriate restraint equipment that is approved by 
their respective agency to establish scene management control.  


3. EMS personnel are not authorized to use any other form of restraint 
not specifically authorized by this policy. 


 
III. PROCEDURE 
 


A. All combative patients requiring EMS transport to the Receiving Hospital shall 
have all four of their extremities placed in approved soft restraints and 
secured to a gurney or long back board by an appropriate number of 
qualified personnel.   
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B. When the extremities have been secured to a long back board, there will be 
at least three straps with quick release buckles placed approximately at the 
patient’s torso, hips and knees.   


 
C. Additional adjuncts listed above may be used if the patient is spitting and/or 


biting as long as airway, breathing, and circulation can be evaluated. 
 


D. One EMS provider will be assigned to maintain control of the patients’ head 
preventing movement and/or biting. This EMS provider shall attempt verbal 
de-escalation and monitor the patient’s airway and level of consciousness. 


 
E. EMS personnel shall document the following information on the PCR: 


1. The patient’s behavior that necessitated restraint usage; 
2. Restraints and adjuncts used; 
3. The time the restraint was applied; 
4. Assessment of the patient’s condition after restraints were applied 


(e.g. airway patency, distal extremity circulation) and every 5 minutes 
after the initial application. 


 
IV. AUTHORITY 
 


California Health and Safety Code, Division 2.5, Section 1798.6 
California Welfare and Institutions Code, Section 5150 
California Code of Regulations, Title 13, Section 1103.2 
California Code of Regulations, Title 22, Sections 1000063, 100147, and 100175 


 
 





		I. PURPOSE

		III. PROCEDURE






 


 


ADENOSINE (Adenocard)   
  


ACTION: Antiarrhythmic  


• Decreases conduction through the atrioventricular (AV) node interrupting re-entry 


pathways.   


• Interrupts and may convert paroxysmal supraventricular tachycardia (PSVT).  


    


INDICATIONS:  


• Hemodynamically stable PSVT.  


• Hemodynamically unstable PSVT as substitute for cardioversion 


 


CONTRAINDICATIONS:  


• 2nd or 3rd degree AV block  


• Sick sinus syndrome.  


• Polymorphic wide complex tachycardia  


• Do not use Adenosine on a patient with a known history of Wolff-Parkinson-White (WPW) 


syndrome.        


POTENTIAL SIDE EFFECTS:  


• Transient asystole (up to 20 to 30 secs.)  •  Hypotension  


• Dyspnea and bronchospasms  •  Facial flushing and headaches  


• Chest pressure  •  Nausea  


  


ADULT DOSE/ROUTE:  


• First dose: 6 mg rapid IVP/IO* followed with 20 ml Normal Saline flush.   


• If first dose ineffective, repeat with 12 mg rapid IVP/IO. * May repeat 12mg x 1 if still 


ineffective.  


*IV preferred route, ideally at, or proximal to, the antecubital fossa  


  


PEDIATRIC DOSE/ROUTE:  


• First dose: 0.1 mg/kg rapid IVP/IO*followed by 10ml NS flush (max first dose 6 mg).  


• If first dose ineffective, repeat with 0.2 mg/kg rapid IVP/IO* (max second dose 12 mg). 


May repeat 0.2 mg/kg x 1 if still ineffective.  


* IV preferred route, ideally at, or proximal to, the antecubital fossa 


  


NOTES:  


• Clinically evaluate patients—adult and pediatric—to distinguish primary tachyarrhythmias 


such as PSVT—from patient conditions leading to sinus tachycardias.  


• Adenosine is blocked by methylxanthines (caffeine) and potentiated by dipyridamole and 


carbamazepine.  
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		*IV preferred route, ideally at, or proximal to, the antecubital fossa

		* IV preferred route, ideally at, or proximal to, the antecubital fossa






 


 


ATROPINE SULFATE   
  


  


ACTION:  Anticholinergic (Vagolytic)  


• Blocks acetylcholine receptors resulting in reduction of parasympathathetic tone and 
increased conduction through the AV node.  


• Increases sinus node automaticity and AV conduction when suppressed by abnormal 


parasympathetic or vagal discharges.  


• Antagonizes action of organophosphate agents.  


  


INDICATIONS:  


• Symptomatic bradycardia.  


• Organophosphate or carbamate insecticide or nerve agent exposure.  


  


CONTRAINDICATIONS:  


• Atrial fibrillation or atrial flutter   


• Glaucoma  


  


POTENTIAL SIDE EFFECTS:  


• Increased Heart Rate causing tachycardias 


• Post-atropine tachycardias can precipitate V-FIB or V-TACH 


• Can worsen patient’s ischemia or extend the size of infarct 


• Dry mouth/decreased salivation 


• Doses lower than 0.5mg can produce slowing of the heart 


• Dilated pupils 


• Flushed, hot skin   


  


ADULT DOSE/ROUTE:  


 Symptomatic Bradycardia:   1mg IVP or IO. May repeat every 5 min up to 3 mg if no 


resolution of bradycardia.  


 Organophosphate Poisoning/Nerve agent Exposure:  2 – 5mg IVP or IO. May repeat in 5 
minutes until symptoms improve (i.e. bronchorrhea resolves). No max dose.   


  


PEDIATRIC DOSE/ROUTE:  


 Symptomatic Bradycardia:  0.02 mg/kg IVP or IO (min dose 0.1mg, max single dose 0.5mg)  


 Organophosphate Poisoning:  0.02 mg/kg IVP or IO (min dose 0.1mg, no max dose). May 


repeat every 5 minutes until symptoms improve (i.e. bronchorrhea resolves).  


  


NOTES:  


• External pacing is the treatment of choice for symptomatic bradycardia if there is suspected 
myocardial ischemia, or 2nd or 3rd degree AV blocks are present.  







 


 


• Can be given IM in thigh for suspected organophosphate poisoning /nerve agent exposure.  


• Note: the primary cause of bradycardia in pediatric patients is hypoxia.  


Atropine is no longer recommended for adult or pediatric asystole.   
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  Effective 04/01/2024 
Supersedes: 11/01/17 


 


DIPHENHYDRAMINE (Benadryl)  


ACTION: Antihistamine 


• Antagonizes effects of histamine in allergy. 


• Decreases itching, edema, bronchoconstriction, and vasodilation. 


• Antagonizes acetylcholine receptors, resulting in resolution of dystonia caused by antipsychotic 


medications. 


 


INDICATION ADULT PEDIATRIC 


1. Anaphylaxis 


2. Other allergic reaction 


3. Extrapyramidal 


symptoms, including 


antipsychotic-induced 


dystonia 


25 – 50 mg IVP/IO/IM 


IM preferred if perfusing well. 


IV preferred if anaphylaxis or 


other severe allergic reaction. 


1 mg/kg IVP/IO/IM up to 25 


mg 


IM preferred if perfusing well. 


IV preferred if anaphylaxis or 


other severe allergic reaction. 


 


CONTRAINDICATIONS: 


• Relative contraindication in pregnant or lactating females 


 


POTENTIAL SIDE EFFECTS: 


• Drowsiness and sedation 


• Hypotension  


• Palpitations 


• Potentiation of other CNS depressants 


• Tachycardia 


• Headache or blurred vision 


• Anticholinergic effects 


 


NOTES: 


• In anaphylaxis, do not delay administration of epinephrine; administer diphenhydramine after 


epinephrine. 








Effective: 04/01/24 
Supersedes: New 


IBUPROFEN (Motrin) 
ACTION:  Non-Selective COX Inhibitor 
• Analgesic effective for mild-to-moderate pain.
• Additionally has anti-pyretic and anti-inflammatory properties.


INDICATION ADULT PEDIATRIC 
Acute pain 600 mg PO x1 10 mg/kg PO up to 600 mg 


CONTRAINDICATIONS: 
• Known allergy or hypersensitivity to NSAIDs
• Acute significant trauma (see notes)
• Acute neurologic symptoms (including focal weakness,


paresthesias, or other stroke symptoms)
• Hemophilia
• Pregnant or high possibility of pregnancy as reported


by patient


• History of GI bleeding or ulcers
• Current anticoagulation


therapy
• History of renal disease, or


kidney transplant
• Age < 6 months


POTENTIAL SIDE EFFECTS: 
• Nausea
• Upset stomach
• Rash


• Headache
• Hypertension
• GI bleed


NOTES: 
• The onset of pain relief with ibuprofen is approximately 25 minutes.
• Ibuprofen will not interact with IV/IO/IN opiate analgesics such as fentanyl if additional pain control


is needed.
• Ibuprofen administration in alcohol use may increase risk of GI bleeding.
• Significant trauma consists of injuries that would require trauma center destination criteria, or those


which the paramedic is concerned for internal/difficult to control hemorrhage.








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.  


   
 








Lorazepam (A�van) 
 Lorazepam may substitute midazolam during midazolam shortages 


  
ACTION:  Seda�ve, An�-Seizure  
• Lorazepam is a potent, short-ac�ng benzodiazepine with seda�ve effects. It has no effect on pain.  


  
INDICATIONS:  
• Premedica�on before cardioversion, external pacing and other painful procedures.  
• Seizures (status epilep�cus).  
• Agitated pa�ent who may be a danger to self or others.  


  
CONTRAINDICATIONS:  
• Hypersensi�vity  • Shock, with depressed vital signs  
• Narrow-angle glaucoma  • Alcoholic coma  


    
POTENTIAL SIDE EFFECTS:  
• Laryngospasm  • AMS  
• Bronchospasm  • Bradycardia  
• Dyspnea  
• Respiratory depression and arrest  
• Drowsiness  
• Amnesia  • Vomi�ng  


  
ADULT DOSE/ROUTE:  
⇒ Seda�on/Agita�on: 2mg slow push IV/IO or IM. 
⇒ Seizure: 4 mg IM x1 or intranasally (2mg each nostril) or 4mg slow push IV/IO. Maximum total dose 4 


mg IM/IV/IO.  
  
