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ADULT PROTOCOLS WITH UPDATES

« S-100 Patient Management Standards * S-134 Poisoning / Overdose

« S-102 Abbreviation List « S-135 Existing Devices and Medications
 S-103 BLS/ALS Ambulance Inventory « S-136 Respiratory Distress

« S-104 Skills List  S-139 Trauma

* P-115 Medication List * S-141 Pain Management

« S-123 Altered Neurologic Function (Non-Traumatic)
 S-124 Burns

« S-126 Discomfort / Pain of Suspected Cardiac Origin
« S-127 CPR / Arrhythmias

« S-131 Hemodialysis Patient

S-150 CHEMPACK Deployment and
Autoinjector Use
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PEDIATRIC PROTOCOLS WITH UPDATES

P-117 ALS Pediatric Drug Chart

S-163 CPR / Arrythmias

S-167 Respiratory Distress

S-169 Trauma

S-170 Burns

S-172 BRUE (Brief, Resolved, Unexplained Event)
S-173 Pain Management
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GLOBAL UPDATES

“EKG” Updated to “ECG”
« The “EKG” abbreviation was updated to “ECG” throughout all protocols.

Removal of “PRN” from Capnography
« The “PRN” abbreviation was removed from capnography throughout all protocols.

State Regulation Re-chaptering

« State regulation re-chaptering updates were made throughout all footnotes that referenced
chapters within Title 22, Division 9.
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S-100

Patient Management
Standards

TREATMENT PROTOCOL | $-100

COUNTY OF SAN DIEGO PATIENT MANAGEMENT STANDARDS
EMERGENCY MEDICAL SERVICES

Date: 7H/2025 FPage 10f3

PREHOSPITAL TREATMENT - 100.1

Principle
+ The objective of prehospital frestment is to provide timely. eguitsble, high-guality, and pafient-centered care.

Standards

# Al fraatments shall be administered par protocol unless the patient decli therziza traindication, such as an
allergy, or a Base Hospital Physician Order to withhold a required trestmant.

# When clinically indicated. more than one profecol may be applied for patient trestment.

» &)l protocol treatments may be p by the Emergency Medical Technician (EMT). Advanced Emergency
Medical Technician (AEMT), and/or Paramedic via standing orders except for those stating Base Hospital Order
(BHO) or Base Hospital Physician Order (BHPO). Standing orders may be continued after Base Hospital contact
unlesz the Basa Hozpital directs otherwize.

» Mohile Intensive Care Murses (MICHs) may relay BHPCs.

» These protocol standards do not spply when a physician on scene sssumes responsibility for patient care [see 5-
403 Physician on Scene).

+ Base Hospital Physician consultstion is encouraged for unclear or complex situstions.

Base Hospital Physicians are authorized tio:
» Order additionsl doses or boluses of a protocolized freatment
# Order the withholding of a protocolized trestment

Base Hospital Physicians are not authorized to:
» Order medicati routes, or pro that are outside EMT, AEMT, or Paramedic scopes of practice”
# Modify Local Opfional Scope of Practice (LOS0P) protocols
» Order treatments specificslly prohibited by locsl CoSD EMS protocols

Under extraordinary circumstances, Base Hospital Physicians may order an Emergency Protocol
Exception {(EPE) when the following conditions are met:

# Immediate/imminent risk of serious morbidity or mortality

# 5-104 or P-115 do not explicitly prohibit us=3

+ Complies with the sbove criteria for non-suthorized orders

The Base Hospital shall report every EPE to CoSD EMS as an “unusual event” within 24 hours

 Refier to S-403 Physician on Scene when  physician an scene assumes patient care
# EMS climicians are criy permitted 1o falow orders within their respective local soapes of practics (B-450, B-451, P401)
* Per P-115, EPEs are nat iz far administration of ketamine in dissocilive deses ar nalarane in cardias arst

DISCLAIMER: PRINTED COFIES ARE FOR REFERENCE DNLY. PLEASE REFER TO THE ELECTROMNIC COFY FOR THE LATEST VERSION

Revisions

 Title updated from “Protocol Standards” to “Patient
Management Standards”

New Additions
» Added subsection “Prehospital Treatment — 100.1”
* Added subsection “BLS/ALS Transport Criteria — 100.2"

SANDIEGOCOUNTYEMS.COM




BLS/ALS TRANSPORT CRITERIA - 100.2

Principle
S L 1 O O = All patients should receive the most suitable level of transport to optimize clinical outcomes, efficient use of

resources, and overall patient care.

Standards
» Patients meeting the following criteria shall be fransported by ALS®

Patient Management
Standards

Decompensating Patient Disability
» Provider impression of extremis, including new onset = Acute change in mental status (GCS =13)
of altered mental status, poor appearance, airway = New neurclogic deficit (e g, positive BE-FAST)
issues, severe respiratory distress/failure, signs and « Seizure not returnad to baseline or multiple seizures

symptoms of shock/poor perfusion, or imminent = Syncope
cardiac respiratory arrest = Acute agitation
) = Severe intoxication or overdose
TREATMENT PROTOCOL | $-100 Airway
COUNTY OF SAN DIEGO PATIENT MANAGEMENT STANDARDS + Current or anticipated need for ainvay management ' Miscellaneous Y ) )
EMERGENCY MEDICAL SERVICES. . = Meets T-460A criteria (including special
Date: 71112025 Page10f3 Breathing considerations designated for transport to a trauma
* Hypoxia (Sp0; <84%) despite NRB or PPV {including * & ALS medication administered (except single
PREHOSPITAL TREATMENT — 100.1 CPAF) therapeutic treatment of naloxone, ondansefron,
__ . i glucagon, dextrose, or acetaminophen and are not
Principle Circulation

anticipated to require repeat doses)

= Hypoglycemia with persistent altered mental status

= Hyperglycemia with persistent altered mental status

= Pedialric patients with a high-risk complaint (e.q.,
ERUE} or complex medical history

= EMT provider has a clinical concemn

#+ ALS procedure performed {excluding IV placement or

+ The objective of prehospital frestment is to provide timely. eguitsble, high-guality, and pafient-centered care. - N . -
+ Cardiac chest pain or anginal equivalent

= ECG with ischemia or infarct

+ ECG with new or concemning dysrhythmia

+ Current or anticipated need for IV fluids,
vasopressors, or other IV medication

» Unstable bradycardiaftachycardia

Standards
# Al fraatments shall be administered par protocol unless the patient decli therziza traindication, such as an
allergy, or a Base Hospital Physician Order to withhold a required trestmant.
# When clinically indicated. more than one profecol may be applied for patient trestment.
» &)l protocol treatments may be p by the Emergency Medical Technician (EMT). Advanced Emergency
Medical Technician (AEMT), and/or Paramedic via standing orders except for those stating Base Hospital Order

(BHO) or Base Hospital Physician Order (BHPO). Standing orders may be continued after Base Hospital contact
unlesz the Basa Hozpital directs otherwize.

+ Respiratory failure or distress ' center) |

« Mobile Intensive Care Murses (MICHS) may relay BHFOs, + Hypotension 12-lead ECG interpretation)
» These protecol standards do not spply when a physician on scene assumes responsibility for patient care (see 5-
403 Physician on Seene). |/ j | TTTT T T T ST ST T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T T E e E T E s E e e
+ Base Hospital Physician consultstion is encouraged for unclear or complex situstions. .
*Exceptions

Base Hospital Physicians are authorized tio: : = ey .
« Order sdditionsl doses or boluses of & protocolized freatment = BLS transport may be considered under the following conditions:

» Order the withholding of a protocolized treatment = MCI/Annex D activation
Base Hospital Physicians are not authorized to: _ = ALS resources not available within a reasonable timeframe
= Cgleyetications, routegigypLo that are outside EMT. AEMT. or Parsmedic scopes of practioe” » Hospital-to-hospital interfacility transfers meeting criteria in Policy B-450 EMT Scope of Practice and Protocol S-

# Modify Local Opfional Scope of Practice (LOS0P) protocols . as . . N
« Order treatments specifically prohibited by local CoSD EMS protocols 135 Existing Devices and Medications

Under extraordinary circumstances, Base Hospital Physicians may order an Emergency Protocol
Exception {(EPE) when the following conditions are met:

# Immediate/imminent risk of serious morbidity or mortality

# 5-104 or P-115 do not explicitly prohibit us=3

+ Complies with the sbove criteria for non-suthorized orders

The Base Hospital shall report every EPE to CoSD EMS as an “unusual event” within 24 hours

 Refier to S-403 Physician on Scene when  physician an scene assumes patient care
# EMS climicians are criy permitted 1o falow orders within their respective local soapes of practics (B-450, B-451, P401)
* Per P-115, EPEs are nat iz far administration of ketamine in dissocilive deses ar nalarane in cardias arst

DISCLAIMER: PRINTED COFIES ARE FOR REFERENCE DNLY. PLEASE REFER TO THE ELECTROMNIC COFY FOR THE LATEST VERSION
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S-100

Patient Management
Standards

TREATMENT PROTOCOL | $-100

COUNTY OF SAN DIEGO
EMERGENCY MEDICAL SERVICES

PATIENT MANAGEMENT STANDARDS

Date: 7H/2025 FPage 10f3

PREHOSPITAL TREATMENT - 100.1

Principle
+ The objective of prehospital frestment is to provide timely. eguitsble, high-guality, and pafient-centered care.

Standards

# Al fraatments shall be administered par protocol unless the patient decli therziza traindication, such as an
allergy, or a Base Hospital Physician Order to withhold a required trestmant.

# When clinically indicated. more than one profecol may be applied for patient trestment.

» &)l protocol treatments may be p by the Emergency Medical Technician (EMT). Advanced Emergency
Medical Technician (AEMT), and/or Paramedic via standing orders except for those stating Base Hospital Order
(BHO) or Base Hospital Physician Order (BHPO). Standing orders may be continued after Base Hospital contact
unlesz the Basa Hozpital directs otherwize.

» Mohile Intensive Care Murses (MICHs) may relay BHPCs.

» These protocol standards do not spply when a physician on scene sssumes responsibility for patient care [see 5-
403 Physician on Scene).

+ Base Hospital Physician consultstion is encouraged for unclear or complex situstions.

Base Hospital Physicians are authorized tio:
» Order additionsl doses or boluses of a protocolized freatment
# Order the withholding of a protocolized trestment

Base Hospital Physicians are not authorized to:
» Order medicati routes, or pro that are outside EMT, AEMT, or Paramedic scopes of practice”
# Modify Local Opfional Scope of Practice (LOS0P) protocols
» Order treatments specificslly prohibited by locsl CoSD EMS protocols

Under extraordinary circumstances, Base Hospital Physicians may order an Emergency Protocol
Exception {(EPE) when the following conditions are met:

# Immediate/imminent risk of serious morbidity or mortality

# 5-104 or P-115 do not explicitly prohibit us=3

+ Complies with the sbove criteria for non-suthorized orders

The Base Hospital shall report every EPE to CoSD EMS as an “unusual event” within 24 hours

 Refier to S-403 Physician on Scene when  physician an scene assumes patient care
# EMS clinicians are orly permitied 1o follow orders within their respective local soopes of practioe (B-450, B-451, P-201)
* Per P-115, EPEs are nat far of ketamine in dhstss ar nalovane in cardias arest

DISCLAIMER: PRINTED COFIES ARE FOR REFERENCE DNLY. PLEASE REFER TO THE ELECTROMNIC COFY FOR THE LATEST VERSION

TRANSPORT
REQUIRED
ELS5 ONLY OM SCENE BLS +ALS ON SCENE
Raview transport criteria sbowe and complete Rewiew transport criteria sbove and complete
PCR with documentstion of criteria PCR with documentation of criteria
| | |
ANY CRITERIA MET NO CRITERIA MET ANY CRITERIA MET
Request ALS resgurce and Acceptsble to transport "
Acceptshble to transport imclude response wig BLS ambulance Parunﬂ:élf:“sl:m;lﬂd ﬂe‘:’g‘?
wia BLS ambulance ({pafient-centered care (patient-centered care h_EFH‘hE m't e b?ﬁlsrgr?bdanae
maodification) modification)
Frovide tumover from BLS fo ALS resource IF ALS RESOURCES NOT
ALS parsonnel should not have BLS perzonnel AVAILAELE WITHIN A REASONABLE
[imnsport; consider contacting base hospital for TIMEFRAME
additional assistance in decision making)
{ ™y
Consider BLS transport to most
—— acecessible and sppropriste facility, if
time-sansitive/amergeant condition
. A
i ™y
Contact base hospital for sdditional
assistance in decision making
A A

SANDIEGOCOUNTYEMS.COM
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S-102

S
By — S
YCy mEDICR-

Abbreviation List New Additions
* Added “CNS — Central Nervous System”

reesmienTpROToco. [ §-102 » Added “LVAD — Left Ventricular Assist Device”

