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OPERATIONS: Pediatric Treatment Protocols (ALS)   Policy:    8000 
           Date:    7/1/10 

 
      PRINCIPLES of PEDIATRIC TREATMENT             

 
As with the adult protocols of the 7000 series, these ALS pediatric protocols are guidelines that 
are intended as a thought process or decision tree, not an absolute plan.  This concept is even 
more important in the treatment of the pediatric population since the presentation of these 
patients can be so varied.  Certain basic principles of patient care are even more important when 
dealing with a child and his/her smaller size and body mass – airway clearance, maintenance of 
body heat, appropriate IV hydration (but not overhydration), treatment of pain.  And it is 
important to remember that children often maintain compensation, only to suddenly “dump” 
when their compensatory mechanisms are finally exhausted. 
 
Because of the varied presentation possible in the pediatric patient, caregivers, while they may 
not be medically-oriented, often have the best clue that “something is wrong”, though they may 
be incapable of adequately describing the precise problem.  And the child may look fine upon 
examination.  Do not downplay the concerns of the caregiver.  In this category, it is important to 
remember the phenomena of “apparent life-threatening events (ALTEs)” that can affect children 
under the age of two.  Caregivers describe an event with several possible symptoms – choking, 
apnea, pallor, cyanosis, limpness, seizure-type activity – that subsides prior to your arrival, and 
your examination finds nothing conclusive.  The child may or may not have a history.  In these 
cases it is important to maintain a high index of suspicion.  These children require further 
evaluation and need transport to a medical facility. 
 
In unclear or confusing circumstances, it is always appropriate to transport a child.  Medical 
problems or traumatic injuries may not be clearly evident based on history or examination, and 
abusive circumstances may not always be obvious. 
 
Additionally, children need to be given the same courtesy as adults with regards to physical 
privacy and their modesty needs.  This is particularly true of adolescents, but something that 
should be considered for all children.  Prehospital personnel must also keep abreast of 
confidentiality laws as they apply to minors and their parents.   
 
In treating a pediatric patient, prehospital personnel soon realize they actually have several 
“patients” to deal with, but it should never be forgotten the child is the primary focus of the 
provider’s concern. 
 
Unless otherwise stated, references to pediatric patients in these policies and procedures mean 
those patients under 15 years old ( i.e., ≤ 14 years).   Note that many of the special procedures and 
pieces of equipment have manufacturer-specified pediatric cut-offs. 
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CARDIAC EMERGENCIES  
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BRADYCARDIA 
 
Bradycardia is characterized by a decrease in the rate of atrial depolarization due to slowing of 
the sinus node.  The rhythm is regular or slightly irregular.  Heart rate slows as the child ages, 
and is relative to activity level.  Generally, a heart rate < 60 beats per minute in children is 
considered bradycardic.  QRS complexes are normal, each preceded by a P wave.   
 
NOTE: Most bradycardia in children is due to hypoxia. 
 
 

PRIOR TO CONTACT 
 
1. OXYGEN  100% by non-rebreather mask.  If intubated, ventilate with 100% oxygen.  

NOTE:  Most bradycardia in children is due to hypoxia. 
 
2. MONITOR  Assess rhythm. 
 
3. IV / IO ACCESS  Fluid boluses at a rate of 20 ml/kg, as needed.  Reassess after each bolus 

administration. 
 
4. ASSESS                For: 
                                                                   •    Heart rate:  < 60 beats per minute in infants and children 
 
                                                                   •    Signs of poor perfusion or respiratory distress (delayed capillary 
                                                                        refill, diminished distal pulses, cool extremities, altered level of  
                                                                        consciousness). 
 

If heart rate < 60 beats/minute: 
 

A. CPR 
 

B. Epinephrine 0.01 mg/kg of 1:10,000 IVP / IO push or 0.1 mg/kg of 
1:1,000 via ET tube.  Repeat as needed every 3 - 5 minutes at the 
same dose. 

 
BASE HOSPITAL ORDERS 

 
1. ATROPINE  0.02 mg/kg IVP / IO push or 0.04 mg/kg via ET tube.  Minimum dose of 
                                                         0.1 mg.  Maximum single dose 0.5 mg.  
 