PEDIATRIC DOSE/ROUTE:  
⇒ Seda�on/Agita�on: 0.05 mg/kg IM/IV/IO slow push.  Maximum total dose 2 mg IM/IV/IO. 
⇒ Seizure: 0.1 mg/kg IM/IV/IO x1 (Max 4mg) or intranasally (half in each nostril. Maximum total dose 


4mg). 
 


NOTES:  
• Contact Base Hospital if seizure ac�vity or agita�on con�nues a�er maximum dose is reached and 


addi�onal doses may be required. 
• Do not use intranasal route in agita�on because amount of absorp�on in an ac�vely resis�ng, 


agitated pa�ents is unknown.  
• Effects of lorazepam may be poten�ated if administered with opiate pain medica�ons. Contact Base 


Hospital if considering administering both medica�ons. 
• Lorazepam clinical effects may take 20-30 minutes when given IM. Use cau�on to prevent 


medica�on stacking and wait 20 minutes between doses. 
• Lorazepam is more viscous (thicker) than other medica�ons and may require more effort to draw up 


and administer, especially intranasally.   







• Lorazepam needs to be refrigerated during storage. Once removed from refrigera�on, it has a shelf 
life of 60 days in temperature stable environments (including vehicles). Vials should not be re-
refrigerated a�er being removed. 


• Always be prepared to protect airway and ven�late pa�ents who are given benzodiazepines.  
Con�nuous monitoring of vital signs before and a�er administra�on is required. End-�dal CO2 


should be monitored a�er administra�on to monitor for respiratory depression.  
 


Effective: 04/01/2024 
Supersedes: 09/22/2023  


 
  


    








MIDAZOLAM (Versed) 


Effective: 04/01/24 
Supersedes: 4/1/23 


 


 
ACTION:  Hypnotic, Sedative, Anti-Seizure 
• Midazolam is a potent, short-acting benzodiazepine with hypnotic and amnestic effects. It has no 


effect on pain. 
 
INDICATIONS: 
• Premedication before cardioversion, external pacing and other painful procedures. 
• Seizures (status epilepticus). 
• Agitated patient who may be a danger to self or others. 
 
CONTRAINDICATIONS: 
• Hypersensitivity 
• Narrow-angle glaucoma 


• Shock, with depressed vital signs, unless 
being used for cardioversion 


• Alcoholic coma 
  
POTENTIAL SIDE EFFECTS: 
• Laryngospasm 
• Bronchospasm 
• Dyspnea 
• Respiratory depression and arrest 
• Drowsiness 
• Amnesia 


• AMS 
• Bradycardia 
• Tachycardia 
• PVC’s 
• Nausea 
• Vomiting 


 
ADULT DOSE/ROUTE: 
⇒ Sedation/Agitation:  5mg IM x1 or 5 mg slow push IV/IO.  Maximum total dose 5mg IV/IO. 
⇒ Seizure: 10 mg IM x1 or intranasally (5mg each nostril) or 5mg slow push IV/IO. May repeat IV/IO 


dose in 5 minutes. Maximum total dose 10mg IV/IO. 
 
PEDIATRIC DOSE/ROUTE: 
⇒ Sedation/Agitation: 0.1 mg/kg IM (Max 5mg) x1 or 0.05 mg/kg (Max 2mg) slow push IV/IO.  May 


repeat IV/IO dose in 5 minutes for continued agitation. Maximum total dose is the adult dose.. 
⇒ Seizure: 0.2 mg/kg IM x1 (Max 10mg) or intranasally (half in each nostril) or 0.1mg/kg slow push 


IV/IO (Max 5mg). May repeat IV/IO dose in 5 minutes x1. Maximum total dose is the adult dose 
NOTES: 
• Contact Base Hospital if seizure activity continues after maximum dose is reached and additional 


doses are required.  
• Do not use intranasal route in agitation because amount of absorption in an actively resisting, 


agitated patients is unknown. 
• Effects of midazolam may be potentiated if administered with opiate pain medications. Contact 


Base Hospital if considering administering both medications.  
• Always be prepared to protect airway and ventilate patients who are given benzodiazepines. 


Continuous monitoring of vital signs before and after administration is required. 
 


   








 


ONDANSETRON (Zofran)  
ACTION:  Anti-Emetic  


• Selective antagonism of the serotonin 5-HT3 receptor resulting in decreased nausea and 
vomiting  


  


INDICATIONS:  


• Nausea and Vomiting  


  


CONTRAINDICATIONS:  


• History of hypersensitivity to similar drugs: Dolasetron (Anzemet), Granisetron (Kytril), 
or Palonosetron (Aloxi) or to ondansetron (Zofran).  


• Taking Apomorphine (Apokyn, Ixense, Spontane, Uprima), an injectable drug for 


Parkinson’s Disease, or rarely used for erectile dysfunction.  


• Do not give oral tablet or solution to known phenylketonurics (contains phenylalanine). 


• Patient has a prolonged QT interval (>440 ms in males or greater than 460 ms in 


females).  


  


POTENTIAL SIDE EFFECTS  


• Hypotension  • Dizziness  


• Syncope  • Anaphylaxis  


• QT prolongation  • Flushing  


• Headache  • Rash  


• Diarrhea    


  


ADULT DOSE/ROUTE:  


4 mg slow IVP/IM or 4mg tablet ODT (dissolved on the tongue).  May 


repeat in 20min for continued nausea up to 8 mg.  


  


PEDIATRIC DOSE/ROUTE:  


 


ODT preferred for children if appropriate. 


  


6 months – 12 years old or <40kg: 0.1mg/kg slow IVP/IO (max 4mg)  


 
For patients greater than or equal to 8kg and less than 15 kg, give 2mg ODT (half tab).   


For patients greater than or equal to 15kg, give 4mg ODT. 


For patients < 8kg, defer ondansetron until evaluated by physician. 


 


Greater than 12 years or >40kg: 4mg slow IVP/IO. May repeat in 20min for continued nausea up 


to 12mg.  


  







 


NOTES:  


• Should be administered IV over 2-5 minutes. Rapid administration has been associated 


with increased incidence of side effects including syncope.  


• Oral disintegrating tablets (ODT’s) can be placed on tongue and do not need to be 
chewed. Medication will dissolve and be swallowed with saliva.  


• Ondansetron can be used in pregnancy and breast-feeding mothers (pregnancy class B).  


  


  
Effective:04/01/2024 


Supersedes: 11/01/17 
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Oxygen (O2) 


ACTION:  Medical Gas 


• Essential for cellular metabolism and survival. 
• First drug used for respiratory compromise, or any time hypoxia is possible. 


INDICATIONS: 


• All patients with cardiopulmonary emergencies. 
• Respiratory emergencies, including any patient who complains of shortness of breath. 
• Chest pain. 
• Suspected hypoxemia. 


CONTRAINDICATIONS: 


• Do NOT withhold oxygen from anyone who might need it. 


 


ADULT DOSE/ROUTE: 


Nasal Cannula:  2 to 6 liters/min (delivers 24 to 44% oxygen). 15 LPM for apneic oxygenation 
during endotracheal intubation 
Nonrebreather Mask:  10 to 15 liters/min (delivers 85 to 95% oxygen). 
 BVM with O2 Reservoir:  15 to 25 liters/min (delivers 85 to 95% oxygen). 


PEDIATRIC DOSE/ROUTE: 


Nasal Cannula: 2 to 4 liters/min (delivers 24 to 38% oxygen). 15 LPM for apneic oxygenation 
during endotracheal intubation 
Nonrebreather Mask:  10 to 12 liters/min (delivers 85 to 95% oxygen). 
BVM with O2 Reservoir: 10 to 15 liters/min (delivers 60 to 95% oxygen). 
 
NOTES: 


• Target oxygen saturation levels when administering O2 is 94 – 95%.  
• Never withhold oxygen from anyone who might need it.   
• Observe COPD patients closely and be prepared to ventilate them with BVM if necessary 


(development of apnea or increasing signs of respiratory failure).  
• Apneic oxygenation during intubation should be delivered whenever two sources of oxygen 


are readily available.  
 
 


Effective: 04/01/24 
Supersedes: 03/01/15 


 








2.02 ALLERGIC REACTION 


BLS Treatment – ALL Allergic Reactions 
• Position of comfort.
• NPO
• Oxygen as indicated.
• May help patient administer their personal EpiPen autoinjector or equivalent product.
• If patient does not have a personal autoinjector, give IM EpiPen autoinjector or equivalent


product for suspected anaphylaxis and/or severe asthma if EMT has been trained.
• If EMT trained and accredited to use Draw-up technique, administer IM Epinephrine


injection
ALS Treatment - SPECIFIC Allergic Reactions 


MILD ALLERGIC REACTION 
Hives, rash and/or itching 


• Diphenhydramine


ANAPHYLAXIS (SYSTEMIC REACTION) WITHOUT SHOCK 
Normal blood pressure with any 2 body systems involved, such as: hives, rash, wheezing, cough, 
chest tightness, stridor, grunting, swallowing difficulty and/or throat tightness, lip/facial swelling, 
anxiousness, abdominal cramping, nausea/vomiting. 


• IM Epinephrine
• Establish IV/IO Normal Saline TKO
• Diphenhydramine
• Albuterol for wheezing


ANAPHYLAXIS WITH SHOCK 
Low blood pressure with signs of hypoperfusion, such as: altered mental status, agitation, 
restlessness, somnolence, poor skin signs (pale, cool, diaphoretic, and/or cyanotic), low SpO2, 
delayed or poor capillary refill. 