ABBREVIATION LIST

e e P et * Added “TdP — Torsades de Pointes”

Abdominal Aortic Aneurysm

Arnerican Heart Association

Automsted External Defibrillatar
Advanced Emergency Medical Technician
Automatic Implanted Cardisc Defibrillstor
Advanced Life Support

Arenovencus (Fistula)

Basic Emergency Facility

Base Hospitsl

Base Hospital Order

Base Hospitsl Physician Order

Basic Life Support

Blood Pressure

Bests Per Minutz

Erief. Resolved, Unexplainad Event
Blood Sugsr (Blood Glucose)

Body Surface Area

Bag-Valve-Mask

Calcium Chloride

Chief Complaint

Congestive Heart Failure

Central Mervous System

Carbon Monaoxide

Carbon Dioxide

Continuous Positive Airway Pressure
Cardiopulmonary Resuscitation
Cersbrovascular Accident

Discontinue

Decompression lliness

Dieciliter

10% Dextrose

50% Daxtross

Exiracorpores| Cardiopulmaonary Resuscitation
External Jugular

Electrocardiogram

Californis Emergency Medical Services Authority
Electronic Patient Care Record

Brand name for Epinephrine Auto-Injector
Endotracheal Tube

End-Tidal GO:

Food and Drug Administration

Gram

Gastrointestinal

Genitourinary

Heart Rate

Intercostal Space

Inframuscular

DISCLAIMER: PRINTED COPIES ARE FOR REFERENCE OMLY. PLEASE REFER TO THE ELECTROMIC COFY FOR THE LATEST VERSION. SAN DI E G OC 0 U N TYE M s . C O M




S5-103

BLS/ALS
Ambulance Inventory

INVENTORY / MEDICATION LISTS AND ‘ 5-103
p CHARTS / SKILLS LIST -
/(E]IE COUNTY OF SAN DIEGO BLS/ALS AMBULANCE INVENTORY

EMERGENCY MEDICAL SERVICES

Date: FH4H202371/2024 Page 1 of &

. PURPOSE

To identify a standardized inventory on all Basic Life Support (ELS) and Advanced Life Support
(ALS) Transport Units.

. AUTHORITY
Health and Safety Code, Division 2.5, Section 1797.204.

. POLICY/PROCEDURE

Essential equipment and supplies are required by California Code of Regulations, Title 13,
Section 1103.2(a)1-2 (for vehicle requirements, refer to County of San Diege, Emergency
Medical Services (CoSD EMS) Policy B-833 “Ground Ambulance Vehicle Requirements”). Any
equipment or supplies carried for use in providing emergency medical care must be maintained
in good waorking order. Each BLS or ALS Transporting Unit in San Diego County shall carry, at
a minimum, the following:

Minirmum
Requirements
1

BLS Requirements
Automnated External Defibrillator
(Automated External Defibrillator not required for ALS)
Ambulance cot and collapsible — clean, matfress intsct, and in good working order
Straps to secure the patient to the cot or stretcher
Ankle and wrist restraints
Linens (sheets, pillow, pillowcasz=, blankef, towels)
Personal protective equipment {masks. gloves, gowns, shislds)

MM_._.;
iy
BEEEE

Oropharyngeal sinvays
.

g

Pneumsiic or rigid splints
Bag-valve-mask wireservoir and clear resuscitstion mask
»  Adult
*  Pediafric
#*  PMeonate
+  Prematurs
Oygen cylinder wiwall outlet (H or M)
Oygen fubing
Oygen cylinder — portsble (D or E)
Oygen sdminisirstion mask
»  Adult

i DISCL,

TN P 1 O I 3 P

AIMER: PRINTED COPIES ARE FOR REFERENCE OMLY. PLEASE REFER TO THE ELECTRC

Revisions

BLS Requirements — Optional items

* Removed “(will become a mandatory item for ALS on
aluly_ 1, 2025)” for automated cardiac compression
evice

 Removed “Hemostatic gauze”

« Updated optional items footnote language to “Any
patient care inventory not listed in this protocol must
have LEMSA approval prior to use. Agencies must
validate training, education, and QA reporting
processes for all approved optional inventory items.”

ALS Requirements — Other Equipment

« Updated “Nasogastric tubes (8, 10, 12, 14, 18)"

ALS Requirements — Replaceable Medications
* Removed “Dextrose, 50% — 25 gm/50 mL”
» Updated dextrose 10% par level to “4”

ALS Requirements — Optional ltems
 Removed “Hemostatic gauze”

SANDIEGOCOUNTYEMS.COM




S5-103

BLS/ALS New Additions

Ambulance Inventory » BLS Requirements — Bandaging supplies
S g e~ | 5103 + Added “Hemostatic gauze” with a par level of “2”

COUNTY OF SAN DIEGO BLS/ALS AMBULANCE INVENTORY

E—— P « ALS Requirements — Other Equipment
.  PURPOSE

To identify amanda_rdized inventory on all Basic Life Support (BLS) and Advanced Life Support ° Added “AUtomated Ca rd IaC Com preSSIOn deVICe” With a
(ALS) Transport Units. par Ievel Of “1 ”

. AUTHORITY
Health and Safety Code, Division 2.5, Section 1787 204.

» ALS Requirements — Optional Items
. POLICY/PROCEDURE
Essential equipment and supplies are required by California Code of Regulations, Title 13, o Added “Dextrose’ 50% - 25 g m / 50m L”

Section 1103.2(a)1-2 {for vehicle requiremenis, refer to Cpuniy of San Diego, Emergency
Medical Services (CoSD EMS) Policy B-833 “Ground Ambulance Vehicle Requirements”). Any

equipment or supplies carried for use in providing emergency medical care must be maintained o Added “Rlnger,s IaCtate SOlUtlon” Wlth fOOtnOte “Wlth the

in good working order. Each BLS or ALS transporting unit in San Diego County shall carry the

flong o exception of amiodarone and ketamine, medications listed

e uemens in P-401 may be infused with Ringer’s lactate solution

(Automated External Defibrillstor not required for ALS)

e e o e R o 1 during periods when normal saline fluid is in shortage.
T — = This substitution shall be on a one-for-one basis, i.e., a
: protocol treatment of 250 mL normal saline fluid bolus
may be replaced with a 250 mL Ringer’s lactate fluid

bolus.”

# Meonate

+ Prematurs
Prneumatic or rigid splints
Bag-valve-mask wireservoir and clear

. u
Crygen cylinder wiwall outist (H or M)
Drygen lubing
Oxygen cylinder — portable (D or E)
Ouxygen adminisiration mask
»  Adult

_\
5 P O 4 P8
E

DISCLAIMER: PRINTED COPIES ARE FOR REFERENCE ONLY. PLEASE REFER TO THE ELECTRONIC COPY FOR THE LATEST VERSION, SAN D I E G OC O U N T I E M S . C O M




S-104

Skills List Revisions
- CPAP

» Updated the EMS Clinician column to authorize EMTs and
AEMTs to perform the skill

* 12-lead ECG

cot, s e e snuces — » Updated “Chest discomfort/pain and/or signs and

age: 1 of
SUBJECT: TREATMENT PROTOCOL — SKILLS LIST Date: 07/01/2024

symptoms suggestive of myocardial infarction (e.g.,
dyspnea, upper abdominal pain, fatigue)” for indications

‘Should be Used routinely during infubations.

g o « External cardiac pacing
e e AN — * Removed the following comments:
— « Begin at rate 60/min
'  Dial up until capture occurs, usually between 50 and
100 mA
* Increase by a small amount, usually about 10%, for

ongoing pacing

SANDIEGOCOUNTYEMS.COM




S-104

Skills List Revisions
* Intubation: ET/Stomal

« Removed “Able to adequately ventilate with BVM” from
contraindications

* Intubation: ET/Stomal
* Removed the following comments:

« Exception to the mandatory use of EtCO, prior to
intubation with ET tube/PAA

* When the patient presents with intractable vomiting
or airway bleeding, initial airway management
should be focused on clearing of the airway with
positioning of the patient (i.e., logrolling), and
suctioning of the mouth and oropharynx.

* If the airway assessment determines that it is still
necessary to intubate the patient after clearing the
airway, an ET tube/PAA may be inserted prior to
obtaining EtCO, readings to secure airway:

COUNTY OF SAN DIEGO EMERGENCY MEDICAL SERVICES
POLICY/PROCEDURE/PROTOCOL age: 1 of
SUBJECT: TREATMENT PROTOCOL — SKILLS LIST Date: 07/01/2024

SANDIEGOCOUNTYEMS.COM




S-104

Skills List Revisions
* Intubation: Perilaryngeal airway adjuncts

» Removed “Able to adequately ventilate with BVM” from
contraindications

» Removed the following comments:

o  Exception to the mandatory use of EtCO, prior to
e intubation with ET tube/PAA
‘ ” * When the patient presents with intractable vomiting
or airway bleeding, initial airway management
should be focused on clearing of the airway with
positioning of the patient (i.e., logrolling), and
suctioning of the mouth and oropharynx.

* If the airway assessment determines that it is still
necessary to intubate the patient after clearing the
airway, an ET tube/PAA may be inserted prior to
obtaining EtCO, readings to secure airway.

SANDIEGOCOUNTYEMS.COM




S-104

Skills List Revisions
» Length-Based Resuscitation Tape (LBRT)
» Removed “Children 237 kg use adult medication

dosages (using pediatric protocols) regardless of age
or height” from comments

COUNTY OF SAN DIEGO EMERGENCY MEDICAL SERVICES
POLICY/PROCEDURE/PROTOCOL age: 1 of
SUBJECT: TREATMENT PROTOCOL — SKILLS LIST Date: 07/01/2024

New Additions

* 12-lead ECG

T — » Added “Signs and symptoms of arrhythmia (e.g.,
. syncope, near syncope, palpitations)” to indications

Unstable SUT

Unstable Atris! FirillstioniFlutter with HR 210 | =3unelent

Occlusive cressing designed for tresting open
chest wound

SANDIEGOCOUNTYEMS.COM




S-104

Skills List New Additions

« External cardiac pacing
» Added the following comments:

« Set rate and energy per manufacturer’s
recommendations

i e * Increase energy setting until capture occurs, usually

S B between 50 mA and 100 mA

 After electrical and mechanical capture achieved,
increase energy by 10%

« |If patient remains hypotensive, increase rate in 5 bpm
increments (not to exceed 100 bpm) to achieve and
maintain adequate perfusion

COUNTY OF SAN DIEGO EMERGENCY MEDICAL SERVICES
oL

SANDIEGOCOUNTYEMS.COM




S-104

Skills List New Additions

* Intubation: ET/Stomal
» Added the following comments:

 |If assessment rules out airway obstruction, but EtCO2

remains zero despite effective BVM ventilation
(including OPA/NPA placement), a PAA may be placed.
R — e « For patients with intractable vomiting or airway
bleeding, initial management should focus on clearing
the airway with patient positioning (i.e., logrolling), and
mouth and oropharynx suctioning.

INTY OF SAN DIEGO EMERGENCY MEDICAL SERVICES
oL

SANDIEGOCOUNTYEMS.COM




S-104

Skills List New Additions

 Intubation: Perilaryngeal airway adjuncts
» Added the following comments:

 |If assessment rules out airway obstruction, but EtCO2

remains zero despite effective BVM ventilation
(including OPA/NPA placement), a PAA may be placed.
R — e « For patients with intractable vomiting or airway
bleeding, initial management should focus on clearing
the airway with patient positioning (i.e., logrolling), and
R T mouth and oropharynx suctioning.

‘Consider transport to facilty with hyperbaric chamber for suspected carbon
inthe i .

I - * Intraosseous
e V. » Added “AEMT: Authorized to establish and maintain IO
BT access in a pediatric patient only” to comments

INTY OF SAN DIEGO EMERGENCY MEDICAL SERVICES
oL

SANDIEGOCOUNTYEMS.COM




S-104

Skills List

New Requirements for EtCO, Prior to Intubation

COUNTY OF SAN DIEGO EMERG!
POLICY/PROCEDURE/PROTOCO!

ENCY MEDICAL SERVICES
L

SUBJECT: TREATMENT PROTOCOL — SKILLS LIST

No. 5104
Page: 1 0f 13
Date: 07/01/2024

Golor code identifies the level of EMS clinician suhorized to parform each skil

o

LEMSA Medics! Director per 22 CCR § 100083 (b

o TTe—T |

[ Actores b st e

tion and local pratocal

[
]

[ |

INDICATION

COMMENTS

ougie

Parsmedic

Assist with intubations

‘Should be Used routinely during infubations.

Afier aitempting to view with laryngoscope, may use to assist ET placement
# unabie to fully visualize vocsl cords.