2.           TCP                                    for patients 13 y/o or older 
                                                          If no improvement seen after atropine, initiate TCP beginning at 70 ppm 
                                                          and 20mA.   Consider medicating with midazolam prior to procedure. 
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OPERATIONS: Pediatric Treatment Protocols (ALS)   Policy:    8230 
Date:  11/1/08 

 
CARDIAC EMERGENCIES  

 
TACHYCARDIA with PULSES 

 
PRIOR TO CONTACT 

 
1. OXYGEN  100% by non-rebreather mask.  If intubated, ventilate with 100% oxygen. 
2. MONITOR  Assess rhythm. 
3. IV / IO ACCESS               TKO with microdrip tubing. 
 
 

Sinus Tachycardia 
(QRS < 0.10 seconds) 

Heart rate < 230 
beats/minute 

 
Supraventricular Tachycardia 

(SVT) 
Heart rate > 230 beats/minute 

 
Ventricular Tachycardia with Pulses 

(QRS > 0.10 seconds) 
Heart rate > 150 beats/minute 

 
1.  CONSIDER: 
     Fluid bolus at 20ml/kg  

 
1.  ASSESS: 
     If perfusion is diminished and the 
     patient is poorly responsive. 
 

 
1.  ASSESS: 
     If perfusion is diminished and the 
     patient is poorly responsive.  
 
 
 

BASE HOSPITAL ORDERS 
 
SVT:  

1. VAGAL   Consider if child has normal perfusion (vagal manuever in 
MANEUVERS  infants and young children is ice water to the face.  In older  
                                          children, use Valsalva). 

 
2. ADENOSINE  0.1 mg/kg rapid IVP.  Flush with 5 – 10 cc NS. 
                                                         Maximum dose 6 mg.  If patient has poor distal perfusion  
                                                         but is responsive.  If no change, repeat in three (3) minutes 
                                                          at 0.2 mg/kg rapid IVP.  Maximum dose is 12 mg. 

 
3. CARDIOVERSION       Synchronized cardioversion at 0.5, 1.0, and 1.0 J/kg.    

 
V-TACH: 

1. LIDOCAINE              1 mg/kg IVP / IO push or 2 mg/kg ET tube, if perfusion is 
                                                        inadequate.  May repeat IVP / IO push every 5 minutes to a  
                                                        total of 3 mg/kg or 6 mg/kg if given ET.  Can be ordered post- 
                                                        conversion. 

 
2. CARDIOVERSION      Synchronized cardioversion at 0.5, 1.0, and 1.0 J/kg. 

 

 
NOTE: Use standard size 3.5 cm. pediatric paddles for cardioversion of children < 10 kg.  These  
should be placed on the anterior chest in a sternal-apical location.  If pediatric paddles are not  
available, use adult paddles placed anterior-posterior on the chest wall.  If the defibrillator does  
not dial down to the indicated energy level, use the lowest setting available. 
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OPERATIONS: Pediatric Treatment Protocols (ALS)    Policy:   8250 
 Date: 11/1/06 

 
CARDIAC EMERGENCIES  

 
VENTRICULAR FIBRILLATION - PULSELESS VENTRICULAR TACHYCARDIA 

 
V-Fib:  Bizarre, rapid irregular, ineffective rhythm with electrical waveforms varying in size and 
shape.  There is no P wave.  QRS complexes are absent.  V-fib may masquerade in one lead as 
asystole. 
 
V-Tach:  Regular or slightly irregular rhythm.  Heart rate > 120.  A-V disassociation.  QRS 
complex distorted, wide (>0.12 seconds) and bizarre. 
 

PRIOR TO CONTACT 
 

1.   CPR    Continue as appropriate. 
 

2.   DEFIBRILLATE                Once @ 2 joules/kg.  Assess rhythm.   
 
3.   INTUBATE   Ventilate with bag-valve with 100% oxygen. 
 
4.   TRANSPORT   
 
5.   IV / IO ACCESS   TKO with microdrip tubing. 
 
6.   EPINEPHRINE   0.01 mg/kg of 1:10,000 IVP / IO push or 0.1 mg/kg of 1:1,000 via 

ET tube. 
 