• Same treatments as in Anaphylaxis Without Shock but if no response to IM Epinephrine and
fluid bolus, administer IV/IO Epinephrine infusion.
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ALL Cardiac Arrests – High Performance CPR 


See Appendix 2 for High Performance Team Organization. 


Start CAB (compressions, airway, breathing) when patient is unconscious/unresponsive, not 
breathing normally and no pulse is detected within 10 seconds.  


Compressions 
Do 5 cycles of chest compressions at 30:2 compression/ventilation ratio: 
• Push hard (at least 2”) and fast (100/120/min).
• Allow complete chest recoil.
• Minimize compression interruptions.
• Next up team compressor is continuously checking quality of femoral pulse and is ready to


rotate to the compressor position at the end of the cardiac cycle (2 minutes).
• Rotate compressors every 2 minutes or sooner if fatigued.
• If transported with compressions ongoing and LUCAS device is employed (and no evidence


of spinal trauma) elevate head of gurney 30 degrees.


Airway/Ventilation: 
• Open airway. Provide bag-mask ventilation. Pause compressions 2 seconds or less to


ventilate during 30:2.
• Ventilate enough to cause chest rise.  Avoid excessive ventilation (too fast or too much


volume).
• Inserts airway adjuncts as appropriate. Do NOT stop chest compressions during advanced


airway insertions.
• Asynchronous ventilations every 6 seconds once advanced airway is in place or every 10th


compression


AED/Defibrillator 
• While CPR is in progress, turn on AED/defibrillator and apply pads and puck.
• Shock on a 2-minute cycle.  Pre-charge AED/Defibrillator at 1:45 to get ready to deliver


shock at 2 minutes.
• Minimize perishock pause to less than 5 seconds.
• Change out rescuer on chest compressions during perishock pause.
• After first 30 compressions, analyze rhythm. Clear patient and shock if indicated. Resume


compressions for another 2 minutes before next rhythm analysis.
• Always resume chest compressions immediately after rhythm analysis or shock.
• EXCEPTION:   If patient goes into VF/pulseless VT while monitored or attached to an AED or


defibrillator, a shock must be administered immediately.
• If no shock advised, resume compressions for another 2 minutes before next rhythm


analysis/femoral pulse check.
• If a shockable rhythm continues past the third shock, attach a second set of defibrillator
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pads in a chest position to provide alternate vector defibrillation and switch vectors, or 
attach a second defibrillator with a second set of defibrillator pads as soon as one is 
available to provide alternate vector defibrillation.  


IV/IO Medications: 
• ALS provider gets IV/IO access and gives medications as appropriate.







2.04 CARDIAC ARREST 


____________________________________________________________________________________________________________________ 
SAN FRANCISCO EMS AGENCY  


Effective: 04/01/24
Supersedes: 10/28/18


Page 3 of 9 


TREAT REVERSIBLE CAUSES FOR PULSELESS ELECTRICAL ACTIVTY (PEA) 
1. Hypoxia
2. Hydrogen Ion (Acidosis)
3. Hypovolemia
4. Hypothermia
5. Hypo/Hyperkalemia and Hypoglycemia


1. Tension Pneumothorax
2. Torsades
3. Toxins
4. Tamponade (cardiac)
5. Thrombosis, pulmonary or cardiac


Hypoxia: Bag-mask ventilation with O2. Insert airway adjuncts as appropriate. Target O2 
saturation 94 – 95%.  


Hydrogen Ion (Acidosis): Assure adequate ventilation to blow off CO2. 


Hypovolemia: Normal Saline bolus for an organized rhythm with SBP < 90. 
• If hypotension persists, may administer Epinephrine infusion.


Hypothermia: Rewarm if patient is hypothermic. 


Hyperkalemia:  Suspect hyperkalemia if tall, peaked T waves on monitor or EKG (in all leads) and 
prolonged QRS (>0.12 sec). 
• Give Sodium Bicarbonate.
• Give Calcium Chloride. May repeat in 10 min.


Hypoglycemia: Check a blood glucose and correct hypoglycemia with Dextrose 10% or 
Glucagon. 


Tension Pneumothorax:  Relieve tension pneumothorax per Protocol 7.06 Needle 
Thoracostomy  


Torsades: Give Magnesium Sulfate. 


Toxins: Treat signs and symptoms of drug toxicity:  
• If QRS widening from Tricyclic Antidepressant Overdose, give Sodium Bicarbonate. May


repeat.
• If calcium channel blocker overdose, give Calcium Chloride. May repeat in 10 min.
• If opiate overdose is suspected, give Naloxone.


Tamponade (cardiac) or Thrombosis, pulmonary or cardiac: In hospital treatment only. 


CARDIAC ARREST IN PREGNANCY 


• Anticipate difficult airway; experienced provider preferred.
• Normal Saline fluid bolus. Reassess and repeat as indicated.
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• During CPR, have a provider manually displace gravid uterus to patient’s left side.  If ROSC is
achieved, place patient in Left Lateral Decubitus Position.


• If patient is receiving IV/IO Magnesium pre-arrest, stop infusion and switch to Normal
Saline. Flush line with Normal Saline prior to giving Calcium Chloride. May repeat in 10
min.


AFTER CARE IF ROSC 
• Go to Protocol 2.05 Adult Post-Cardiac Arrest or Return of Spontaneous Circulation.


AFTER CARE IF NO ROSC 
• Provide grief support and referrals for on-site survivors as needed.


DOCUMENTATION 


• Initial “At Patient Side” Time.
• Intervention and medication times.
• Use accelerometer (“puck”) to track CPR.
• Report cardiac arrest data to SFCardiacCaseReview@sfdph.org.
• Patient response to interventions and medications (rhythm changes; pulses with and without


CPR, ROSC).
• ROSC or termination resuscitation time.


______________________________________________________________ 


FIELD TREATMENT CONSIDERATIONS FOR PATIENTS 
WITH A LEFT VENTRICULAR ASSIST DEVICE (LVAD) 


1. Attempt to locate a POLST form. Many patients have made end-of-life care decisions.


2. Provide pre-hospital care to the patient in a manner consistent with ALS and BLS treatment
protocols for the patient’s condition with the following exceptions:
• Do NOT perform chest compressions since it will dislodge the LVAD and cause internal


bleeding.
• Arrhythmias: Do not disconnect power source, defibrillate per ACLS protocol.
• DO follow the directions of the patient’s caregiver when moving and transporting the


patient.


3. The HeartMate (HM) II LVAD replaces the pumping action of the left ventricle via a
continuous blood flow mechanism, where there is no filling or emptying phase.
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• As a result, patients commonly have NO PALPABLE PULSE, NO OBTAINABLE PULSE
OXIMETRY OR BLOOD PRESSURE, and only a “mean” arterial pressure detectable using a
Doppler.


• An LVAD patient’s ECG heart rate will differ from the pulse rate since the LVAD is not
synchronized with the native heart rate.


4. Assess the patient’s airway and intervene per protocol. If you are unable to obtain pulse
oximetry readings, you should assume the patient is hypoxic and place the patient on
supplemental oxygen.


5. If the patient has an altered level of consciousness, immediately check for end-tidal CO2
using capnography.


6. Auscultate heart sounds to determine if the device is functioning. You should expect to hear
a continuous “whirling” sound for most devices.


7. Assess the device for any alarms / malfunctions. Check with patient or caregivers for device
reference materials or contact the VAD Center.


8. Start at least 1 large bore IV, and give a 1L Normal Saline fluid bolus if you obtain a low
blood pressure (systolic < 100) or are unable to obtain a blood pressure or the patient has
an altered level on consciousness.


9. Call the LVAD Center (open 24/7) per patient or patient’s caretaker’s contact to get advice
on caring for the patient.
• You are authorized to take orders from professionals at the LVAD Center, as long as they


are within your scope of practice.
• Contact the Base Hospital with questions or if directed by patient’s caregiver or LVAD


Center personnel to do something outside of your protocol.


10. Always transport the patient to the LVAD Center that implanted the device (UCSF or CPMC-
Pac).  You 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, take the patient to the
closest San Francisco based LVAD Center.
• Bring ALL of the patient’s equipment. Bring the patient’s caregiver to act as the


information resource on the device. You are authorized
to use the caregiver as an information resource on the device.