Carbaxyhemegiatin
monitar

EMT
AEMT
Paramedic

‘Suspested or known carbon monoxide expasure

‘Consider transport to facilty with hyperbaric chamber for suspected carbon
inthe i .

Synchronized
cardioversion

Unstable UT
Unstable SUT

Unstable Atris! Fibrillstion/Flutter with HR 2180

If defibrilator unsble fo
el o biphssic:

Remoua chest transdermal medication patches prior fo cardioversian.

Chestseal

Occlusive cressing designed for tresting open
chest wound

Respiratory Distress: Suspected CHF/ cardiss
nigin

Respiraory Distress: Suspectad nan-cardiac
anigin.

Drowning with respirstory distress

Non-verbe| pstients with
poor headineck tone may
b= foc obtundsd for
CRAR

cPR

SBF <00 mmig
Vemiting

Age<is

Passible preumothorax

Facial trauma

Unsble to maintsin sinisy

CPAP may be usad anly in patients alert anough to follow direstion and.
caoperate with the sssistance. BVM-assisted ventiistion is the appropriate
aliemative.

cRa Sously for patients wil
pulmanary fiorasis. Start low and tirste pressure.

HEPA fiters with

Establishment of EtCO; prior to intubation:

The presence of EtCO2 greater than zero is required prior to ET tube/PAA
placement.

s |If assessment rules out airway obstruction, but EtCO2 remains zero
despite effective BVM ventilation (including OPA/NPA placement), a
PAA may be placed.

+ For patients with intractable vomiting or airway bleeding, initial
management should focus on clearing the airway with patient
positioning (i.e., logrolling), and mouth and oropharynx suctioning.

+ Immediately following insertion of an advanced airway, persistent
EtCO: waveform and reading (other than zero) must be maintained or
the ET tube/PAA must be removed.

It EtCO:2 drops to zero and does not increase with immediate
troubleshooting, extubate, and manually ventilate the patient via BVIM.

Continuous capnography monitoring after ET/PAA insertion is required.

Report and document at a minimum:
+ capnography value, presence of waveform, abdominal sounds, and
lung sounds before and after advanced airway placement;
+ at each patient movement, and;
» at the transfer of care.

When moving an intubated patient, apply C-collar prior to moving to
minimize head movement and potential ET dislodgement.

SANDIEGOCOUNTYEMS.COM
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P-115

Revisions

Medication List * Format updated to have each medication listed on a
S L single page with the following information:

7
4 COUNTY OF SAN DIEGO [ ] C I
. EMERGENCY MEDICAL SERVICES MEDICATION LIST aSS

Diate: 7172025 Page 1 of 27

» Mechanism of action
- -

YELLOW mlﬁﬂdﬁ;ﬂ:ﬁi&%@rperTmeﬂ. Division 8., Chapter 3.1, § 100088.02" or by ) Indlcatlons

GREEN Authorized by state regulation and local protocol

 Contraindications
This document contains the authorized medications for EMT/AEMT/Paramedics to administer when on-duty as part of the

organized EMS system, while at the scene of a medical emergency or during transport, or during interfacility transfer. [ ] D OS e

* Adverse effects
* Notes

DISCLAIMER: PRINTED COPIES ARE FOR REFERENCE OMLY. PLEASE REFER TO THE ELECTROMNIC COPY FOR THE LATEST VERSION
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P-117

ALS Pediatric Drug Chart

Revisions

» Grey /Pink

» Updated NG tube size to “5-8” to have a range and align with
LBRT recommendations

» Atropine (Organophosphate) IV/IO — Concentration

COUNTY OF SAN DIEGO EMERGENCY MEDICAL SERVICES Number P-117

POLICY | PROCEDURE | PROTOCOL Page 10f7

SUBJECT: PEDIATRIC TREATMENT PROTOCOL Date 07/01/2025
ALS PEDIATRIC {<15) DRUG CHART

Newborn to 6 months

3]

LBRT Color:

Age Range:

Weight Range:

Approximate kg:
Approximate |bs:
NG tube size:

<8 kg
S5kg Defib:

1st ond 3
10J 20J 20J

10 Ibs, . Cardinvert_SJ 10J 10J

5-8 Fr

biphasic energy dose)

Normal vital signs |

(or
HR: 100-160 RR: 25-60

VoL MEDICATION

[ sBP: 60 mmHg

CONCENTRATION

Acetaminophen DO NOT ADMINISTER

02mL

Adenosine IV 1=

6 mg/2 mL

0.4mL

Adenosine [V 2n4/3

6 mg/2 mL

6 mL

Albuterol

2.5mg/3 mL

0.5mL?

Amiodarone (VF/Pulseless VT¢) IV/IO

150 mg/3 mL

1mL

Atropine (Bradycardia) IV/IO

1 mg/10 mL

0.3 mL* Atropine (O

phate) IVIO

8 mg/48-20 mL

1mL

Calcium Chloride IV/IO

1.gm/M0 mL

24 mL

Charcoal PO

50 gm/240 mL

25 mL

Dextrose 10% IV

25 gm/250 mL.

01 mL

Diphenhydramine IV/IM

50 mg/1mL

0.1 mL* Epinephrine IM

11,000 1 mg/l mL

0.5mL

Epinephrine IV/IO

1:10,000 1 mg/10mL

0.5mL

Epinephrine (Push-Dose) IV slow/IO

1:100,000 0.1 mg/10 mL

25mL

Epinephrine Nebulized

1:1,000 1 mg/1 mL

01 mL

Fentanyl IV

100 mcg/2 mL

0.1mL

Fentany! IN

100 mcg/2 mL

0.3 mL* Glucagon IM

1 unit (mg)/1 mL

1.25mL Ipratropium Bromide Nebulized

0.5 mg/2.5 mL

03 mLx? Lidocaine 2% IVIIO

100 mg/5 mL

0.1mL

Midazolam IV slow

5 mgM mL

02mL

IN/IM

5mg/1 mL

NONE

Morphine Sulfate IV/IM

10 mg/1 mL

0.5mL

Naloxone IN/IM/IV

2 mg/2 mL

SmL

Naloxone IV titrated increments

Diluted to 1 mg/10 mL

100 mL Normal Saline Fluid Bolus

Standard

1mL

Ondansetron IM/IV (6 months - 3 years)

4 mg/2 mL

Ya tablet Ondansetron QDT (6 months - 3 years)

4 mg tablet

5mL

Sodium Bicarbonate IV

50 mEQ/50 mL
—

.
o

Neonates involve base physician
To assure accuracy, be sure the

is used

Volume rounded for ease of administration
Dosing for stable VT per BHPO

» Updated concentration from “8 mg/10 mL” to “8 mg/20 mL”"

SANDIEGOCOUNTYEMS.COM



S-

Altered Neurologic Function
(Non-Traumatic)

123

TREATMENT PROTOGOL | 8123

ﬂ COUNTY OF SAN DIEGO

ALTERED NEUROLOGIC FUNCTION
(NON-TRAUMATIC)

J': i EMERGENCY MEDICAL SERVICES

Date: 720247112025 Page 1 of 1

BLS

ALS

# Ensure patent sinwvay

* O saturation, Gz and/or ventilate PRN

# Spinal motion restriction PRN

# FPosifion on affected side if difficulty managing
secretions

# Do not allow patient to walk

+ Restrain PRMN

» Monitor blood glucose

Use with caution in opicid-dependent, pain-
management patients®
# Maloxone 4 mg via nasal spray prelocadad
single-dose davice. Administer full doss in one
nastril

# Maloxone 2 mg via stomizer and syrings.
Administer 1 mg into esch nostril

EMT= may assist family or fiend to medicate with

Symptomatic suspected opicid OD with RR =12,

» Monitor/EMGECE
= Capnography-FRMH
Ao Y

Symptomatic suspected opicid OD with respiratory
depression (RR<12, 5p0,=<36%, or EtCO; 240 mmHg).
Titrate slowly in opicid-dependent patients
» Mzloxone 2 mg INIMIY, MR . Titrate IV doze fo affect, to
drive the respiratory effort
OR
# Malovone 4 mg via nasal spray preloaded single-dose
device. Administer full dese in ene nostril, MR *

» [f patient refuses transport, give additional naloxone 2 mg
IV
OR

# Maloxone 4 mg via nasal spray preloaded single-dose
device. Administer full dese in ene nostril, MR *

patient's prescribed nal iin sympti it

atic hypoglycemia with altered LOC or

suspected opioid OD

Suspected hypoglycemia or patient’s blood
sugar is =60 mg/dL
» [f pafient is swaka and able to manage oral
secretions, give 2 oral glucose fabs or paste
(15 gm total)
» Patient may est or drink. if able
# If pafient is unconscious, MPO

Stroke/TIA
» Treat per Stroke and Transient Ischemic Attack
(5-144)
» Pediatric pafients presenting with stroke:
symptoms should be transported to Rady
Children’s Hospital

Seizures
» Protect sinway and protect from injury
# Treat associated injuries

ponsive to oral gl agents
» Dextrose 25 gmi IV if BS <80 mgidL *
+ [f pafient remains symptomatic and BS remains <80 mgddL.
MR ¥
* fne IV, glusagon 1 mL IM if B <80 mgidL *

itk diabetia hick

ymptomatic hypergly :
» 500 mL fluid bolus VIO if BS 2350 mgidL or reads “high,”:
ifno rales MR x1 %

Status epilepticus (generalized, ongoing, and recurrent
seizures without lucid interval)

# Patients 240 kg: midazolam 10 mg IM

# Patients <40 kg midazolam 0.2 mg'kg IM

If vascular access present
» Midazolam 0.2 mg/kg VIO to max dose of 5 mg, MR
=1 in 10 min. Mazx 10 myg fotal, d'c if seizure stops

Partial seizure lasting =5 min (includes seizure time prior
to arrival of prehospital provider)
» Midazolam 0.2 mg/lg INIM/IWAIO to max dose of 5 mg. MR
=1 in 10 min. Max 10 mg tofal, dic if seizure stops

Eclamptic seizure of any duration
= Treat per Obstetrical Emergencies | Mewbomn Deliveries
(5-133)

@ Per Title 22, Division 0, Chapter 2.39, § 100027.03 Fi%e 23 Chapter 1.5 § 100040 public safety personnel may
MEASE REFER TO THE ELECTROMIC COPY FOR THE LATEST VERSION

Revisions

« ALS

» Removed “with diabetic history” from
symptomatic hyperglycemia indication

SANDIEGOCOUNTYEMS.COM




TREATMENT PROTOCOL | 5124

COUNTY OF SAN DIEGO

EMERGENCY MEDICAL SERVICES

BURNS

Date: FEH202471/2025 Page 1 of1

BLS ALS
» Mave patient to safe environment » Monitor EXGECG
» Bresk contact with causative agent 0 ®
# Ensure patent sirway, O.. andlor ventilate + Capnography-RRH
FRN # Treat pain per Pain Management Protocol
(S-141)

* O saturation FRMN
» Treat other life-threatening injuries
# Carboxyhemeoglobin monitor PRM, if available | For patients with =20% partial-thickness or =5%
full-thickness burns and =15 years
Thermal burns * 500 mL fluid bolus V10
+ For burns <10% BS5A, stop burning with non-
chilled water or saline
# For burns. =10% BSA, cover with dry
and kesp patient warm
» Do not allow patient to become hypothermic

R Respiratory distress with hmnchospasm'
SR Ls & mL via nebulizer, MR *

Toxic inhalation (e.g., CO exposure, smoke,
gas)
* Move patient to safe environment
» 1003 O2 via mask
» Consider transport to facility with hyperbaric
chamber for suspected GO poisoning,
particularly in unconscious or pregnant
patients|

Chemical burns.
# Brush off dry chemicals
# Flush with copious amounts of water

Tar burns
# Do not remove tar
» Cool with water, then transport

Contact UCSD Base Hospital for patients meeting burn center criteria®
See Base Hospital Contact/Patient Transportation and Report {(5-415)

tBurn center criteria

Patiznts with burns invohing

# =20% partial-thickness or =5% full-thickness burns ower BEA

# Suspected respiratory invohrement or significant smoks inhalstion
# Circumferantial burn or isfssyr-bum to face. hands, feet, or perineum
® Electrical injury due to high voltage (2=428-1,000 volts)

hout ized infect ure, substitue with MO, if available

DISCLAIMER: PRINTED COPIES ARE FOR REFERENCE ONLY. PLEASE REFER TO THE ELECTRONIC COPY FOR THE LATEST VERSION

(N2
& i3
Yy mEDICA

Revisions

« Updated the following burn center criteria language:

« “Circumferential burn or burn to face, hands, feet, or
perineum”

» “Electrical injury due to high voltage (=1,000 volts)” from
“(>120 volts)”