7.   DEFIBRILLATE                1 time @ 4 joules/kg. 
 
8.   LIDOCAINE   1 mg/kg IVP / IO push or 2 mg/kg ET tube. 
 
9.   DEFIBRILLATE                1 time @ 4 joules/kg 

NOTE:  In cases of suspected hypothermia, defibrillate no more 
                                                                        than a total of 3 times. 
 
10.         EPINEPHRINE                                0.01 mg/kg of 1:10,000 IVP / IO push or 0.1 mg/kg of 1:1,000 via 
                                                                       ET tube. 
 
11. DEFIBRILLATE               1 time @ 4 joules/kg. 
 
12. LIDOCAINE*               1 mg/kg IVP / IO push or 2 mg/kg ET tube. 
 
13. DEFIBRILLATE               1 time @ 4 joules/kg. 
 

 
*Lidocaine can be given up to a maximum of 3 mg/kg IVP or IO push, and 6 mg/kg ET. 
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OPERATIONS: Pediatric Treatment Protocols (ALS)    Policy:   8260 
 Date: 10/1/00 

 
CARDIAC EMERGENCIES  

 
ASYSTOLE 

 
Asystole represents the total absence of electrical activity in the heart.  There is no rhythm, 
although an occasional P wave may be seen.  Heart rate is less than five ectopic beats per minute. 
 

PRIOR TO CONTACT 
 
1. CPR   Continue as appropriate. 
 
2. INTUBATE  Ventilate with bag-valve with 100% oxygen. 
 
3. TRANSPORT   
 
4. IV / IO ACCESS  TKO with microdrip tubing. 
 
5. EPINEPHRINE  0.01 mg/kg of 1:10,000 IVP / IO push or 0.1 mg/kg of 1:1,000 via ET 

tube.  Repeat as needed every 3 - 5 minutes. 
 

BASE HOSPITAL ORDERS 
 
1. ATROPINE  0.02 mg/kg via IVP / IO push or 0.04 mg/kg ET.   Minimum dose of 

0.1 mg.  Maximum single dose 0.5 mg. 
 

BASE PHYSICIAN ORDERS 
 
1. DECLARATION OF DEATH If patient remains in asystole for 10 minutes after intubation 

and two (2) rounds of ALS medications, if no reversible 
causes are identified. 
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OPERATIONS: Pediatric Treatment Protocols (ALS)    Policy:   8270 
 Date:   2/1/05 

 
CARDIAC EMERGENCIES  

 
PULSELESS ELECTRICAL ACTIVITY (PEA) 

 
The absence of a detectable pulse and the presences of some type of electrical activity other than 
V-fib or V-tach define this group of arrhythmias. The summary term Pulseless Electrical 
Activity (PEA) incorporates electromechanical dissociation (EMD) and a heterogenous group of 
rhythms that includes pseudo-EMD, idioventricular rhythms, ventricular escape rhythms, post-
defibrillation idioventricular rhythms and bradyasystolic rhythms. 
 

PRIOR TO CONTACT 
 
1. CPR   Continue as appropriate. 
 
2. INTUBATE  Ventilate with bag-valve with 100% oxygen. 
 
3. TRANSPORT 
 
4. IV / IO ACCESS  TKO with microdrip tubing. 

 
5. EPINEPHRINE  0.01 mg/kg of 1:10,000 IVP / IO push or 0.1 mg/kg of 1:1,000 via ET tube.   

Repeat every 3-5 minutes. 
 
6. FLUID   Administer fluid boluses at a rate of 20 ml/kg as needed.  Reassess the patient 

after each bolus administration. 
 
7. CONSIDER CAUSE:      

• Hypovolemia - Refer to Policy #8910, Traumatic Shock.  
• Pneumothorax - Perform needle thoracostomy for tension pneumothorax. 
• Pericardial Tamponade - Refer to Policy #8900, Traumatic Arrest.  
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OPERATIONS: Pediatric Treatment Protocols (ALS)     Policy:  8300 
  Date:  2/1/05 

 
ENVIRONMENTAL EMERGENCIES  

 
BURNS 

 
PRIOR TO CONTACT 

 
1. ASSESS SCENE SAFETY If chemical or electrical involvement, consider Haz Mat or other 

public safety response. 
 