11. Upon arrival to Emergency Department, immediately plug in the device into an electrical
socket.


12. Call the Base Hospital for in-field termination of care in the event there are no signs of life
and end-tidal capnography is not consistent with life (< 10).
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Appendix 1: Treatment of Cardiac Arrest 
MOVE PATIENT TO A WORKABLE SPACE 


0:00:0
0 


Begin Clock HP CPR / Attach Monitor-Defibrillator Pads, Puck & 
Limb Leads / BLS Airway 


↓ 
0:02:0


0 
Analyze Shock 120j if VF or puleseless VT Start IV or IO 


Continue CPR if no shock indicated 
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0:04:0
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Analyze Shock 150j if VF or pulseless VT EPINEPHRINE for 
aystole/PEA/VF/VT 


↓ 
0:06:0


0 
Analyze Shock 200j if VF or pulseless VT 


↓ 
0:08:0


0 
Analyze Shock 200j if VF or pulseless VT EPINEPHRINE for 


aystole/PEA/VF/VT 
↓ Do alternate defib 


vector 
0:10:0


0 
Analyze Shock 200j if VF or pulseless VT Start 2nd IV or IO 
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↓ 
0:12:0


0 
Analyze Shock 200j if VF or pulseless VT AMIODARONE  for VF/VT 


↓ EPINEPHRINE for 
aystole/PEA 


0:14:0
0 


Analyze Shock 200j if VF or pulseless VT 


↓ 
0:16:0


0 
Analyze Shock 200j if VF or pulseless VT AMIODARONE  for VF/VT 


↓ EPINEPHRINE for 
aystole/PEA 


0:18:0
0 


Analyze Shock 200j if VF or pulseless VT 


↓ 
0:20:0


0 
Analyze Shock 200j if VF or pulseless VT EPINEPHRINE for 


aystole/PEA/VF/VT 
↓ 


  


 PEA/Asystole 
OPTIONS:             


at 20 minutes 


1. Call Base Physician
2. Transport to STAR center with
CPR
3. Stop resuscitation


↓ 
0:22:0


0 
Analyze Shock 200j if VF or pulseless VT 


↓ 


0:24:0
0 


Analyze Shock 200j if VF or pulseless VT EPINEPHRINE 
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↓ 
0:26:0


0 
Analyze Shock 200j if VF or pulseless VT 


↓ 
0:28:0


0 
Analyze Shock 200j if VF or pulseless VT EPINEPHRINE 


↓ 
0:30:0


0 
Analyze Shock 200j with alternate vector if 


VF or pulseless VT 


OPTIONS:              
at 30 minutes 


1. Call Base Physician
2. Transport to STAR center with
CPR
3. Stop resuscitation


APPENDIX 2: High Performance CPR Team Set Up 


Assign functional positions based on available personnel. One person may do one or more of the 
recommended functional positions listed below:  


Compressor: 
• Does chest compressions.


Airway: 
• Opens airway.
• Provides bag-mask ventilation with O2. Inserts airway adjuncts as appropriate.
• Target O2 saturation 94 – 95%.


AED/Monitor/Defibrillator: 
• Bring and operates AED/monitor/defibrillator
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IV/IO Medications: 
• ALS role – gets IV/IO access and gives medications.


Team Leader /Time keeper: 
• Assigns team roles (or assumes roles if not assigned).
• Provides team feedback.
• Records intervention and medication times. Announces when next interventions and medications due.
• Records frequency and duration of CPR interruptions.


Next Compressor: 
• Continuously checking femoral pulse. Switch at end of cardiac cycle (2 minutes).












Page 1 of 1 


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 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: 04/01/24 


   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
to administer total dose over 200mcg of Fentanyl


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: 2mg slow push IV/IO/IM


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


Midazolam
Dose: 2mg slow push IV/IO/IM


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. Dose 1- 2 mg slow push IV/IO 


                                                                                                                                    
      San Francisco EMS Agency 


       Effective 10/01/24 
   Supersedes 10/01/21 
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BLS Treatment 
• Position of comfort. 
• NPO 
• Oxygen as indicated. 


ALS Treatment 
• Establish IV/IO with Normal Saline TKO.   
• If SBP < 90 or signs of poor perfusion, Normal Saline fluid bolus. 
• For suspected cardiogenic shock Epinephrine Infusion.  prepare 1 mcg/mL infusion. 


Infuse at 1-3 drops/second IV/IO (6-18 mL/min) using 10 drops/mL macrodrip chamber. 
Titrate to goal BP. 


 
Comments 


• Compensated shock:  Anxiety, agitation, disorientation, tachycardia, normal B/P, capillary 
refill normal to delayed, symptoms of allergic reaction, pallor, and/or diaphoresis. 


• Decompensated shock:  Decreased level of consciousness, tachycardia changing to 
bradycardia, hypotension, delayed capillary refill, cyanosis, and/or unequal central and distal 
pulses. 


• Follow Protocol 2.02 Allergic Reaction/Anaphylaxis if patient has suspected anaphylaxis. 
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3.01 BITES, STINGS AND ENVENOMATION3.01 BITES, STINGS AND ENVENOMATION


BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link


Position of comfort, NPO, Oxygen as indicatedPosition of comfort, NPO, Oxygen as indicated


Effective: 04/01/24
Supersedes: 03/01/15


BITES & STINGS


• Remove the stinger or injection/bite 
mechanism if visible,


• Neutralize jellyfish stings with vinegar 
or baking soda paste if available,


• Apply heat to stingray and sea urchin or 
other unidentified marine animal stings,


• Apply cooling measures on wound site 
for land animals/insect bite,


• For associated allergic reactions, refer 
to Protocol 2.02 Allergic Reaction


BITES & STINGS


• Remove the stinger or injection/bite 
mechanism if visible,


• Neutralize jellyfish stings with vinegar 
or baking soda paste if available,


• Apply heat to stingray and sea urchin or 
other unidentified marine animal stings,


• Apply cooling measures on wound site 
for land animals/insect bite,


• For associated allergic reactions, refer 
to Protocol 2.02 Allergic Reaction


ENVENOMATIONS


• Assess patient for local and/or system 
reactions and treat according to the 
appropriate assessment, see L flow 
diagram


• Do not attempt to capture live snake or 
animal


• Remove rings or other jewelry from 
affected extremity to prevent possible 
constriction due to edema


• If extremity bite, immobilize the 
affected extremity


• Minimize exertion of victim
• Rapid transport of all suspected 


envenomation for medical evaluation
IV/IO Normal Saline TKO 
if pain, follow Protocol 


2.09 Pain Control


COMMENTS:
• Do not us lymphatic constriction bands, 


tourniquets, electric shock, or alcohol
• If the patient is stable, remove the tourniquet and 


be aware that the patient may rapidly 
decompensate upon removal.


• Do not incise envenomation
• Do not use mouth suction or commercial 


extraction  pumps (e.g. Sawyer Extraction pump)
• Do not apply ice
• All “pet”snakes must be positively identified if 


possible
• Zoos and legal exotic snake collectoirs are 


required to have a supply of antivenin on hand for 
each type of snake in their care. If available, bring 
antivenin/container with patient to hospital.


• Bites from coral snakes, elapids related to cobras, 
usually do not present with early symptoms. All 
bites are considered envenomated.


COMMENTS:
LOCALIZED REACTION


• Puncture marks at the injury site
• Rash/hives
• Localized erythema/edema/decrease pain or touch 


sensation


SYSTEMIC REACTION
Any localized reaction with:


• Respiratory distress, wheezing, stridor or tachypnea
• Hypotension, tachycardia
• Diaphoresis (Out of proportion to air temperature)
• See Protocol 2.02 Allergic Reaction of signs or 


symptoms of an allergic reaction


COMMENTS:
LOCALIZED REACTION


• Puncture marks at the injury site
• Rash/hives
• Localized erythema/edema/decrease pain or touch 


sensation


SYSTEMIC REACTION
Any localized reaction with:


• Respiratory distress, wheezing, stridor or tachypnea
• Hypotension, tachycardia
• Diaphoresis (Out of proportion to air temperature)
• See Protocol 2.02 Allergic Reaction of signs or 


symptoms of an allergic reaction


IV/IO Normal Saline TKO 
If SBP <90 systolic or signs of poor 


perfusion, Normal Saline fluid bolus 
if pain, follow Protocol 2.09 Pain Control


IV/IO Normal Saline TKOIV/IO Normal Saline TKO


 if pain, follow Protocol 
2.09 Pain Control


 if pain, follow Protocol 
2.09 Pain Control


If SBP <90 systolic or signs of poor 
perfusion, Normal Saline fluid bolus 


if pain, follow Protocol 2.09 Pain Control


If SBP <90 systolic or signs of poor 
perfusion, Normal Saline fluid bolus 


if pain, follow Protocol 2.09 Pain Control


IV/IO Normal Saline TKO IV/IO Normal Saline TKO 
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. 
BITES AND STINGS 


BLS Treatment 
• Position of comfort. 
• NPO 
• Oxygen as indicated. 
• Remove the stinger or injection/biting mechanism if visible. 
• Neutralize jellyfish stings with vinegar or baking soda paste if available at scene. 
• Apply heat to stingray and sea urchin and other unidentified marine animal stings. 
• Apply cooling measures on wound site for land animal/insect bite. 
• For associated allergic reactions, refer to Protocol 2.02 Allergic Reaction. 


ALS Treatment 
• IV/IO with Normal Saline TKO.  
• If pain, follow Protocol 2.09 Pain Control. 


Comments 
 
LOCALIZED REACTION 
• Puncture marks at injury site 
• Rash, hives 
• Localized erythema/edema/decreased pain or touch sensation 


SYSTEMIC REACTION 
Any localized reaction with: 
• Respiratory distress, wheezing, stridor or tachypnea 
• Hypotension, tachycardia 
• Diaphoresis (out of proportion to air temperature) 
• See Protocol 2.02 Allergic Reaction if signs or symptoms of an allergic reaction. 
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ENVENOMATION 
BLS Treatment 


• Position of comfort. 
• NPO. 
• Oxygen as indicated. 
• Assess patient for local and/or system reactions and treat according to the appropriate 


assessment, see L flow diagram 
• Do not attempt to capture live snake/animal. 
• Remove rings or other jewelry from affected extremity to prevent possible constriction due 


to edema.  
• If extremity bite, immobilize the affected extremity. 
• Minimize exertion of victim.  
• Rapid transport of all suspected envenomation for medical evaluation. 


 
ALS Treatment 


• IV or IO of Normal Saline TKO.  
• If SBP < 90 or signs of poor perfusion, Normal Saline fluid bolus. 
• For pain, follow Protocol 2.09 Pain Control. 


Comments 
• Do not use lymphatic constriction bands, tourniquets, electric shock, or alcohol. 
• If the patient is stable, remove the tourniquet and be aware that the patient may rapidly 


decompensate upon removal. 
• Do not incise envenomation.  
• Do not use mouth suction or commercial extraction pumps (e.g. Sawyer extraction pump). 
• Do not apply Ice. 
• All “pet” snakes must be positively identified, if possible.  
• Zoos and legal exotic snake collectors are required to have a supply of antivenin on hand for 


each type of snake in their care. If available, bring antivenin/container with patient to 
hospital. 