SANDIEGOCOUNTYEMS.COM




S-126

Discomfort / Pain of
Suspected Cardiac Origin

TREATMENT PROTOCOL $-126

& COUNTY OF SAN DIEGO DISCOMFORT / PAIN OF SUSPECTED

-’:/,..-— EMERGENCY MEDICAL SERVICES CARDIAC ORIGIN
— Date: FH20247 112025 Page 1 of 1

ALS

» Ensure patent ainvay » Monitor'EMGECG
* Oy saturation FRN on®
» Use supplemental O: to maintain sefuration at » Obtain 12-lead EKGECS
b4-02% # Repest 12-lead EkG-ECG after arhythmia conversion
* O and/or ventilate PRM or any change in patient condition’
+ Minimize patient exsrtion, including walking, » If STEMI suspected, immediataly notify BH, r: it 12-
‘when possible lead EXE-ECS to appropriate STEMI receiving center
+ If SBP =100 mmHg, may assist patient to self- and transport’
medicate own p ibed MTG 5L (maxi » Report LBEE, REBEB or poor-quality EMGECG
2 doses, including those the patient has * Aspirin 324 mg chewsble PO™ *
taken)
* May assist with placement of 12-lead BKG-ECG | If SEP =100 mmHg
leads * NTG' 0.4 mp SL. MR g2-5 min *

* May assist patient to self-medicate own * Treat pain with opicids per Pain Management Protocol
presecribed aspirin up to 8 max dose of 325 mg (5-141)

Discomfort/pain of suspected cardiac origin with
associated shock
+ 250 mlL fluid bolus WiI0 with mo rales, MR to maintsin
SEF =00 mmHg ¥

If BP refractory to second fluid bolus
# Push-dose epinephrine 1:100,000 (0.01 mg/mL} 1 mL
W3, MR g2 min, tifrate to SBF 280 mmHg

Push-dose epinephrine mixing instructions
1. Remove 1 mL normal saline (MS) from the 10
mL MS syringe
2. Add 1 mL of epinephrine 1:10.000 (0.1 mgimL}
1o B mL M5 syringe
The micture now has 10 mL of epinephrine at 0.01
mgfmL {10 megiml) conceniration.

* W s eontraindicated in patients who have tiken sreciil dystuncion medicaticns such s sidenafil (Viagra@), tadaafil (Cialiw), and vardenabl
{Levierar®] within 48 hours; nd pulmonary hypertension medications such as sikienail (g, and sparpsioc sadivm ard i
Do e delay rarsport far a repet 1 2-lead SKEECE

* Iirenecliately sansmit 12-od BG-ECG b recening hasitel far suspecied STEMI patisrs regandiess of patient prasentition

* Aiminister sszain even il dscombceUpmn his resalved. IF aspinn = net given, Sacurent the resn

© Aspirin iy ke withhekd if an equivaient dose has been adminisiered by 2 healtheare professional

DISCLAMER: PRINTED COPIES ARE FOR REFERENCE ONLY. PLEASE REFER TO THE ELECTROMIC COPY FOR THE LATEST VERSION

Revisions

« ALS
« If SBP >100 mmHg

« Updated “Treat pain with opioids per Pain
Management Protocol (S-141)"

SANDIEGOCOUNTYEMS.COM




S-127

CPR / Arrhythmias

TREATMENT PROTOCOL | S-127

CPR / ARRHYTHMIAS

Date: 72024 Page 1 of 11

[all

SCL

ALS

# Continuous compressions of 100-120min
with ventilation rate of 10-12/min

# Use metronome or other real-time
audiovisual feedback device

» Rotste compressor at least every 2 min

+ Manitor G saturation

VAD
# Perform CPR
# Contact BH for additional instructions.

TAH
# Contact BH for instructions

» Apply AED during CFR and analyze as soon
as ready

# Apply defibrillator pads during CPR. Defibrillate
immediately for VF/pulseless WT.

- Ao

« Capnography with waveform and value

# ET/PAA without intermupting compressions

* NGOG tube PRM

# Provide cardiac monitor data to agency QAQI
departrnent

Team leader priorities
» Manitor CFR quality, rate. depth, full chest
recoil, and capnography value and waveform
+ Minimize infernspfion of compressions (<5 sec)
during E:E-ECG rhythm checks
# Charge manitor prior to rhythm checks. Do not
interrupt CPR. while charging.

VADITAH
# See Adjunct Cardisc Devices section

Capnography
# For EfCCy =0 mmHg, may place ET/PA4A without
interrupting compressions
# If EtCO: rises rapidly during CPR., pause CFR
and check for pulse

Specific protocols (see below)
* Arrhythmiss
# Unstable bradycardia
» Supraventriculsr tachycardia
# Afrial fibrillation | flutter
» entricular tachycardia
# Ventricular fibrillation / pulseless VT
# Pulselass electrical activity / asystole
+ Retumn of Spontaneous Circulation
# Adjunct Cardiac Devices
+ Termination of Resuscitation
» Exdr. poreal Cardiopulmonary Resuscit
(ECFR) Criteria

AIMER: PRINTED COPIES ARE FOR REFEREMCE ONLY. PLEASE REFER TO THE ELECTRONIC COFY FOR THE LATEST VERESION

Revisions

» Unstable Bradycardia

* Removed the following comments for external cardiac
pacing:

» Begin at rate 60/min

 Dial up until capture occurs, usually between 50 and
100 mA

* Increase by a small amount, usually about 10%, for
ongoing pacing

» Ventricular Tachycardia

» Updated “Lidocaine 1.5 mg/kg IV/10, MR at 0.5 mg/kg
IV/IO g5 min to max 3 mg/kg ” from “q8-10"

e Ventricular Fibrillation / Pulseless VT

» Updated “Epinephrine 1:10,000 1 mg IV/IO g3-5 min,
begin after second defibrillation”

SANDIEGOCOUNTYEMS.COM



S-127

CPR / Arrhythmias

TREATMENT PROTOCOL | 8127

COUNTY OF SAN DIEGO
EMERGENCY MEDICAL SERVICES

CPR / ARRHYTHMIAS

Date: 7i1/2024 Page 1 of 11

BLS

ALS

# Continuous compressions of 100-120min
with ventilstion rate of 10-12/min

# Use metronome or other real-time
audiovisual feedback device

» Rotste compressor at least every 2 min

# Use mechanical compression device (unless
contraindicated)

# O; andiior ventiate with BWM

+ Manitor G saturation

» Apply AED during CFR and analyze as soon
as ready

VAD
# Perform CPR
# Contact BH for additional instructions.

TAH
# Contact BH for instructions

» Apply defibrillator pads during CPR. Defibrillate
immediately for VF/pulseless WT.

- Ao *

« Capnography with waveform and value

# ET/PAA without intermupting compressions

* NGOG tube PRM

# Provide cardiac monitor data to agency QAQI
departrnent

Team leader priorities
» Monitor CFR quality, rate. depth, full chest
recoil, and cap hy value and
+ Minimize internapfion of compressions (<5 sec)
during E:E-ECG rhythm checks
# Charge manitor prior to rhythm checks. Do not
interrupt CPR. while charging.

VADITAH
# See Adjunct Cardisc Devices section

Capnography
» For EtCO; =0 mmHg, may place ETIPAA without
interrupting compressions
# If EtCO: rises rapidly during CPR., pause CFR
and check for pulse

Specific protocols (see below)
* Arrhythmiss
# Unstable bradycardia
» Supraventriculsr tachycardia
« Afrial fibrillation | flutter
» entricular tachycardia
# Ventricular fibrillation / pulseless VT
# Pulselass electrical activity / asystole
+ Retumn of Spontaneous Circulation
# Adjunct Cardiac Devices
+ Termination of Resuscitation
#E | Cardiapul ry
(ECFR) Criteria

B e

DISCLAIMER: PRINTED COPIES ARE FOR REFERENCE ONLY. PLEASE REFER TO THE ELECTRONIC COPY FOR THE LATEST VERSION

Revisions

» Pulseless Electrical Activity
« CaCl, dose updated from “500 mg” to “1 gm” and
removed repeat dose
* Adjunct Cardiac Devices

« Updated “Lidocaine 1.5 mg/kg IV/10, MR at 0.5 mg/kg
IV/10 g5 min to max 3 mg/kg” from “g8-10"

SANDIEGOCOUNTYEMS.COM
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S-127

CPR / Arrhythmias New Additions
« Unstable Bradycardia
emmeRorore. 8427 « Added the following comments for external cardiac pacing:

CPR / ARRHYTHMIAS

— — « Set rate and energy per manufacturer’s
recommendations

# Continuous compressions of 100-120min # Apply defibrillator pads during CPR. Defibrillate
with wentilation rate of 10-12/min immediately for VF/pulseless WT.

+ U e cer e B * Increase energy setting until capture occurs, usually

I = e between 50 mA and 100 mA

# O andior ventilate with BWM department
+ Manitor G saturation

i Dt st Yot - After electrical and mechanical capture achieved,
e B et increase energy by 10%

Vot o s >, « |If patient remains hypotensive, increase rate in 5 bpm

# See Adjunct Cardisc Devices section

v o increments (not to exceed 100 bpm) to achieve and

# For EtCOy: =0 mmHg, may place ET/PAA without

interrupting compressions

R s oo e maintain adequate perfusion

Specific protocols (see below)
* Arrhythmiss
# Unstable bradycardia

+ Supraventriculsr tachycardia

» Atrisl fibrillation / fiutter TExternal cardiac pacing

» entricular tachycardia

? dertides et useies VT o Setrate and energy per manufacturer's recommendations

+ Retumn of Spontaneous Circulation

B e Increase energy setting until capture occurs, usually between 50 mA and 100 mA
bttt o ¢ After electrical and mechanical capture achieved, increase energy by 10%
(ECFR) Criteria
L

If patient remains hypotensive, increase rate in 5 bpm increments (not to exceed 100 bpm) to achieve and
maintain adequate perfusion

DISCLAIMER: PRINTED COPIES ARE FOR REFERENCE ONLY. PLEASE REFER TO THE ELECTRONIC COPY FOR THE LATEST VERSION
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S-131

Hemodialysis Patient

‘R% COUNTY OF SAN DIEGO
EMERGENCY MEDICAL SERVICES

TREATMENT PROTOCOL | S-131

HEMODIALYSIS PATIENT

Date: 7/11/2024 Page 1 of 1

BLS

ALS

« Ensure patent airway
« O, saturation
» Give 02 to maintain SpO2 at 94% to 98%
« Ventilate PRN

+ Monitor/EKGECG
+ Determine time of last dialysis
+ IV in upper extremity without working graft/AV fistula ®

For immediate life threat only

+ EJ/IO access preferred over accessing percutaneous dialysis
catheter (e.g., Yascath) or shunt/graft

+ Monitor and administer via existing dialysis catheter
(aspirate 5 mL prior to infusion®)

» Access graft/AV fistula

Fluid overload with rales
« Treat CHF per Respiratory Distress Protocol (S-136)

5 d hyperkalemia (e.q.. peaked T-waves or

{widened QRS complex. )

« Obtain 12-lead EKGECG

+ lfwidened QRS complex, immediately administer CaCl.
5001 mg-gm VIO

» NaHCO, 1 mEg/kg VIO

«+ Continuous albuterol/levalbuterol 6 mL via nebulizer *

dialysis with

For pati not on

hyperkalemia

+ Obtain 12-lead EKGECG

« If findings consistent with hyperkalemia (e.q., peaked T-
waves or widened QRS complex-or peaked T-waves),
contact base hospital

*Dialysis catheter contains concentrated dose of heparin, which must be aspirated prior to infusion

Revisions

« ALS

» Updated “Suspected hyperkalemia (e.g., peaked T-waves or
widened QRS complex)”

+ CaCl, dose updated from “500 mg” to “1 gm”

New Additions

« ALS
» Added the following treatment:

» For patients not on hemodialysis with suspected
hyperkalemia

e Obtain 12-lead ECG

« If findings consistent with hyperkalemia (e.g., peaked
T-waves or widened QRS complex), contact base
hospital

SANDIEGOCOUNTYEMS.COM




S-134

Poisoning / Overdose Revisions
ALS

Suspected calcium channel blocker OD (SBP <90 mmHg)

ot CaCl, dose updated from “500 mg” to “1 gm” and
Eim% POISONING / OVERDOSE removed repeat dose

—_— Date: 7/4/202471/2025 Page 1of2

et
Yy mEDICA

BLS ALS

+ Ensure patant aiway + Monitor/EKEECG
+ 02 satursticn PRN o

+ O2 andior ventiiste PRN + Capnography RN
+ Monitor blood glucose PRN
+ Carboxyhemoglobin monitar FRN, if svsilsble | Ingestions