2. MOVE PATIENT  To a safe environment, if necessary. 
 
3. STOP BURNING PROCESS Chemical Burns: Brush off dry chemicals and flush with copious 

amounts of water.  Consult container label for decontamination 
instructions.  Transport label with patient if possible. 
Tar Burns: Cool with water and transport; do not attempt to remove 
tar. 
Thermal Burns: Cool with water for up to 5 minutes to stop the 
burning process. 
***If trauma associated with any of the above burns, refer to Policy  
      #8910, Traumatic Shock. 

 
4. OXYGEN   Regulate flow as clinically indicated. 
 
5. INTUBATE   If facial or oral swelling or respiratory depression present, especially 

if the patient has a history of smoke exposure in a confined space. 
 
6. IV / IO ACCESS   1o burns:  TKO 

2 o and 3 o burns: Utilize the Parkland Formula: 
 
               wt in kg x % BSA burned = ml/hr 
                                  4 
 
Refer to Policy #8440, Non-traumatic Shock for additional fluid 
requirements. 

 
7. MONITOR   Treat rhythm as appropriate. 
 
8. DRESS BURNS   Thermal Burns: Cover with dry dressing and keep patient warm.  

Keep soaks on only long enough to stop the burning  process, then 
cover the area with dry, clean dressings.   

 
9.            MORPHINE                                       0.1mg/kg slow IVP for pain 
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OPERATIONS: Pediatric Treatment Protocols (ALS)   Policy:    8320 
Date:  12/1/05 

 
ENVIRONMENTAL EMERGENCIES  

 
HEAT ILLNESS 

 
Cramps / Exhaustion: Muscle cramping, exhaustion, flu-like symptoms, normal or slightly 

elevated body temperature.  Syncope and an altered level of consciousness 
may occur. 

 
Stroke:   Altered level of consciousness and elevated body temperature (usually 

104o F. or 40 o C.), tachycardia and hypotension. 
 

PRIOR TO CONTACT 
Heat Cramps - Heat Exhaustion 

 
1. COOLING MEASURES  Place patient in cool environment. 
 
2. OXYGEN   Regulate flow as clinically indicated. 
 

Heat Stroke 
 

1. COOLING MEASURES  Remove clothing and splash or sponge patient with water.  Place 
cool packs on neck and in axilla and inguinal areas.  Promote 
cooling by fanning. 

 
2. OXYGEN   Regulate flow as clinically indicated. 
 
3. IV / IO ACCESS                Administering fluid boluses at a rate of 20 ml/kg. as indicated.  

Reassess the patient after each bolus administration. 
 
4. DRAW BLOOD SAMPLE  
 

REFER TO POLICY #8500, ALTERED LEVEL of CONSCIOUSNESS. 
 

5. MIDAZOLAM                0.1 mg/kg slow IVP / IO for seizure activity greater than 10 minutes, 
to a maximum of 5 mg. 

                           OR 
              0.1 mg/kg IN (in appropriate concentration) to a maximum of  
              5 mg. 

                                                                                    OR 
              0.2 mg/kg IM, to a maximum of 5 mg, if IV or IO line cannot be   
              established. 
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OPERATIONS: Pediatric Treatment Protocols (ALS)       Policy: 8330 
  Date:  4/1/97 

 
ENVIRONMENTAL  

 
HYPOTHERMIA - FROSTBITE 

 
PRIOR TO CONTACT 
Moderate Hypothermia 

 
1. WARMING MEASURES  Remove wet clothing and cover patients with warm dry blankets. 
 
2. OXYGEN   Regulate flow as clinically indicated. 
   
3. MONITOR   Treat rhythm as appropriate. 
 
4. IV / IO ACCESS   Warm IV fluid.  TKO with microdrip tubing.  Avoid cold fluids. 
 

Severe Hypothermia 
 

1. WARMING MEASURES  Remove wet clothing and cover patients with warm dry blankets. 
 
2. OXYGEN   Regulate flow as clinically indicated.  Intubate only if absolutely 

necessary.  Spontaneous ventilations of 4 - 6 per minute may be 
adequate. 

 
3. MONITOR   Observe rhythm and pulses for one minute.  Treat dysrhythmia as 

appropriate.   
NOTE:  Defibrillate no more than 3 times. 

 
4. POSITION   Supine, move gently. 
 
5. IV / IO ACCESS   Warm IV fluid.  TKO with microdrip tubing.  Avoid cold fluids. 
 
6. DRAW BLOOD SAMPLE  
 

REFER TO POLICY #8500, ALTERED LEVEL of CONSCIOUSNESS. 
 