• Bites from coral snakes, elapids related to cobras, usually do not present with early 
symptoms. All bites are considered envenomated.  
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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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4.01 GENERAL TRAUMA ASSESSMENT 


 
SAN FRANCISCO EMS AGENCY   


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


 


 Page 1 of 1   


 


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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4.03 HEAD, NECK AND FACIAL TRAUMA 


 
                                                                                                                                                               SAN FRANCISCO EMS AGENCY   
                                                                                                                                                                                                                       Effective: 10/01/24 
                                                                                                                                                                                                                   Supersedes: 03/01/15 
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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. 
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-- 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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7.02 ORAL ENDOTRACHEAL INTUBATION  
 
 
 


INDICATIONS 
Unconscious, apneic, or near apneic, patients without a gag reflex. 


 
PROCEDURE 


1. Place patient in correct position. 
2. Ventilate the patient with BVM ventilations with adequate tidal volume and rate 


for 1-3 mins with 100% Oxygen, avoid hyperventilation. 
3. Instruct partner to place patient on cardiac and pulse oximeter monitors. 
4. Select a proper ETT. 
5. Insert stylet. If using video laryngoscopy, insert rigid stylet. 
6. Select proper sized blade and visualize landmarks (Epiglottis, posterior notch, vocal 


cords). 
7. Suction as needed. 
8. Insert and visualize the ETT 2-3 cm past the cords. 
9. Attempts should be limited to a fall in HR or Pulse Ox. or 30 seconds per attempt. 
10. Provide apneic oxygenation using high flow (>15 LPM) nasal cannula between attempts 


when two reliable sources of oxygen are available. 
11. Remove stylet, inflate cuff and bag ventilate. 
12. Confirm position with the End Tidal CO2 detection monitor and at least two of the 


following methods (one method needs to be mechanical): 
 Presence of equal breath sounds and equal chest rise. 
 Absence of epigastric breath sounds. 
 Misting or fogging in the ETT. 
 Visualization of the tube passing and remaining through the vocal cords with 


direct or video laryngoscopy. 
13. Continuously monitor with the End Tidal CO2 monitor. 
14. Secure the tube. (Consider cervical collar to prevent extubation). 
15. Reassess tube placement after each patient movement (may be done with CO2 


detection device). 
16. If any doubt about proper placement, use visualization with direct or video 


laryngoscopy to confirm. 
17. Consider use of a gum elastic bougie for difficult airways. 
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7.12 Adult and Pediatric Vascular Access with Intraosseous (IO) Device  
 


INDICATION 
• Cri�cally ill or injured pa�ents 


o Cardiac arrest or impending arrest 
o Severe Hypotension with profound shock and poor perfusion; 
o Acute deteriora�ng level of consciousness. 


If vascular access cannot be established via peripheral IV in 2 atempts or less than 90 seconds 
(in scenarios listed above), then proceed with either IO or see protocol  7.13 Vascular Access 
with Pre-Exis�ng Vascular Access Device  


•  
 
CONTRAINDICATION 


• Fracture to bone and/or splint distal to inser�on site; 
• Prior orthopedic procedure (total knee or shoulder replacement) or amputa�on; 
• Previous IO atempt in same extremity; 
• Pre-exis�ng condi�on affec�ng extremity such as burns or infec�ons; 
• Pa�ent is not cri�cally ill or injured 


 
PROCEDURE 


1. Choose either site:  
 


a. Humeral Head 
i. Place pa�ent’s hand over umbilicus on chosen side 


ii. Place IO about 1 cm above the neck of humerus and at a 45-degree angle 
to the anterior plane and posteromedial 


OR 
 
b. Proximal Tibia 


i. Landmark 2-3 cm below �bial tuberosity on anteromedial flat bony 
surface at a 90-degree angle 


 
2. Assemble needed equipment 
3. Prep site with approved asep�c technique 
4. Insert the IO needle: 


a. Humeral Head 
1. Hold the arm steady. 
2. Place the IO about 1 cm above the surgical neck of the humerus 
3. Grasp the needle with the obturator s�ll in place and gently press needle through 


the skin un�l the �p touches the bone. The 5 mm black mark must be visible 
above the skin prior to inser�on. Squeeze the trigger and apply gentle steady 
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pressure insert it through the skin at the selected site at a 45-degree angle to the 
skin surface. 


b. Proximal Tibia 
1. Hold the leg steady. 
2. Grasp the needle with the obturator will in place and insert it through the skin at 


the selected site at a 90-degree angle to the skin surface. 
5. When a needle is felt to ‘pop’ or have lack of resistance into the bone marrow space: 


a. Remove the obturator. 
b. Atach a syringe with 0.5mg/kg of 2% Lidocaine solu�on (max dose 50 mg) and 


slowly flush the IO needle in pa�ents who are conscious. 
c. Atach a <10 mL syringe containing IV solu�on, to flush the IO needle 120 


seconds following lidocaine administra�on. 
d. Remove the obturator; atach a primed IV solu�on set with or without a stop 


cock. 
6. If unable to flush, con�nue procedure and watch carefully for extravasa�on and swelling 


while infusing fluids and/or medica�ons 
7. Secure the needle, catheter hub to skin, and immobilize extremity  
8. If infiltra�on occurs or needle is removed, stop the infusion, remove the needle, and 


apply a pressure bandage to the IO site. If another IO will be atempted, use a different 
bone. 


a. Remove IO by ataching syringe to needle hub and firmly pulling straight out from 
site 
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Addi�onal Guidance 


• 45mm needle recommended for adults 
• Advance 1 to 2cm a�er ‘pop’ or lack of resistance 
• Use stabilizer 
• Immobilize extremity 








8.03 PEDIATRIC DYSRHYTHMIA: BRADYCARDIA8.03 PEDIATRIC DYSRHYTHMIA: BRADYCARDIA


BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link


Assess Vital Signs, ABC's and responsiveness, BLS airway, Oxygen therapy to 
include high flow oxygen and positive pressure ventilation as needed


Yes


No


Responsive after 
oxygenation


ALS


If increased vagal tone 
(examples: lightheadedness, fainting) or 
primary AV block, consider Atropine


Atropine
0.02 mg/kg IVP/IO. Minimum dose 0.1mg 
Maximum single dose 0.5mg
🔁May repeat once.


If increased vagal tone 
(examples: lightheadedness, fainting) or 
primary AV block, consider Atropine


Atropine
0.02 mg/kg IVP/IO. Minimum dose 0.1mg 
Maximum single dose 0.5mg
🔁May repeat once.


Support ABCs
Continue oxygen therapy as 
needed 
12-lead EKG 
Frequent reassessment
Identify and treat underlying 
causes


Start CPR if HR <60/min despite oxygenation and positive 
pressure ventilation if still unresponsive and bradycardic. 


Responsive 


No


Yes


Continue CPR 15:2 
Advanced airway management as indicated
IV/IO
Correct Reversible Causes, 
See Pediatric Cardiac Arrest protocol 8.07 if 
pulses are not present 
Use length based measurement tape for up to 
36kg


Reversible Causes:
Hypoxia*


Hypothermia*
Toxins/medications*


Hydrogen ion (acidosis)
Hypovolemia
Hypokalemia
Hyperkalemia
Hypoglycemia


Tamponade (cardiac)
Tension pneumothorax


Thrombosis (pulmonary)
Thrombosis (cardiac)


*Most common
 


Effective: 04/01/24
Supersedes: 03/01/15


Responsive 


No


Yes


Continue CPR 15:2
Continue Oxygenation
See Pediatric Cardiac Arrest 
protocol if pulses are not 
present 


Transcutaneous Pacing protocol 7.18 if 
refectory to medications  


Consider Normal Saline Bolus
Neonate: 10 mL/kg IV/IO. May repeat up to 
30mL/kg
Pediatric: 20mL/kg IV/IO bolus. May repeat 
up to 60/mL/kg 


Consider Normal Saline Bolus
Neonate: 10 mL/kg IV/IO. May repeat up to 
30mL/kg
Pediatric: 20mL/kg IV/IO bolus. May repeat 
up to 60/mL/kg 


Epinephrine
0.01 mg/kg IVP/IO. (0.1mg/1mL) Maximum 
single dose 1mg.
🔁May repeat q3-5min 


Epinephrine
0.01 mg/kg IVP/IO. (0.1mg/1mL) Maximum 
single dose 1mg.
🔁May repeat q3-5min 
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SAN FRANCISCO EMS AGENCY | 
      Effective 4/1/24 
Supersedes 3/1/15 


8.03 PEDIATRIC DYSRHYTHMIA: BRADYCARDIA 
 


BLS Treatment  


• Assess circulation, airway, breathing, and responsiveness.  
• If patient is unresponsive, oxygen therapy to include high flow oxygen and positive pressure 


ventilation as needed. 
• If patient remains unresponsive despite oxygenation and positive pressure ventilation, begin 


CPR at 15:2. 
• Continue Oxygen with appropriate airway adjuncts If patient is responsive after oxygenation 


but still symptomatic.  
• Support ABCs, observe and frequent reassessments.  
• Treat underlying reversible causes.   