+ Assure patient has gsg reflex snd is
Ingestions «1f nat vamiting and vathin 80 min, sctivated d\amnal 50
« Identify substance gm PO ingastion with any of the following *
« Transport pill bottles and contsiners with 1. Acstaminophen
patient, FRM 2. Colshicine
. Eata blockers
skin contamination® . Calcium channel blockers
+ Remove clathes . Salicylates
+ Brush off dry chemicals . Sodium valproste
« Flush with copious wster Oral anticosgulants fincluding rodenticides)
Faraquat
Toxic inhalation (g, CO exposure, smoke, 9. Amanita mushrooms
gas 0. Recommendstion by Poison Control Center
+ Move patient to safe environment
» 1003 D2 via mask Symptomatic suspected opioid OD with
» Consider transpaort to facility with i (RR<12, Sp02<96%, or
chamber for suspected GO poisoning, EICO2 240 mmHg). Titrate slowly in opioid dependent
particularty in UnoonSCiouS of pragnant patients
. + Nakaxone 2 mg INMAY, MR *. Tirate IV dose to
patients effect. to drive the respiratory effort
Symptomatic suspected opicid OD with RR OR
42 Use with caution in opioid-dependent, « Nalaxone 4 mg via nasal spray prelosded single-dose
pain-management patients® device. Administer full dess in one nostril, MR
+ Naloxone 4 my vie nesel spray prelosded
single-dose device. Administer full dose in cne | * I Petient refuses ransport, give addifions! naloxens 2
nastril mg I *
OR OR
+ Naloxone 2 mg via stomizer and syrings. + Naloxone 4 my vis nesal soray prelosded single-dose
Administer 1 mg into each nostrl device. Administer full dese in ene nostril, MR

EMTz may sssist family or friend to medicate with n
patients prescribed na\nwona in symptomatic  Atropine 2 mg VIO
suspected opioid O + For continued signsisymptems of SLUDGE/BEE,
double prier atropine dose W/IC 53-6 min
Hyperthermia from suspected stimulant
intoxication Extrapyramidal reactions.
« Initiste cosling messures » Diphenhydramine 50 mg slow 1M
* Cbtain , if possitle

DISCLAMER: PRINTED COPIES ARE FOR REFERENCE ONLY. PLEASE REFER TO THE ELECTRONIC COPY FOR THE LATEST VERSION
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S-

135

Existing Devices
and Me

dications

TREATMENT PROTOCOL 3-135

COUNTY OF SAN DIEGO
EMERGENCY MEDICAL SERVICES

EXISTING DEVICES AND MEDICATIONS

Date: FH2024711/2025 Page 10of1

BLS

ALS

# If patient or accompanying person able to
manage existing device, proceed with
tramspaort

+ Bring back-up equipment/batteries as
appropriste

i lyte andlor gl
containing peripheral IV lines
» Maintsin at preset rates

Established IV pumps or other existing
devices

Criteria for use of existing peripheral vascular
access with external port
» Far immediste lifie threat only
# ENID access preferrad over accassing
percutaneous dislysis catheter (e.g., Maseath) or
shuntigraft
* Monitor and administer via existing dislysis
catheter (aspirate § mL prior to infusion®)
OR

* Access graftAV fistula

Assist with administration of physician-

# Contact BH for direction, if person
for eperating IV pump or device is unable to
accompany patient and manage I during
transport

BH may only direct BLS personnel to leave
device as found or turn the device off, then
transport patient or wait for ALS arrival

Transdermal medication
# Remove patches PRM (2.g., unstable, CPR
status)

Transports to another facility or home
administration
# IV solutions with added medications or other
ALS freatment/monitoring modalities require

ALS personnel {or RM/MD) in attendance
during transport

end if there is a central line

» No waiting period is required sfter medication

+ Cap end of catheter with device that cocludes

self- 'y
ication® [fe.g., hyc isone (Solu-Gartef ) for
‘Congenital Adrenal Hyperplasial
= Paramedics may assist patient¥asily-surmogate
with the administration of te-aree-up-anrd
- Qency icati prescribed for
self-adminisiration with BHO

P

Intubated patients with agitation and potential for
airway compromise
® Midazolam 2-5 mg IMANTY. MR x1 in 5-10 min

Note: Exisfing devices and icati include physici zribed medications.

* Dialysis catheter contsins concentrated dose of heparin, which must be aspirsted prior to infusion

@ Per Title 22, Division 0. Chapter 3.1, § 100068.02F8a 23_Chaptes 2 £ 100083 EMS clinicizns may “assist

patients with the sdmini of p

DISCLAIMER: PRINTED COPIES ARE FOR REFERENCE ONLY.

ribed ... self-admini: d emergency medications..."]

PLEASE REFER TO THE ELECTRONIC COPY FOR THE LATEST VERSION

(N2
& i3
Yy mEDICA

Revisions

« ALS

 Assist with administration of physician-prescribed
self-administered emergency medication

» Updated language “Paramedics may assist
patient/surrogate with the administration of
emergency medications prescribed for self-
administration BHO”

SANDIEGOCOUNTYEMS.COM




S-136

Respiratory Distress

TREATMENT PROTOCOL | 5-136

® COUNTY OF SAN DIEGO
EMERGENCY MEDICAL SERVICES.

RESPIRATORY DISTRESS

Date: F4202471/2025 Page 1 of 1

BLS

 Ensure patent sinwsy

# Reassurance

# Dislodge any airway obstruction. Treat per
Airway Obstruction Protocol (S-121)

# (02 saturation

# (02 and/or ventilate PRM

+ Transport in position of comfort

# Carboxyhemeglobin monitor PRM, if available

# May =ssist patient to self-medicate own
prescribed MD| once only. BH contact
required for additional dose(s)

Toxic inhalation {e.g., CO exposure, smoke,
gas)
# Move patient to safe environment
* 100% O via mask
» Consider transport to facility with hyperbaric
chamber for suspected CO poisoning for
unconscious or pregnant patients

Croup-like cough
» ferosolized saline or water § mbL via O2-
powered nebulizer'mask, MR FRM

* MonitorEG-ECG

# Intubate PRMN
» NGOG PRN

Suspected CHF/cardiac origin
* NTG' SL
» If systolic BP =100 but <150: NTG 0.4 mg 5L, MR
q3-5 min *
* If systolic BP 2150: NTG 0.8 mg 5L, MR g3-5 min *
* CPAP 5-10 emH.0

Suspected non-cardiac origin®
» Albuterol/Levalbutercl & mL vis nebulizer, MR
# Ipratropiumn bromide 2.5 mL 0.02% via nebulizer added to
first dose of albuterollevalbutercl
# CPAP 5-10 cmH.0

Unable to tolerate CPAP
# Midazolam 0.5-1 mg IM/IMNTY

Sewere respiratory distressifailure or inadequate
to ized treatment: id

History of asthma or suspectad sllergic reaction
» Epinephrine 0.5 mg 1:1,000 IM, MR x2 g5 min *

Intubated patients with agitation and potential for airway
compromise
# Midazolam 2-5 mg IMINTY, MR =1 in 5-10 min

Notes:

# For respirstory amest. immediately start BYM ventilation

# Use caution with CPAP in patients with COPD:; start low and fitrate pressure

+ Epinephrine IM: Use caution if known cardiac history. history of hypertension, SEP =150 mmHg, or age =40
# Fireline paramedics without access to O: may use MDI

TR irclicabed i patients who have kb il

{Lervitra®) within 48 hours; and pulmo:

eatiare such as sierafl (Visgra), tadalail (Cialisd), and vardenafl
2. sikienafl (B, and gpopsoatel sodiurn (Elps) and (M)

oary CE
# Infiaction confrol: f concerned about serosolized nfectious exposure,

, an
subistitute with MO, if avaitable.

DISCLAMMER: PRINTED COPIES ARE FOR REFERENCE ONLY. PLEASE REFER TO THE ELECTROMNIC COPY FOR THE LATEST WERSION.
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New Additions

 ALS
» Added the following treatments:
« Unable to tolerate CPAP
« Midazolam 0.5-1 mg IM/IN/IV

 Intubated patients with agitation and potential for
airway compromise

« Midazolam 2-5 mg IM/IN/IV/1I0, MR x1 in 5-10 min

SANDIEGOCOUNTYEMS.COM




S-139

Trauma Revisions
« BLS

| * Removed the following:
TREATMENT PROTOCOL 5-139
TRAA * Blunt traumatic arrest

« Consider request for pronouncement at scene
e T BHPO per Prehospital Determination of Death

» Control obvious blesding » Gapnography. Maintain E{CO2 35-45 mmig FRN

« Spinal motion restriction per Skills List (S-104) | » Treat psin per Pain Management Frotocal (5-141)
except in penatrating traumsa without ro OCO -
neurological deficits SBP <30 mmHg or signs of shock
+ 02 saturation. Maintain Sp02 at 84% o 08% |  * 500 mL fiuid bolus V10, MR x3 q15 min to maintsin

e N * Penetrating traumatic arrest

least one of the following:

Date: #HH202471/2025 Page 1 of 32

1. SBP <80 .
i it sl 2. Shock index 21.0 (HR = SBF) R I t r n rt
» Cover eviscersted bowel with saline pads Ev 4 external bleding [ J

Chest trauma
» Cover open chest wound with three-sided « Tranexamic =cid 1 gm/10 mL VO, in 50-100 mL NS,

i .
codtm e amagemrg (| o » Consider pronouncement at scene BHPO
tension pneumothaora: de: ) il " F _ .
 Chest s:al PRN g LY with of
extremity or torso =2 hours
Extremity trauma Immediately prior to anticipated relesse
» Splint neurclogically stsble fractures in * 1,000 mL fluid bolus VIO * °
pasition as presented. Traction =plint PRN. * N=HCG, 1 mEg/kg VIO o
« Reduce grossly angulated long bone fractures | G5Ol 556-1 mg-gm VIO over 30 sec-MR-et-in--min
‘with no pulse or sensation PRN ¥ - EKE ECE finding -

) S, - Rene o v « Crush injury requiring extrication with compression of

» Apply gauze or hemostatic dressing PRN
« Toumiguet FRN Grossly angulated long bone fractures

. A N " .

UG e s | et e el extremity or torso 22 hours
tourniquet applicafion Severe i distress with diminished or absent

Impaled objects breath sounds {unilaterally or bilaterally), and SBP =30

i s e e | » CaCl, dose updated from “500 mg” to “1 gm” and

neck if there is total sirway obstruction For nausea

Any s|.|s|?iciol|62fsr:eumlggic_al injury +0 i v:mnit;iu IAMIDDT, MR 51 in 10 min re m Ove d re p e at d O S e

« High-flow C. PRN For traumatic cardiac arrest

» Monitor Sp0:, BF, and HR g3-5 min

 If Sp0; <B0% or hypoventilstion [despite high-
flow O, assist ventilations with BWM

» 1,000 ml fiuid bolus Mo *
# Do not administer epinephrine

DISCLAMMER: PRINTED COPIES ARE FOR REFERENCE ONLY. PLEASE REFER TO THE ELECTRONIC COPY FOR THE LATEST VERSION
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S-139

Trauma

TREATMENT PROTOGOL | 8-139

COUNTY OF SAN DIEGO
EMERGENCY MEDICAL SERVICES

TRAUMA

Date: #HH202471/2025 Page 1 of 32

BLS

ALS

» Ensure patent sinvay

» Protect C-zpine

# Control obvious bleeding

» Spinal motion restriction per Skills List (S-104)
except in penetrating trauma without
neurological deficits

# 02 saturation. Maintain SpO2 at 04% fo 88%

# 02 andfor ventilate at a rate of 10/min PRM

» Keep warm

» Hemostatic gauze

Abdominal trauma
 Cover eviscersted bowel with saline pads

Chest trauma
# Cover open chest wound with three-sided
occlusive dressing. Release drassing if
tension pneumothaorax develops.
# Chest z=al PRM

Extremity trauma

» Splint neurclogically stsble fractures in
position as presented. Traction splint PRM.

» Reduce grossly sngulated long bone fractures
‘with no pulse or sensation PRN

# Direct pressure to control external
hemorrhags

» Apply gauze or hemostatic dressing PRN

» Toumniquet FRN

» In MG, direct pressure not required prior to
tourniquet spplication

Impaled chjects
» Immobilize and leave impzled objects in place
» Remove object impaled in face, cheek, or
neck if there is total sirway obstruction

Any suspicion of neurological injury

» High-flow Cu FRN

» Monitor Sp0:, BF, and HR g3-5 min

 If Sp0; <B0% or hypoventilstion [despite high-
flow O, assist ventilations with BWM

» Monitor’EXEECG
Ao ¥

» Capnography. Maintsin EXCO2 35-45 mmHg FRN
» Treat psin per Pain Management Frotocol (3-141)

SBP <30 mmHg or signs of shock
# 500 mL fiuid bolus WIS, MR x3 g15 min to maintain
SBF 200 mmHg *

Trauma-associated hemorrhage <32 hours prior and at
least one of the following:

1. SBP <00

2. Shock indax 21.0 (HR = SBF)

3. Uncontrolled external bleeding

# Tranexamic scid 1 gm/10 mL NIC, in 50-100 mL NS,
over 10 min

Crush injury requiri ication with ion of
extremity or torso =2 hours
Immediately prior to anticipated release
1,000 mL fluid belus W10 *
» NsHCOD, 1 mEg/kg IWAO
« CaCl; 5BE-1 sag-gm VIO over 30 seo bR xt in 5 min
& G EKG ECG fnding H i
byperkalomis

» Conti 6 mL viz o

Grossly angulated long bone fractures
» Reduce with gentie unidirectional fraction for splinting *

Severe i distress with diminished or absent
breath sounds {unilaterally or bilaterally), and SBP =30
mmHg, and suspected pneumothorax

# Meedle thoracostomy

For nausea or vomiting
a0 4 mg MAMIODT, MR x1 in 10 min

For traumatic cardiac arrest
» 1,000 ml fiuid bolus Mo *
# Do not administer epinephrine

DISCLAMMER: PRINTED COPIES ARE FOR REFERENCE ONLY. PLEASE REFER TO THE ELECTRONIC COPY FOR THE LATEST VERSION

New Additions

« ALS
» Added the following treatments:
* For nausea or vomiting
* Ondansetron 4 mg IV/IM/ODT, MR x1 in 10
min
* For traumatic cardiac arrest
« 1,000 mL fluid bolus IV/IO @
* Do not administer epinephrine
» Added “Adult Traumatic Cardiac Arrest” flowchart

SANDIEGOCOUNTYEMS.COM




S-

139

Trauma

TREATMENT PROTOGOL | 8-139

COUNTY OF SAN DIEGO
EMERGENCY MEDICAL SERVICES

TRAUMA

Date: #HH202471/2025 Page 1 of 32

BLS

ALS

» Ensure patent sinvay

» Protect C-zpine

# Control obvious bleeding

» Spinal motion restriction per Skills List (S-104)
except in penetrating trauma without
neurological deficits

# 02 saturation. Maintain SpO2 at 04% fo 88%

# 02 andfor ventilate at a rate of 10/min PRM

» Keep warm

» Hemostatic gauze

Abdominal trauma
 Cover eviscersted bowel with saline pads

Chest trauma
# Cover open chest wound with three-sided
occlusive dressing. Release drassing if
tension pneumothaorax develops.
# Chest z=al PRM

Extremity trauma

» Splint neurclogically stsble fractures in
position as presented. Traction splint PRM.

» Reduce grossly sngulated long bone fractures
‘with no pulse or sensation PRN

# Direct pressure to control external
hemorrhags

» Apply gauze or hemostatic dressing PRN

» Toumniquet FRN

» In MG, direct pressure not required prior to
tourniquet spplication

Impaled chjects
» Immobilize and leave impzled objects in place
» Remove object impaled in face, cheek, or
neck if there is total sirway obstruction

Any suspicion of neurological injury

» High-flow Cu FRN

» Monitor Sp0:, BF, and HR g3-5 min

 If Sp0; <B0% or hypoventilstion [despite high-
flow O, assist ventilations with BWM

s MonitonEKGECG

Y

» Gapnography. Maintain E{CO2 35-45 mmig FRN
« Treat pain per Psin Management Frotocol (S-141)

SBP <30 mmHg or signs of shock
# 500 mL fiuid bolus WIS, MR x3 g15 min to maintain
SBP 280 mmHg *

Trauma-associated hemorrhage <32 hours prior and at
least one of the following:

1. SBP <00

2. Shock indax 21.0 (HR = SBF)

3. Uncontrolled external bleeding

# Tranexamic scid 1 gm/10 mL NIC, in 50-100 mL NS,
over 10 min

Crush injury requiri ication with ion of
extremity or torso =2 hours
Immediately prior to anticipated release
+ 1,000 mL fluid balus IS *
» NsHCOD, 1 mEg/kg IWAO
« CaCl; 5BE-1 sag-gm VIO over 30 seo bR xt in 5 min
& G EKG ECG fnding H i
byperkalomis
# Conti B mL vis

Grossly angulated long bone fractures
» Reduce with gentie unidirectional fraction for splinting *

Severe i distress with diminished or absent
breath sounds {unilaterally or bilaterally), and SBP =30
mmHg, and suspected pneumothorax

# Meedle thoracostomy

For nausea or vomiting
a0 4 mg MAMIODT, MR x1 in 10 min

For traumatic cardiac arrest
» 1,000 ml fiuid bolus Mo *
# Do not administer epinephrine

DISCLAMMER: PRINTED COPIES ARE FOR REFERENCE ONLY. PLEASE REFER TO THE ELECTRONIC COPY FOR THE LATEST VERSION

ADULT TRAUMATIC CARDIAC ARREST

Cardiac Ammast
Eticlogy

TRAUMATIC -

NON-TRAUMATIC

- Meets Prehospitsl Determination of Desth [S-402) criteris; OR Treat per Protocol 5-127

= Initial rhythm of asystole and no signs of life (spontanacus

mowvement or breathing)

Do not initiate Initiate on-scene

resuscitation =« CFR

= Hemorrhage control with hemostatic gauze andfor toumniguets.
= Defibrillate at manufaciurer's recommended enengy dose PRM
= Ventilate with capnography (BWM, OFA, SGA)

= Meedle thoracostorny for suspected pneumathorax

Assess

= Cardiac arrest witnessed by first responder; OR

= ROSC at any time during resuscitation; OR

= Sign= of life (spontaneocus movement or breathing); OR
= Anticipated transport time to trauma center <20 minutes

Rapid transport to trauma center

Minimize scene time to <10 minutes c Base Hospital

Initiate additional treatments per 5-139 Consider BHFO for TOR

Do not administer epinephrine

SANDIEGOCOUNTYEMS.COM




S-141

Pain Management

Revisions

 ALS
* Removed the following from pain medication
TREATMENT PROTOCOL | $-141 Considerations:

PAIN MANAGEMENT

I « BHPO required for treatment if patient presents with
+ Continue to manitor and resssess pain using o ISOIated head injury

# Aszess level of pain
# lca, immobilize, and splint PRM standardized pain scores
# Document vital signs before and after each medication

S * Acute onset severe headache

Pain medication considerations
1. When changing route of dministration, consider the

. S * Drug/ETOH intoxication
e, » Suspected active labor

T MM « Removed BHO from the following treatments:

+ Acetaminophen 1,000 mg I over 15 min

atiims - Fentanyl (IN dosing)

+ Up to 100 meg IV

couiinamen  3rd dose fentanyl up to 50 mcg IN

o fpiny * Morphine (IV dosing)
i - MR in additional 5 min at half initial IV dose

Morphine {IM dosing)

+ Up to 0.1 mglkg IM

* MR I acetonal 13 min ot hel it 1 dose SHE R Morphine IM (|V dosing)
* MR in additional 15 min at half initial IM dose

" If patient refusss or has contraindications 1o acstaminaphen, may treat as modsrate pain|

SANDIEGOCOUNTYEMS.COM




S-141

Pain Management

COUNTY OF SAN DIEGO

EMERGENCY MEDICAL SERVICES

TREATMENT PROTOCOL | 8141

PAIN MANAGEMENT

Date: #HH202471/2025 Page 10f2

BLS

ALS

# Aszess level of pain
# loe, immobilize, and splint PRM
+ Elevation of extremity PRM

» Continue to monitor and reassess pain using
standardized pain scores

# Document vital signs before and after each medication
sdministration

Pain medication considerations
1. When changing route of dministration, consider the
potential time difference in onset of action
2. If SBP <100 mmHg, ketamine may be preferred aver
‘opioids, which can cause hypotension

For mild pain (score 1-3)', moderate pain (score 4-6), or
severe pain (score 7-10)
» Acstaminophen 1,000 mg I over 15 min

For moderate pain (score 4-6) or severe pain (score 7-
10)
Fentanyl {1V dosing)

+ Up to 100 meg IV

« MR up to 50 meg IV g5 min x2

# Maxirmum total dose 200 meg IV

Fentanvl (M dosing}
+ Up to 50 meg IN g15 min x2
+ 3" dose fentanyl up to 50 mog IN-BHS

If fentanyl unavailable
Morphine {IV dosing)

+ Up to 0.1 mgikg IV

* MR in 5 min at half initial ' dose

* MR in additicnal 5 min at half initial I\ doseBHS
Morphine {IM dosing)

+ Up to 0.1 mglkg IM

* MR in 15 min at half initial 1M dose

* MR in additicnal 15 min at half initial IM dose BHO

 IF patiert refuises or has contraindications o acetaminaphen, may treat as modsrate |

DISCLAIMER: PRINTED COPIES ARE FOR REFERENCE ONLY. PLEASE REFER TO THE ELECTROMIC COPY FOR THE LATEST VERSION
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Revisions

« ALS

« Updated ketamine |V language to remove “slow IV drip”
and “at least” for consistency.

 Now ketamine, amiodarone, and tranexamic acid language
all read as “in 100 mL of NS over 10 min”

SANDIEGOCOUNTYEMS.COM




S-150

CHEMPACK Deployment
and Autoinjector Use

TREATMENT PROTOCOL | $-150

COUNTY OF SAN DIEGO CHEMPACK DEPLOYMENT AND
EMERGENCY MEDICAL SERVICES. AUTOINJECTOR USE

Date: 7/11/2025 Page 10f2

BLS

ALS

Upon identification of a scene
involving suspected or known
exposure of nerve agent
* Isclate area
» Notify dispatch of possible Mass.
Casuslty Inl::ldenlwvth pnsslble

Triage, decontaminate, and treat patient based on severity of symptoms

Mild
Miosis, rhinarrhes, increasing salivation
» DucDote {or equivalent) autoinjector’ IM

nerve agent i
« DO NOT ENTER AREA

If exposed
# Blot off agent
» Strip off all clothing, avaiding
contact with outer clothing surfaces
» Flush affected area(s) with copious
amounts of water
» Cover affected area(s)

If you begin to experience any
signs/symptoms of nerve agent
exposure, for example
{Use SLUDGE/EBE mnemaonic:
Salivation, Lacrimation, Urination,
Defecation, Gasfrointestinal distress,
Emesis, Bronchorrhes,
Bronchospasm, Bradycardia)
# Increased s=cretions (tesrs, saliva,
runny nose, swesting)
# Diminished vision, small pupils
« SOB
» Mausea, vomiting, diarrhea
# Muscle twitching/weakness
= NOTIFY THE INCIDENT
COMMANDER {or dispatch if no

Miosis, rhinomhea, shorness of breath, vomiting, disrhes
» DucDote (or equivalent) autoinjector™ IM %2 in rapid successicn

Ongoing DuoDote treatment

» [f symptoms of mild or moderate exposure progress sfter initial
evaluation, sch'umster additional DuoDDte {or equivalent)
toinjector’ IM up to a imum of 3 doses

Severe
Severe respirstory distress, i ¥ amest, is, extreme

SLUD . Seizures, ur 5
+ DucDote (or equivalent) autoinjector™ IM %3 in rapid succession

For seizures
» Diazepam autoinjector 10mg IM
+ If no diszepam autoinjector available, treat per Altered Meurologic
Function (Mon-Traumatic) Protocol (5-123)

Ongoing signs and sy after
completion of initial 2 dnses of DnoDu&e
+ Atropine autoinjector or atropine per Poisoning/Overdose Protocal (S-134)

PEDIATRIC DOSING

Mild
Miczis, rhinorrhea, increased salivation

IC)in i of your
and declare yourself a patient

Self-treat immediately per the acuity
guidelines listed under ALS

# Pedistric stropine sutoinjector or atropine per Poisoning/Cverdose
Protocol (S-185)

Moderate
Miosiz, rhinarrhes, shortness of braath, vomiting, diarrhea
» DuoDote (or equivalent) sutoinjector™ IM (dose per weight):

ar squivalent) aisainjectars are sitharized for use by Parmedics, and by EMTIAEMTS a5 an optional skil, subject to campletion of Courty

" DuaDate
of San Diege approved swinig ar cn sosne just-n-time L) rairing
# DuaDate

PAM) 600 mg. If s DDy il g il

1 g and p
of trogie injs 2|ng 1M plus 2 ime (2-PAM) i 600 mg IM i an authorized substitution.