ALS Treatment 


• Advanced airway if indicated.  
• IV Normal Saline TKO, preferably at antecubital fossa.   
• If unstable, IO if unable to establish an IV.  
• Epinephrine 0.01mg/kg IVP/IO (0.1mg/mL) maximum single dose 1mg OR  
• Atropine if suspected increased vagal tone or primary AV block 0.02 mg/kg IVP/IO. Minimum 


dose 0.1mg, maximum single dose 0.5mg  
• Consider Transcutaneous pacing if refractory to medications. 
• If agitated during TCP and not hypotensive, may administer Midazolam. 
• Consider Normal Saline bolus if hypotensive. Neonate: 10mL/kg IV/IO. May repeat up to 


30mL/kg. Pediatric: 20mL/kg IV/IO. May repeat up to 60mL/kg. See Pediatric Cardiac Arrest 
protocol 8.07 if pulses are not present 


 


Comments  


SYMPTOMATIC BRADYCARDIA DEFINITION: Pulse rate < 60 BPM and any of the following:  
• Unresponsive 
• Hypotension.  
• Signs of shock/hypoperfusion.  
• Acutely altered mental status, syncope or near syncope.  


 
REVERSIBLE CAUSES: Hypoxia, Hypothermia, Toxins/medications* Hydrogen ion, 
Hypovolemia, Hypokalemia, Hyperkalemia, Hypoglycemia, Tamponade (cardiac) Tension 
pneumothorax, Thrombosis (pulmonary), Thrombosis (cardiac)  
*Most common  
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8.07 PEDIATRIC CARDIAC ARREST8.07 PEDIATRIC CARDIAC ARREST


BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link OxygenVital Signs,Vital Signs,Assess Vital Signs, ABC's and responsiveness, high flow Oxygen via BVM 
with BLS airway as indicated, apply AED, use pediatric pads if available 


(high flow via BVM with BLS airway as indicated)
START CPR (15:2)


Assess Vital Signs, ABC's and responsiveness, high flow Oxygen via BVM 
with BLS airway as indicated, apply AED, use pediatric pads if available 


(high flow via BVM with BLS airway as indicated)
START CPR (15:2)


Defibrillation (First shock 2 J/kg)


Effective: 04/01/24
Supersedes: 03/15/15


No


Yes Shockable Rhythm?


Yes


Make Base Hospital Contact
Termination of efforts


Advanced airway management as indicated, attach defibrillator, establish 
IV/IO access, and correct Reversible Causes. See current AHA guidelines 
for additional details. Perform pulse and rhythm checks every 2 minutes 


Continue CPR until ROSC or termination of efforts


Shockable Rhythm?


Defibrillation (Second shock 4 J/kg)


Defibrillation (All subsequent shocks 
increase by 2 J/kg based on number 
of previous shocks administered. 
Maximum 10J/kg)


Yes


Amiodarone
5 mg/kg IVP/IO. Maximum total dose 300 mg. 
🔁May repeat up to 3 doses total.


If amiodarone is unavailable:


Lidocaine
0.5 mg/kg IV/IO. Maximum dose 50 mg.


Epinepherine
0.01 mg/kg IVP/IO. (0.1mg/1ml) 
Maximum single dose 1mg.


🔁May repeat q3-5min


Epinepherine
0.01 mg/kg IVP/IO. (0.1mg/1ml) 
Maximum single dose 1mg.


🔁May repeat q3-5min


Epinepherine
0.01 mg/kg IVP/IO (1:10,000). Maximum 
dose 1mg.


🔁May repeat q3-5min


Epinepherine
0.01 mg/kg IVP/IO (1:10,000). Maximum 
dose 1mg.


🔁May repeat q3-5min


Shockable Rhythm?


ROSC? Begin post cardiac 
arrest care


For patients with advanced 
airways administer breaths at 


age appropriate rate and 
monitor with EtCO2 for signs 


of ROSC


Reversible Causes:
Hypoxia


Hydrogen ion (acidosis)
Hypovolemia
Hypokalemia
Hyperkalemia
Hypoglycemia
Hypothermia


Toxins
Tamponade (cardiac)


Tension pneumothorax
Thrombosis (pulmonary)


Thrombosis (cardiac)


Amiodarone
5 mg/kg IVP/IO. Maximum total dose 300 mg. 
🔁May repeat up to 3 doses total.


Amiodarone
5 mg/kg IVP/IO. Maximum total dose 300 mg. 
🔁May repeat up to 3 doses total.


If amiodarone is unavailable:


Lidocaine
0.5 mg/kg IV/IO. Maximum dose 50 mg.


If amiodarone is unavailable:


Lidocaine
0.5 mg/kg IV/IO. Maximum dose 50 mg.
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8.07 PEDIATRIC CARDIAC ARREST 
  


SAN FRANCISCO EMS AGENCY   
Effective: 04/01/24 


Supersedes: 03/01/15 
 Page 1 of 1 


BLS Treatment 


• Assess circulation, airway, breathing, and responsiveness. 
• Oxygen (high flow via BVM as indicated) 
• Start CPR (15:2) 
• Apply AED, use pediatric pads, if available 
• Perform pulse & rhythm checks Q2 minutes 


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. 


• Defibrillation (First shock 2 J/kg, Second shock 4 J/kg, All subsequent shocks increase by 2 J/kg 
based on number of previous shocks administered. Maximum 10 J/kg) 


• Advanced airway if indicated. For patients with advanced airways administer breaths at age-
appropriate rate and monitor with EtCO2 to assess compression quality and for signs of ROSC 


• Epinephrine 0.01 mg/kg IVP/IO (0.01mg/1 mL). Maximum single dose 1mg. May repeat q3-5 
min. 


• IV/ IO Normal Saline fluid bolus.  
• Amiodarone 5mg/kg IVP/IO. Maximum total dose 300mg. May repeat up to 3 doses total. If 


amiodarone is unavailable: Lidocaine 0.5mg/kg IV/IO. Maximum dose 50mg 
• Reversible Causes: hypoxia, hydrogen ion (acidosis), hypovolemia, hypokalemia, hyperkalemia, 


hypoglycemia, hypothermia, toxins, tamponade (cardiac), tension (pneumothorax, thrombosis 
(pulmonary), thrombosis (cardiac) 


Base Hospital Contact Criteria 


Termination of efforts. 
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8.08 PEDIATRIC POISONING AND OVERDOSE8.08 PEDIATRIC POISONING AND OVERDOSE


BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link
Assess Vital Signs, ABC's and responsiveness, NPO, Oxygen, 
Spinal Motion Restriction as indicated, bandage wounds, stabilize 
suspected fractures


Dextrose
Neonates < 1 month: 
D10W, 2 ml/kg IV/IO 
(0.2 g/kg)


Children> 1 month: 
D10W, 5 ml/kg IV/IO 
(0.5 g/kg, max 25 grams)


-- OR --


Glucagon
Less than 20kg: 0.5 mg 
IM/IV


Greater than 20kg: 1 mg 
IM/IV


Blood Glucose 
<60mg/dl?


Effective: 04/01/24
Supersedes: 03/01/15


Activated Charcoal
1 G/kg mixed in water to 
form slurry.


Do not administer to 
infants < 12 mo


-- AND --


Naloxone
Less than 20 kg: 0.1 mg/
kg IV/IM/IO.


 Greater than 20 kg: 2 
mg IN via MAD or IVP/ 
IM/ IO


Do not administer to 
neonates


Activated Charcoal
1 G/kg mixed in water to 
form slurry.


Do not administer to 
infants < 12 mo


-- AND --


Naloxone
Less than 20 kg: 0.1 mg/
kg IV/IM/IO.


 Greater than 20 kg: 2 
mg IN via MAD or IVP/ 
IM/ IO


Do not administer to 
neonates


Make Base Hospital Contact
For approval of Glucagon for Beta Blocker 


treatment and Calcium Chloride 10% for Calcium Channel 
Blocker treatment AND/OR if Poison Control recommends treatment 


outside of current protocols.


Make Base Hospital Contact
For approval of Glucagon for Beta Blocker 


treatment and Calcium Chloride 10% for Calcium Channel 
Blocker treatment AND/OR if Poison Control recommends treatment 


outside of current protocols.


Advanced airway as indicated.  Assess for substance type. Check blood glucose.
May consult California Poison Control (800) 222-1222.


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. 


UNKNOWN SUBSTANCE
OPIATES (KNOWN OR 
SUSPECTED)


ANTIPSYCHOTICS WITH 
EXTRAPYRAMIDAL 
EFFECTS


ORGANOPHOSPHATES


Naloxone
Less than 20 kg: 0.1 mg/
kg IV/IM/IO.


Greater than 20 kg: 2 
mg IN via MAD or IVP/ 
IM/ IO


Do not administer to 
neonates


Naloxone
Less than 20 kg: 0.1 mg/
kg IV/IM/IO.


Greater than 20 kg: 2 
mg IN via MAD or IVP/ 
IM/ IO


Do not administer to 
neonates


TRICYCLIC 
ANTIDEPRESSANTS


BETA BLOCKER OR 
CALCIUM CHANNEL 
BLOCKER


CARBON MONOXIDE 
(CO) / HYDROGEN 
SULFIDE


Diphenhydramine
1 mg/kg IVP, IO or IM 
(up to max. 25 mg)


Diphenhydramine
1 mg/kg IVP, IO or IM 
(up to max. 25 mg)


Atropine
0.02 mg/kg IVP or IO 
(min dose 0.1mg, no 
max dose)


Organophosphate:
Consult Protocol 11.03 
Special Circumstances: 
Chemical and Radiologic 
Agents for further 
treatment


Atropine
0.02 mg/kg IVP or IO 
(min dose 0.1mg, no 
max dose)


Organophosphate:
Consult Protocol 11.03 
Special Circumstances: 
Chemical and Radiologic 
Agents for further 
treatment


Sodium Bicarbonate
Less than 2 years: 
1mEq/kg IV/IO diluted 
1:1 with sterile water.