DISCLAMMER: PRINTED COPIES ARE FOR REFERENCE ONLY. PLEASE REFER TO THE ELECTRONIC COPY FOR THE LATEST VERSION

Revisions

» Updated to be more comprehensive and accurate with
CHEMPACK cache inventory and dosing.
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S-163

CPR / Arrythmias

PEDIATRIC TREATMENT PROTOCOL | 8-163

COUNTY OF SAN DIEGO
EMERGENCY MEDICAL SERVICES

CPR/ ARRHYTHMIAS

Date: #HH202471/2025 Page 1of &

BLS

ALS

» Compression rate 100-120/min
Ventilation rate on-to.

« Apply defibrillator pads during CPR. Defibrillate
i i VT,

rafic}
+ Meonate: 20-300min (3:1)
» Pedistric: 10-12/min (15:21*
*Use o other resk-i

feedback device

# Rotate compressar at least every 2 min

# Use mechanical compression device, if size-
appropriate available

# 02 andlor ventilate with BWVM

# Monitor 02 saturstion

» Apply AED during CPR and analyze as soon
as ready

VAD
» Ferform CFR

o
# Capnography-RR: with waveform and valus
» NG tube PRM

Team leader priorities
» Monitor CPR quality, rate, depth, full chest recoil,
and capnography value and waveform
» Minimize i ion of ions (<5 sec)
during EKS-ECG rhythm checks
» Charge monitnr prior to rhythm checks. Do not
interrupt CPR while charging.

VADITAH
» See Adjunct Cardiac Devices section

C

» Contact BH for

TAH
# Contact BH for instrucfions

# [f EtCO:; rises rapidly during CPR, pause CPR and
check for pulse

Specific protocols (see below)
* Arrhythmias
# Unstable bradycardia
» Supraventricular tachycardia
# Wentricular tachycardia
# Ventricular fibrillation | pulseless VT
» Pulseless electrical activity | asystale
# Return of Spontanecus Circulation
# Adjunct Cardisc Devices

ive for pediatric CFR

DISCLAIMER: PRINTED COPIES ARE FOR REFERENCE ONLY. PLEASE REFER TO THE ELECTROMNIC COPY FOR THE LATEST VERSION.

Revisions

* Ventricular Fibrillation / Pulseless VT

» Revised “Epinephrine 1:10,000 per drug chart IV/IO g3-5 min,
begin after second defibrillation”

SANDIEGOCOUNTYEMS.COM




S-167

Respiratory Distress

COUNTY OF SAN DIEGO
EMERGENCY MEDICAL SERVICES

PEDIATRIC TREATMENT PROTOCOL | 8-167

RESPIRATORY DISTRESS

Date: #HH202471/2025 Page 10f1

BLS

ALS

# Ensure patent sinvay

* Reassurance

» Dislodge any airway obstruction. Treat per
Airway Obstruction Protocal (S-180).

+ 02 saturation

# 02 andlor ventilate PRN

» Transpart in position of comfort

# Carboeyhemoglobin monitor PRN, if available

» May assist pafient to s=ff-medicate own
prescribed albutercl MDI once only. BH
contact required for additionsl dose(s).

Toxic inhalation (e.g., CO exposure, smoke,
gas)
# Move patient to safe environment
# 100% OZ2 via mask
+ Consider transport to facility with hyperbaric
chamber for suspected CO poisoning for
unconscious or pregnant patients

Croup-like cough
# Agrosolized saline or water 5 mL via Os-
powered nebulizer’mask, MR PRM

Suspected bronchiolitis (<2 years old with no
prior albuterol use)

# Place in position of comfort

# Suction nose with bulb syringe PRN

» Moniton EXGECG
» Capnography-FR%M
D

» BYM FRM

y distress with 5
» Albutercl/Levalbuterol per drug chart via nebulizer, MR #
« Ipratropium bromide per drug chart via nebulizer added to first
daose of albuterclievalbuterol
Severe i il ori to
nebulized treatments consider
» Epinephrine 1:1,000 per drug chart IM, MR x2 g5 min ©

Respiratory distress with stridor at rest
» Epinephrine 1:1,000 per drug chart (combined with 3 mL
normal saling) via nebulizer, MR x1"

No imp after epi ine via izer x2 or

i yiairway
» Epinephring 1:1,000 per drug chart IM. MR =2 g5 min *

If history i itis, do not vi ize airway. Use
calming measures

Note: For i arast, i

" Infection control: I concemed about aerosalized infectious exposure, substtute with MOI, § svlable

DISCLAIMER: PRINTED COPIES ARE FOR REFERENCE ONLY. PLEASE REFER TO THE ELECTROMIC COPY FOR THE LATEST VERSION,

New Additions

« ALS
« Respiratory distress with stridor at rest

« Added “®” to the treatment to authorize AEMTs to
administer nebulized epinephrine

SANDIEGOCOUNTYEMS.COM




S-169

Trauma

PEDIATRIC TREATMENT PROTOCOL | $-169

COUNTY OF SAN DIEGO
EMERGENCY MEDICAL SERVICES

TRAUMA

Date: FHH202471/2025 Page 1of2

BLS

ALS

# Ensure patent airway

# Protect C-zpine

# Control obvious bleeding

» Spinal motion restriction per Skills List (S-104)
except in penetrating trauma without
neurological deficits

# 02 saturation. Maintain SpO2 200%.

+ 02 and/or ventilate FRN

» Kzep warm

» Hemostatic gauze

Abdominal trauma
# Cover eviscerated bowel with saline pads

Chest trauma
# Cover open chest wound with three-sided
ocolusive dressing. Release dressing if tension
preumnacthorax develops.
* Chest z=al PRN

Extremity trauma

» Splint neurclogically stsble fractures in position
as presented. Traction splint PRM.

» Reduce grossly angulated long bone fracturas
with no pulse or sensation PRM

# Diract pressurs to control external hemorrhage

» Apply gauze or hemostatic dressing PRM
Toumiguet FRM

» In MCI, direct pressure not required prior to
tourniquet application

Impaled objects
# Immobilize and l=ave impaled objects in place
# Remove object impaled in face, cheek, or neck if
there is total airway obstruction

Any suspicion of neurological injury
({mechanism, GCS5, examination)
# High-flow 02 PRN
# Monitor Sp02, BP, and HR g3-5 min
» If SpO2 <B0% or inadequate respirations
(despite high-flow O.), assist ventilations with
BWM

» MonitorEXGECS
Ao ®

» Caprography. Msintsin E{CO2 35-45 mmHg FRN
» Treat pain per Pain Managemant Frotocol (3-173)

Signs of shock or hypotensive for age
# Fluid bolus IVAO per drug chart, MR x3 g15 min to
maintain adequate perfusion

Crush injury requiring extrication with compression
of extremity or torso =2 hours
Immediately prior to anticipated release
» VD fluid bolus per drsg chart, MR BHPO #
» NeHCO, WG per drug chart
# CaCl: WO over 30 sec per drug chart, MR x1in §
min for continued EkS-ECG findings consistent with
hyperkalemiz
# Continuous albuterollevalbutercd per drug chart via
nebulizer

Grossly angulated long bone fractures
# Reduce with gentle unidirectional traction for
sphinting 5

Severe respiratory distress with diminished or
absent breath sounds (unilaterally or bilaterally),
and ive for age, and pected
pneumothorax

# Meedle thoracostomy

For nausea or vomiting
26 months

» Ondansetron WVIMQDT per drug chart

For traumatic cardiac arrest
* WO fluid bolus per drug chart ®
# Do not administer epinephrine

DISCLAIMER: PRINTED COPIES ARE FOR REFERENCE ONLY. PLEASE REFER TO THE ELECTRONIC COPY FOR THE LATEST VERSION.

Revisions

« BLS
* Removed the following:
* Traumatic cardiac arrest
« Rapid transport

* For blunt trauma, may consider
pronouncement at scene BHPO

SANDIEGOCOUNTYEMS.COM




S-169

Trauma New Additions

 ALS
oo o[58 » Added the following treatments:
S Rauma » For nausea or vomiting
S >6 months
e Iy oN——  Ondansetron IV/IM/ODT per drug chart

» Spinal motion restriction per Skills List (S-104)  Treat pain per Pain Management Protocol (S-173)
except in penetrating trauma without

. .
02 saueson. Vi S V10 pr g . L. * For traumatic cardiac arrest
» (02 saturation. Maintain Sp02 200%. # Fluid bolus IVAO per drug chart, MR x3 g15 min to
+ 02 andfor ventilate PRN maintsin adequate perfusion *
: Hemostatic gauze Crush injury requiring extrication with compression - @
o . uid bolus per drug cha
Abdominal trauma Immediately prior to anticipated release
» Cover eviscersted bowel with saline pads  WAC fluid bolus per drug chart, MR BHFO
» NeHCO, WG per drug chart . . . .
R s * Do not administer epinephrine
# Cover open chest wound with three-sided min for continued EKG-ECG findings consistent with
ocolusive dressing. Release dressing if tension hyperkalemiz
preumnacthorax develops. # Continuous albuterollevalbutercd per drug chart via

Sl e * Added “Pediatric Traumatic Cardiac Arrest” flowchart

Extremity trauma Grossly angulated long bone fractures

# Splint neurclogically stable fractures in position # Reduce with gentle unidirectional traction for
as presented. Traction splint PRM. sphinting 5

» Reduce grossly angulated long bone fracturas
with no pulse or sensation PRM Severe respiratory distress with diminished or

 Direct pressurs to control external hemorrhage absent I:reaﬂl_smnds (unilaterally nl‘I_Jilatemlly],

# Apply gauze or hemostatic dressing PRM and for age, and =

» Toumiquet FRN pneumothorax

«In MCI, direct pressure not raquired prior to * Needle thoracostomy
tourniquet application

For nausea or vomiting
- 28 months
Impaled objects "
- . . . I per drug
# Immobilize and leave impaled objects in place _
* Remove object impaled in face, chesk, or neck if

fhere is total = o ction For traumatic cardiac arrest

* WO fluid bolus per drug chart ®

Any suspicion of neurological injury # Do not administer epinephrine

({mechanism, GCS5, examination)
# High-flow 02 PRN

# Monitor Sp02, BP, and HR g3-5 min

» If SpO2 <B0% or inadequate respirations
(despite high-flow O.), assist ventilations with
BWM

DISCLAIMER: PRINTED COPIES ARE FOR REFERENCE ONLY. PLEASE REFER TO THE ELECTRONIC COPY FOR THE LATEST VERSION.
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S-169

Trauma

PEDIATRIC TRAUMATIC CARDIAC ARREST

PEDIATRIC TREATMENT PROTOCOL | $-169

COUNTY OF SAN DIEGO
EMERGENCY MEDICAL SERVICES

TRAUMA

Date: FHH202471/2025 Page 1of2

BLS

ALS

# Ensure patent airway

# Protect C-zpine

# Control obvious bleeding

» Spinal motion restriction per Skills List (S-104)
except in penetrating trauma without
neurological deficits

# 02 saturation. Maintain SpO2 200%.

+ 02 and/or ventilate FRN

» Kzep warm

» Hemostatic gauze

Abdominal trauma
# Cover eviscerated bowel with saline pads

Chest trauma
# Cover open chest wound with three-sided
ocolusive dressing. Release dressing if tension
preumnacthorax develops.
* Chest z=al PRN

Extremity trauma

» Splint neurclogically stsble fractures in position
as presented. Traction splint PRM.

» Reduce grossly angulated long bone fracturas
with no pulse or sensation PRM

# Diract pressurs to control external hemorrhage

» Apply gauze or hemostatic dressing PRM

» Toumiguet PRN

» In MCI, direct pressure not required prior to
tourniquet application

Impaled objects
# Immobilize and l=ave impaled objects in place
# Remove object impaled in face, cheek, or neck if
there is total airway obstruction

Any suspicion of neurological injury
({mechanism, GCS5, examination)
# High-flow 02 PRN
# Monitor Sp02, BP, and HR g3-5 min
» If SpO2 <B0% or inadequate respirations
(despite high-flow O.), assist ventilations with
BWM

» Monitor EKGECG
s IVID *

» Capnography. Maintsin E4CO2 35-45 mmHg FRN
« Treat pain per Pain Mansgement Frotocol (S-173)

Signs of shock or hypotensive for age
# Fluid bolus IVAO per drug chart, MR x3 g15 min to
maintsin adequate perfusion *

Crush injury requiring extrication with compression
of extremity or torso =2 hours
Immediately prior to anticipated release
* WD fluid bolus per dreg chart, MR BHPO
» NeHCO, WG per drug chart
# CaCl: WO over 30 sec per drug chart, MR x1in §
min for continued EkS-ECG findings consistent with
hyperkalemiz
# Continuous albuterollevalbutercd per drug chart via
nebulizer

Grossly angulated long bone fractures
# Reduce with gentle unidirectional traction for
splinting *

Severe respiratory distress with diminished or
absent breath sounds (unilaterally or bilaterally),
and ive for age, and pected
pneumothorax

# Meedle thoracostomy

For nausea or vomiting
26 months

» Ondansetron WVIMQDT per drug chart

For traumatic cardiac arrest
* WO fluid bolus per drug chart ®
# Do not administer epinephrine

DISCLAIMER: PRINTED COPIES ARE FOR RE ENCE ONLY. PLEASE REFER TO THE ELECTRONIC COPY FOR THE LATEST VERSION.