🔁May repeat 0.5mEq/
kg q 10 min to total of 
2mEq/kg. 


More than 2 years: 
1mEq/kg IV/IO. 


🔁May repeat 0.5mEq/
kg q 10 min to total of 
2mEq/kg.


Sodium Bicarbonate
Less than 2 years: 
1mEq/kg IV/IO diluted 
1:1 with sterile water.


🔁May repeat 0.5mEq/
kg q 10 min to total of 
2mEq/kg. 


More than 2 years: 
1mEq/kg IV/IO. 


🔁May repeat 0.5mEq/
kg q 10 min to total of 
2mEq/kg.


Activated Charcoal
1 G/kg mixed in water to 
form slurry.


Contraindications: 
Hydrocarbons, Gasoline, 
and Caustics


Do not administer to 
infants < 12 mo


Activated Charcoal
1 G/kg mixed in water to 
form slurry.


Contraindications: 
Hydrocarbons, Gasoline, 
and Caustics


Do not administer to 
infants < 12 mo


Oxygen
Give 100% NRB or via 
BVM regardless of pulse 
oximeter reading


Oxygen
Give 100% NRB or via 
BVM regardless of pulse 
oximeter reading


Treatment Options Based on Type of Subsance


NEVER induce 
vomiting for 


hydrocarbons 
(gasoline, kerosene, 
turpentine, Pine Sol) 
or caustic substances 


(alkali (e.g. lye or 
Drano) or acid 
substances). 


Calcium Chloride 
10%
20 mg/kg IVP or IO 
over 5 min


Ensure that you have 
patent IV line as 


calcium extravasation 
will cause tissue 


necrosis


Calcium Chloride 
10%
20 mg/kg IVP or IO 
over 5 min


Ensure that you have 
patent IV line as 


calcium extravasation 
will cause tissue 


necrosis


Activated Charcoal
1 G/kg mixed in water to 
form slurry.


Do not administer to 
infants < 12 mo


-- AND --


Activated Charcoal
1 G/kg mixed in water to 
form slurry.


Do not administer to 
infants < 12 mo


-- AND --


Naloxone
Less than 20 kg: 0.1 mg/
kg IV/IM/IO.


 Greater than 20 kg: 2 
mg IN via MAD or IVP/ 
IM/ IO


Do not administer to 
neonates


Naloxone
Less than 20 kg: 0.1 mg/
kg IV/IM/IO.


 Greater than 20 kg: 2 
mg IN via MAD or IVP/ 
IM/ IO


Do not administer to 
neonates


Dextrose
Neonates < 1 month: 
D10W, 2 ml/kg IV/IO 
(0.2 g/kg)


Children> 1 month: 
D10W, 5 ml/kg IV/IO 
(0.5 g/kg, max 25 grams)


-- OR --


Dextrose
Neonates < 1 month: 
D10W, 2 ml/kg IV/IO 
(0.2 g/kg)


Children> 1 month: 
D10W, 5 ml/kg IV/IO 
(0.5 g/kg, max 25 grams)


-- OR --


Glucagon
Less than 20kg: 0.5 mg 
IM/IV


Greater than 20kg: 1 mg 
IM/IV


Glucagon
Less than 20kg: 0.5 mg 
IM/IV


Greater than 20kg: 1 mg 
IM/IV


Make Base Hospital Contact
For approval of Glucagon for Beta Blocker 


Make Base Hospital Contact
For approval of Glucagon for Beta Blocker 


 
Spinal Motion Restriction as indicated, bandage wounds, stabilize 
suspected fractures


 
Spinal Motion Restriction as indicated, bandage wounds, stabilize 
suspected fractures


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


Atropine
0.02 mg/kg IVP or IO 
(min dose 0.1mg, no 
max dose)


Atropine
0.02 mg/kg IVP or IO 
(min dose 0.1mg, no 
max dose)
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8.08 PEDIATRIC POISONING AND OVERDOSE  
 


 
SAN FRANCISCO EMS AGENCY   


Effective: 04/01/24 
Supersedes 03/01/15  


 


Page 1 of 3 


 


BLS Treatment – ALL Pediatric Poisoning and Overdoses 
• Assess vital signs 
• Assess circulation, airway, breathing, and responsiveness 
• NPO 
• Oxygen as indicated. 


 
ALS Treatment - ALL Pediatric Poisoning and Overdoses 


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. 
• Assess for substance type. 
• Check blood glucose. If blood glucose <60 mg/dl: Dextrose. 
• If no IV or IO access: administer Glucagon. 
• Dextrose  


• Neonates < 1 month: D10W 2ml/kg IV/IO (0.2g/kg) 
• Children > 1 month: D10W 5ml/kg (0.5g/kg/ max 25 gram) 


• Glucagon 
• Less than 20kg: 0.5mg IM/IV 
• Greater than 20kg: 1mg IM/IV 


• IV/IO of Normal Saline TKO. 
• Pediatric hypovolemic shock: IV/IO bolus of 20ml/kg. Repeat up to 60ml/kg if indicated. 
• Neonatal hypovolemic shock: 10 ml/kg. Repeat up to 30ml/kg. 


• May consult California Poison Control (800) 222-1222. 
Base Hospital Contact Criteria 


  
• If Poison Control recommends treatment outside of current protocols.  


 
Comments 


NEVER induce vomiting. 
 
 
 


ALS Treatment – SPECIFIC Pediatric Poisoning and Overdoses 
UNKNOWN SUBSTANCE 


• Naloxone:    
o Less than 20kg: 0.1mg/kg IV/IM/IO 
o Greater than 20kg: 2mg IN via MAD or IVP/IM/IO 
o Neonate = AVOID use in neonate 


• Activated Charcoal mixed in water to form a slurry IF patient is alert; able to maintain 
airway; non-acid, non-caustic, non-petroleum ingestion; it is within 1-hour of ingestion AND 
>1 year old. 
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SAN FRANCISCO EMS AGENCY   


Effective: 04/01/24 
Supersedes 03/01/15  


 


Page 2 of 3 


 


                             
 


KNOWN OR SUSPECTED OPIATES 
 


Pinpoint pupils, respiratory depression, decreased level of consciousness, hypotension and 
decreased muscle tone:  
• Naloxone:   


o Less than 20kg: 0.1mg/kg IV/IM/IO/IN 
o Greater than 20kg: 2mg IN via MAD or IVP/IM/IO 
o  Neonate = AVOID use in neonate 


                             
ANTIPSYCHOTICS WITH EXTRAPYRAMIDAL EFFECTS 


(Haldol, Haloperidol) 
 


Fixed, deviated gaze to one side of body, painful spasm of trunk or extremity muscles and 
difficulty speaking:  
• Diphenhydramine 


o 1mg/kg IVP/IO/IM (up to 25mg max) 
 


ORGANOPHOSPHATES 
 


SLUDGE Symptoms:  Salivation, lacrimation, urination, diaphoresis/diarrhea, gastric 
hypermotility, and emesis/eye (small pupils, blurry vision): 
• Atropine 


o 0.02mg/kg IV/IO (min dose 0.1mg, no max dose) 
 


Organophosphate: Consult Protocol 11.03 Special Circumstances: Chemical and Radiologic 
Agents for further treatment. 


 
TRICYCLIC ANTIDEPRESSANTS 


May experience rapid depression of mental status, sudden seizures, or worsening of vital signs:  
• If hypotensive, seizing and / or wide QRS > 0.10 sec 
•  Sodium Bicarbonate 


• Less than 2 years: 1mEq/kg IV/IO diluted 1:1 with sterile water. May repeat 0.5 
mEq/kg q10min to total 2mEq/kg 


• More than 2 years: 1 mEq/kg IV/IO. May repeat 0.5mEq/kg q10 min to total  
2 mEq/kg. 
 


BETA BLOCKER OR CALCIUM CHANNEL BLOCKER 
(e.g. Metoprolol) 


 
Bradycardia, hypotension and / or shock:  
• Activated Charcoal mixed in water to form a slurry IF patient is alert; able to maintain 
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airway; non-acid, non-caustic, non-petroleum ingestion; it is within 1-hour of ingestion AND 
>1 year old. 
   


Base Hospital Contact Criteria 
Contact Base Physician for approval of:   
• Glucagon for Beta Blockers.   
• Calcium Chloride 10% solution for Calcium Channel Blockers. 


o 20 mg/kg IV/IO over 5 min 
Comments 


Ensure that you have patent IV line as Calcium Chloride extravasation will cause tissue necrosis 
 
 


CARBON MONOXIDE (CO)  / HYDROGEN SULFIDE 
 


Consider CO poisoning if found unconscious, or has AMS, or non-specific complaints AND 
patient situation includes: 


• Found down in enclosed space with CO source (running motors, indoor use of 
charcoal/ gas grill/ generator or heater malfunction)  


• Multiple persons sharing the vicinity have similar symptoms. 
• Environmental CO detectors are alarming. 


 
Give 100% NRB or via BVM regardless of pulse oximeter reading.  