Cardiac Arrest
Etiology

TRAUMATIC HON-TRAUMATIC

Cbvious Death
(Meets criteria A.1. in 5-402 Prehospital Determination of Death)

—= e

Treat per Protocol 5-163

Initiate on-scene

- CFR
= Hemorrhage confral with hermostatic gauze andfor tourniquets

Do not initiate
resuscitation

= Defibrillate per drug chart PRMN
= Ventilate with capnography (BVM, OFA)
= Meadle thoracostomy for suspected pneumaothoras:

Rapid transport to trauma center
Minimize scene fime to <10 minutes

Initiate additional treatments per 5-185
Do not administer epinephrine
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COUNTY OF SAN DIEGO
EMERGENCY MEDICAL SERVICES

PEDIATRIC TREATMENT PROTOCOL | 8170

BURNS

Date: Z-H20247/11/2025 Page 10of1

BLS

ALS

+ Move to a safe environment

# Break contact with causative agent

+ Ensure patent sirway, 02, andlor ventilste
PRN

# Oy saturation PRM

+ Treat other life-threatening injuries

+ Carbaxyhemoglobin monitor PRM, if
available

Thermal burns
» For burns of <10% BSA, stop burning with
non-chilled water or saline
* For burns of =10% BSA, cover with dry
drassing and keap patient warm
+ Do not allow patient to bacome hypothermic

Toxic inhalation (e.g., CO exposure, smoke,
gas)
* Move patient to safe environment
+ 100% G via mask
+ Consider transport to facility with hyperbaric
chamber for suspected CO poisoning,
in unc ar t

patients
Chemical burns

+ Brush off dry chemicals
» Flush with copious amounts of water

Tar burns
* Do not remove tar
# Cool with water, then transport

« Moniton EKGECS

o

+ Capnography-FRM

+ Treat pain par Pain Management Frotocol (S-173)

Patients with =10% partial-thickness or =5% full-thickness
burns
# Fluid bolus WO per drug chart then THKO *

) L . i
¥ with
+ MlbutercliLevalbuteral per drug chart vis nebulizer, MR *

Respiratory distress with stridor
« Epinephrine 1:1,000 per drug chart (combined with 2 mL
normal saline) via nebulizer, MR x1

Mo imp nt after epi ine via lizer x2 or
impending airway compromise
+ Epinephrine 1:1.000 per drug chart IM. MR 2 g5 min ¥

Contact UCSD Base Hospital for patients meeting bum center critariat
See Base Hospitsl ContactPatient Transportation and Report (S-£15)

tBurn center criteria
Patients with burns invalving

= =10% BSA partial thickness or =5% BSA full thickness

- respiratory i

or significant smoke inhalation

# Circumferential burn isjss-or issses-bum to face. hands, feet, or perineum
» Electrical injury dus to high voitage (21,000 =$28-valis)

introl: i concermed aba imed irdictious expasure, subsShile with MOI § avalable
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Revisions

« Updated the following burn center criteria language:

« “Circumferential burn or burn to face, hands, feet, or
perineum”

» “Electrical injury due to high voltage (=1,000 volts)” from
“(>120 volts)”
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BRUE (Brief, Resolved, Revisions
Unexplained Event) . BLS

* Removed the following:

_ » BLS transport for currently asymptomatic patient
I with history of 1 or more of the following

T  Absent, decreased, or irregular breathing

* Monitor blood glucose ALE Fo

‘\ PEDIATRIC TREATMENT PROTOGOL | 8172
= =
/2 = COUNTYOF SANDIEGO | pRyE (BRIEF, RESOLVED, UNEXPLAINED EVENT)

oy « Color change (cyanosis, pallor)

T - » Marked change in muscle tone (hypertonia or
I hypotonia)

» Altered level of responsiveness

 ALS
* Removed “ALS transport for symptomatic patient”
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S-173

Pain Management Revisions
- ALS

* Removed the following from pain medication
considerations:

one- et « BHPO required for treatment if patient presents with

ALS

PEDIATRIC TREATMENT PROTOCOL | 8173

PAIN MANAGEMENT

- 55 in # Continue to monitor and reassess pain as appropriate - -

*lon moiize, ond i Dot ot e before o ohet each mschestion |So|ated head iniur

# Elevate extremity trauma PRM administration

Pain medication considerations

Tianchangng ke of aiistatr,consir Acute onset severe headache

2 Document adequate perfusion prior to opicid

R — Drug/ETOH intoxication

D ETOH infadont;
GerEiEIiETiiorEine

. » Suspected active labor

For moderate pain (score 4-6) or severe pain (score 7-10)
Fentanyl {1V dosing

Major trauma with GCS <15
o o » Format updated for treatment of moderate or severe pain

» 210 kg, fentanyl V48 per drug chart:

e — to be consistent with the adult pain management protocol

Fentanyl (IN dosing)
# =10 ko, fentanyl IN per drug chart

T » For fentanyl |V, updated repeat dose to be “at half
-ttty el gin M o g initial 1V dose”.

s et  For fentanyl IN, updated repeat dose to be “at inii
IN dose”.

SANDIEGOCOUNTYEMS.COM




S-173

Pain Management

For mild pain (score 1-3)' or moderate pain (score 4-6) =
e Acetaminophen® IV per drug chart in 100 ml of NS over 15
min

For moderate pain (score 4-6) or severe pain (score 7-10)
PEDIATRIC TREATMENT PROTOCOL |S-173 Fentanvl {IV 'd 0 Sin Q}

COUNTY OF SAN DIEGO PAIN MANAGEMENT

E—— e o e <10 kg, fentanyl IV per drug chart
oL aLs e MR at half initial IV dose BHO

 Aszess level of pain # Continue to monitor and reassess pain as appropriate
# lce, immobilize, and splint PRM # Document vital signs before and sfter each medication
# Elevate extremity trauma PRN administration

Pain medication considerations

:;;"m:’“mg:ﬁmg;j“ ¢ 210 kg, fentanyl IV per drug chart

o T PR— ¢ MR at half initial IV dose

*Aguiesncetsevers-headache
s Suspectedaotivelebar
e i GO 15

Furmlldpa_n(m'-iil or moderate pain (score 4-6) Fentanyl {IN dOSInQ}

# Acstaminophen™ IV per drug chart in 100 ml of N3 over 15

min

A VA ST ¢ <10 kg, fentanyl IN per drug chart

F_h:omwfg#gfww drug chart: H=T T
s ik ¢ MR at initial IN dose BHO

» 210 kg, fantanyl IV484 per drug chart:
# MR st half initial dose

Fentanyl {IN dosing)

B ¢ 210 kg, fentanyl IN per drug chart
s ¢ MR at initial IN dose

« _If fentanyl

*I'f acetaminophen contraindicated if patient <2 yesrs of age

If fentanyl unavailable, morphine IV/IM per drug chart

L If puatiert refises or has i e 1 i fraary reat as moderate pein

DISCLAIMER: PRINTED COPIES ARE FOR REFERENCE ONLY. PLEASE REFER TO THE ELECTROMNIC COPY FOR THE LATEST VERSION.
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S-173

Pain Management New Additions

» Added footnote “If patient refuses or has contraindications to
acetaminophen, may treat as moderate pain”

et
YCy mEDICR-

PEDIATRIC TREATMENT PROTOCOL | 8173

® COUNTY OF SAN DIEGO
EMERGENCY MEDICAL SERVICES

PAIN MANAGEMENT

Date: #HH202471/2025 Page 10f1

BLS ALS

 Aszess level of pain # Continue to monitor and reassess pain as appropriate
# lce, immobilize, and splint PRM # Document vital signs before and sfter each medication
# Elevate extremity trauma PRN administration

Pain medication considerations
1.When changing route of administration, consider the
potential time difference in onset of action
2 Document adequate perfusion prior to opicid
sdministration
3-BHPO required & pationt s e with
1=k .
Heuteonrsatsevers headachs
DT O oot
s Suspectedaotivelebar
e i GO 15

For mild pain {score 1-2)* or moderate pain (score 4-6)
» Acetaminophen® IV per drug chart in 100 ml of NS over 15
min

For moderate pain (score 4-6) or severe pain (score 7-10)
Fentanyl {1V dosing

» <10 kg, fentanyl V424 per drug chark:

# MR st half initial dose BHO

» 210 kg, fantanyl IV484 per drug chart:
# MR st half initial dose

Fentanyl (IN dosing)
# =10 ko, fentanyl IN per drug chart
# MR st initial dose BHO

* 210 kp, fentamy IN per drug chart
# MR st initial dose

« _If fentanyl i ine IV/IM per drug chart

*I'f acetaminophen contraindicated if patient <2 yesrs of age

L If puatiert refises or has i e 1 i fraary reat as moderate pein

DISCLAIMER: PRINTED COPIES ARE FOR REFERENCE ONLY. PLEASE REFER TO THE ELECTROMNIC COPY FOR THE LATEST VERSION.
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POLICY UPDATES

Policies with Revisions Effective July 1, 2025

» P-401 Paramedic Scope of Practice

» S-402 Prehospital Determination of Death

* P-410 San Diego County Special Assignment Paramedic

*  S-411A Mandated Reporter Flowchart

* S-412 Prehospital Treatment and Transportation of Adults — Refusal of Care or Suggested Destination, Release
» B-450 EMT Scope of Practice

« B-451 Advanced EMT Scope of Practice

+ S-601 Documentation Standards and Transferral of Prehospital Care Record (PCR) Information
» S-804 First Responder Inventory

« P-805 ALS First Responder Units

SANDIEGOCOUNTYEMS.COM



POLICY UPDATES

Policies with Re-chaptering Updates Effective July 1, 2025

+ S-011 EMT/Advanced EMT/Paramedic Disciplinary Process

« S-016 Patient Information/Confidentiality

» S-019 Cardiac Advisory Committee

« S-020 ST-Elevation Myocardial Infarction Critical Care System Designation

+ S-021 De-Designation of an ST-Elevation Myocardial Infarction Critical Care System Center
» S-028 Stroke Critical Care System Designation

» S-029 Stroke Advisory Committee

* S-030 Extracorporeal Cardiopulmonary Resuscitation (ECPR) Critical Care System

SANDIEGOCOUNTYEMS.COM



POLICY UPDATES

Policies with Re-chaptering Updates Effective July 1, 2025

« A-200 Air Medical Treatment Protocol Unified Scope of Practice for California

« P-301 Paramedic Training Program Requirements and Procedures for Approval/Reapproval
+ P-303 Mobile Intensive Care Nurse Authorization/Reauthorization

« P-305 Paramedic Accreditation/Reaccreditation

« S-306 Designation of Authorized Emergency Medical Services Continuing Education Providers
» S-307 Continuing Education for Prehospital Personnel

» S-308 Public Safety First Aid Training Programs

« B-351 EMT Training Programs

« B-353 EMT Out-of-County Status

« B-360 Advanced EMT Training Programs

SANDIEGOCOUNTYEMS.COM



POLICY UPDATES

Policies with Re-chaptering Updates Effective July 1, 2025

+ S-400 Management of Controlled Substances for ALS Agencies
» P-401 Paramedic Scope of Practice

» S-402 Prehospital Determination of Death

* P-405 Communications Failure

* P-410 San Diego County Special Assignment Paramedic

» S-415 Base Hospital Contact/Patient Transportation and Report — Emergency Patients
« S-422 Application of Patient Restraints

» P-430 Special Assignment — Fireline Paramedic

» B-450 EMT Scope of Practice

« B-451 Advanced EMT Scope of Practice

» A-475 Air Medical Support Utilization

+ S-476 Emergency Medical Services at Special Events
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POLICY UPDATES

Policies with Re-chaptering Updates Effective July 1, 2025

« S-601 Documentation Standards and Transferal of Prehospital Care Record (PCR) Information
+ S-602 EMS Provider Data Submission Process

+ S-603 System Management and Support During Downtime

« P-701 Paramedic Base Hospital Designation

» T-718 Public Information and Education on Trauma Systems

» P-801 Designation of Providers of Advanced Life Support Service

« S-837 Public Safety First Aid Optional Skills Provider Designation

« A-875 Prehospital EMS Aircraft Classification

« A-876 Air Ambulance Dispatch Center Designation/Dispatch of Air Ambulance

 A-877 Air Ambulance Service Provider Authorization
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POLICY UPDATES

New Policies Effective July 1, 2025
None
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POLICY UPDATES

Policies Sunsetting on July 1, 2025
None
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