 
Comments 


Patients with CO and hydrogen sulfide may have normal oxygen saturation readings, but 
cellular hypoxia due to displacement of the oxygen molecule from the hemoglobin in red 
blood cells.   
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San Francisco EMS Agency 
April 1, 2024 


Policy & Protocol App Updates 
 


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


4043 EMS Use of Physical 
Restraints 
 


Policy • Minor update reflecting EMS Provider request 


4000.1 Ambulance 
Turnaround Time Standard 


Policy  • Expanded criteria to allow EMS personnel  - to offload to ED 
waiting space 


• Revised re-triage criteria and notification process under an 
APOT Alert 


4001a Vehicle Equipment 
and Supply List for First 
Responder Ambulances  


Policy • Added bougie 
• Reduced Liquid Ibuprofen amount required 
• Added back-up medication list (Lorazepam, Dopamine, 


Morphine, MDI) 
• Added ‘Draw up’ for BLS Epi 
• ‘Required’ added for BLS Epi Auto-Injectors 
• Added pediatric fluid volume limiter 
• Added ‘chest seal’ to petroleum gauze pads 


2000 Prehospital 
Personnel Standards and 
Scope of Practice  


Policy • Expanded EMT Scope of practice  


2041 EMT Optional Skills  Policy  • NEW Policy  


14.1 Lorazepam Medication • New medication due to ongoing medication shortages 


14.1 Atropine Medication • Added dosing language for adults  
• Added dosing language for pediatrics  


14.1 Ondansetron Medication • Added prolonged QT interval as contraindication  
• Added ODT as preferred route for pediatrics  
• Added weight-based dose for pediatrics  


14.1 Adenosine Medication • Clarified some language re: use of adenosine as a substitute 
for cardioversion, or if cardioversion fails clarified the 
preferred IV route. 


• Removed language referencing unstable wide 
tachycardia 


14.1 Midazolam 
 


Medication • Clarification to modify the dose for sedation when 
administered IM to adults. 


 
14.1 Oxygen 
 


Medication • changed the description of oxygen to incorporate the high 
flow nasal cannula oxygenation technique 


 
14.1 Ibuprofen Policy  • Increase dose from 400mg to 600 mg 


 







14.1 Diphenhydramine  
 
 


Medication • Clarified language re: the action of the medication; changed 
the contraindication for pregnant or lactating females from a 
full to a relative contraindication; added the potentiation of 
other CNS depressants to side effects. 


•  Dosing switched to a table format  
• Struck “IM preferred if perfusing well” at public comment 


request. 
 


2.04 Cardiac Arrest 
 


Protocol  • Hypoglycemia and opiate counteragents specified under 
the “H’s and T’s” for asystole/PEA cardiac arrest 


• The use of dual sequential / alternate vector 
defibrillation treatment for ventricular fibrillation 
clarified 


2.08 Dysrhythmia 
Tachycardia 
 


Protocol • Removed Morphine  
• Removed requirement to contact Base Hospital for 


Midazolam  
7.02 Endotracheal 
Intubation  
 


Procedure • Inserted use of bougie for difficult airways 


2.02 Allergic Reaction   • Added EMT Epi draw up/administration  


2.16 Shock  • Removed Dopamine 
• Added Epinephrine Infusion  


3.01 
Bites/Stings/Envenomation  
 


Protocol • Removed patient assist with EpiPen in BLS section 
• Added language under envenomation's 
• Added link for Protocol 2.09 (Pain Control) 
• Added tourniquet language in comment section  
• Created algorithm  


7.12 Vascular Access w/IO  
 


Protocol • Added additional indications such as impending arrest 
and hypotension  


• Added contraindications such as fractures to insertion 
site, previous IO attempt in same extremity, and not 
critically ill  


• Added IO procedure 
• Removed tibial site as preferred location  
• Added diagram of humeral insertion  


8.03 Pediatric Bradycardia Protocol • Emphasized oxygenation 
• Added most common reversible causes 
• Created algorithm 


8.07 Cardiac Arrest: 
VF/Pulseless VT  
 


Protocol • Added AED in BLS section 
• Added check pulse every 2 minutes  
• Added defibrillation sequence in ALS section  
• Added dosing of Amiodarone 
• Added Lidocaine as alternative if Amiodarone is 


unavailable   
• Added language for airway management if intubated  
• Created algorithm  







8.08 Poisoning and 
Overdose (Peds)  
 


Protocol • Added language in BLS section for fracture care 
• Added language, medications and dosing for specific 


substance 
• Created algorithm   


8.09 Respiratory Distress 
(Peds)  
 
 


Protocol • Added signs of distress, and included allergic reaction 
link to protocol 


• Added use of CPAP 
• Added medication (Epinephrine, Albuterol HHN)  
• Created algorithm  


8.10 Seizure (Peds)  Protocol • Removed SMR and cooling measures  
• Added dosing for D10 
• Added language for Diastat rectal gel  
• Added dosing for Midazolam  
• Removed Base Hospital contact criteria  
• Created algorithm  


9.01 Trauma (Peds)  
 


Protocol • Added BLS treatment language  
• Added elevation of head by up to 30 degrees  
• Added Normal Saline dosing 
• Added Ibuprofen 
• Added Ondansetron dosing and routes 
• Added Fentanyl dosing  
• Added CPS phone number and online report 
• Created algorithm  


9.02 Burns (Peds)  
 


Protocol • Added Destination Policy in ALS section  
• Removed Morphine  
• Added dosing for Fentanyl  
• Added and updated dosing and route for Ondansetron  
• Added phone number and link to report for CPS 


reporting 
• Created algorithm  


 


 
 
 
 
 


Table 2: All Updates Go Live October 1, 2024 
Note: Additional documents may be approved for this release date after the April and July 
2024 EMSAC Meetings. 


SECTION Type DESCRIPTION OF UPDATES 
2.09 Pain Control 
 
 


Policy • Added Ketamine 
• Added new dose of Ibuprofen 
• Created Algorithm 







14.1 Ketamine  Policy • NEW 


4.01 General Trauma 
Assessment 


 • 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 


 • 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 


 • 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 


 • 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  • 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 
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ALSALS


BLS – FAQ LinkBLS – FAQ LinkBLS – FAQ Link


Albuterol 


Mild to Moderate distress with MDI available: 2-3 
puffs (~6 breaths between each puff) q5min


If MDI unavailable administer 2.5 mg/3 ml NS via 
nebulizer over 5 to 15 min.
 
🔁  May repeat x 1 if no relief from symptoms.


Albuterol 


Mild to Moderate distress with MDI available: 2-3 
puffs (~6 breaths between each puff) q5min


If MDI unavailable administer 2.5 mg/3 ml NS via 
nebulizer over 5 to 15 min.
 
🔁  May repeat x 1 if no relief from symptoms.


Epinephrine 


0.15 mg IM for weight < 30kg
Use 1mg/ml concentration


-or-


0.3 mg IM for weight > 30kg
Use 1mg/ml concentration


🔁  May repeat x1 in 5 minutes.


 


Epinephrine 


0.15 mg IM for weight < 30kg
Use 1mg/ml concentration


-or-


0.3 mg IM for weight > 30kg
Use 1mg/ml concentration


🔁  May repeat x1 in 5 minutes.


 


Wheezing with signs of 
Severe Distress?


Effective: 04/01/24
Supersedes: 03/01/15


No Yes


Asses Vital Signs, ABC's and responsiveness, position of comfort, NPO, 
Oxygen 
Asses Vital Signs, ABC's and responsiveness, position of comfort, NPO, 
Oxygen 


Mild
Increased work of 
breathing
Regular respiratory rate
Alert and active


Moderate
Increased work of 
breathing
Increased respiratory 
rate
Alert and active


Mild vs. Moderate Distress


Severe
Increased work of 
breathing 
Increased respiratory 
rate
Agitated
Pale
Anaphylaxis


Life Threatening
Increased work of 
breathing 
Increased respiratory 
rate
Drowsy or confused
Not moving
Cyanosis
Anaphylaxis


Severe Distress or Life Threatening


                               Important Considerations 


• Monitor with pulse oximeter and end tidal CO2
• Children <2 with suspected bronchiolitis: suction nose 


Note: albuterol may be ineffective 
• Consider CPAP for patients >8
• Consider checking blood glucose to rule out metabolic 


causes of tachypnea, such as DKA 


Albuterol 


Administer 2.5 mg/3 ml NS via nebulizer over 5 to 
15 min.


🔁  May repeat x 1 if no relief from symptoms.


Albuterol 


Administer 2.5 mg/3 ml NS via nebulizer over 5 to 
15 min.


🔁  May repeat x 1 if no relief from symptoms.


If secondary to anaphylaxis see 8.01 Allergic 
Reaction/Anaphylaxis Protocol


If secondary to anaphylaxis see 8.01 Allergic 
Reaction/Anaphylaxis Protocol



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

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


Effective: 04/01/24 
Supersedes: 03/01/15 
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BLS Treatment 
• Assess airway, breathing, circulations and responsiveness.  
• Assess vital signs. 
• 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. 


• Wheezing with signs of severe distress? 
a. Mild: Increase work of breathing, regular respiratory rate, alert and active. 
b. Moderate: increased work of breathing, increased respiratory rate, alert and active. 
c. Severe: increased work of breathing, increased respiratory rate, agitated, pale, 


anaphylaxis. 
d. Life Threatening: increased work of breathing, increased respiratory rate, drowsy or 


confused, not moving, cyanosis, anaphylaxis. 
• If secondary to anaphylaxis see 8.01 Pediatric Allergic Reaction /Anaphylaxis   
• Consider CPAP for patients 8 years and older. 
• Children <2 with suspected bronchiolitis: suction nose. Note: albuterol may be ineffective 
• Monitor with pulse oximeter and end tidal CO2. 
• Consider blood glucose check to rule out metabolic causes of tachypnea, such as DKA. 
• Albuterol: mild to moderate distress with MDI available: 2-3 puffs (~ 6 breaths between 


each puff) q5min.  
a. If MDI unavailable administer 2.5mg/3mL NS via nebulizer over 5 to 15 minutes. For 


continued wheezing, may repeat as needed. 
• Epinephrine (for severe or life-threatening respiratory distress) <30 kg=0.15/IM OR 


>30KG=0.3mg/IM 
• Albuterol: administer 2.5mg/3ml NS via nebulizer over 5 to 15 min. 
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