Frostbite 
 

1. EVALUATE   For hypothermia - treat as necessary. 
 
2. WARMING MEASURES  Move patient to warm environment and wrap affected extremity with 

thick, warmed blankets or clothing.  Do not rub affected extremity 
and avoid chemical heat packs.  Do not allow frostbitten area to 
thaw and refreeze. 

 
3. IV / IO ACCESS   Warm IV fluids, TKO with microdrip tubing.  Avoid cold fluids. 
 

BASE HOSPITAL ORDERS 
 

1. MORPHINE   0.1 mg/kg slow IVP for pain. 
 

 



 
 

Page 1 of 1

OPERATIONS: Pediatric Treatment Protocols (ALS)     Policy:  8410 
  Date:  4/1/97 

 
MEDICAL EMERGENCIES 

 
ALLERGIC REACTION - ANAPHYLAXIS 

 
PRIOR TO CONTACT 

 
1.          ASSESS 
 
2.          REMOVE ALLERGEN If feasible (e.g., bee stinger) and apply ice indirectly to site. 
 
3.          OXYGEN  Regulate flow as clinically indicated. 
 
4.          MONITOR  Treat rhythm as appropriate. 
 
5.          IV / IO ACCESS  TKO for mild or moderate reactions.  Consider second IV / IO access and  

                                                          20 ml/kg fluid boluses for patients with hypo-perfusion. 
 
 

MILD or MODERATE REACTION 
(rash, swelling, wheezing) 

 
6.      ALBUTEROL      2.5 mg in 3cc NS via nebulizer 

                                        for respiratory distress with  
                                        wheezing.   
 
7.      EPINEPHRINE    0.01 mg/kg of 1:1,000 SQ with 

                                        a maximum single dose of 
                                        0.3 mg.  May repeat dose every 
                                        20 minutes as needed for 
                                        moderate respiratory distress. 
 
8.      DIPHENHYDRAMINE 1 mg/kg IVP / IM  

                                       with a maximum dose of 50 mg 
                                       for severe itching. 
 

 
SEVERE REACTION 

(hypotension, severe respiratory depression, oral swelling,
altered mental status, chest tightness) 

 
 6.     EPINEPHRINE   0.01 mg/kg of 1:1,000 SQ  

                                              with a maximum  single dose 
                                              of 0.3 mg.  May repeat dose.
 
 7.     DIPHENHYDRAMINE   1 mg/kg IVP/IO push/IM 

                                                    with a  maximum dose of 
        50 mg for severe itching.

 
 8.     ALBUTEROL         2.5 mg in 3cc NS via nebulizer 

                                           for respiratory distress or   
                                                        wheezing. 

 
BASE HOSPITAL ORDERS 

 
1.  1.     EPINEPHRINE   0.01 mg/kg of 1:10,000  IVP / IO push with a  maximum single dose o f 
                                                     0.1 mg.  Repeat every 5 minutes as needed for respiratory distress and  
                                                      poor perfusion.  If only  access is ET,  then administer 0.1 mg/kg of  
                                                     1:1,000 ET.) 
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OPERATIONS: Pediatric Treatment Protocols (ALS)     Policy:  8440 
  Date:  4/1/97 

 
MEDICAL EMERGENCIES  

 
NON-TRAUMATIC SHOCK 

 
History may include: GI bleeding, vomiting, diarrhea, allergic reaction, septicemia. 
 
Physical signs may be due to circulatory insufficiency (collapsed peripheral/neck veins, 
confusion, cyanosis, disorientation, thready pulse) and compensatory or sympathetic nervous and 
adrenergic compensation mechanism (pale, cold, clammy, mottled skin, rapid respirations, 
anxiety).   
 
NOTE: A decreased blood pressure is a late sign of shock. 
 

PRIOR TO CONTACT 
 
1. SECURE AIRWAY As appropriate. 
 
2. OXYGEN  Regulate flow as clinically indicated. 
 
3. MONITOR  Treat rhythm as appropriate. 
 
4. IV / IO ACCESS  Establish 2 IVs when possible.  For patients with signs or symptoms of shock, 

administer fluid boluses at a rate of 20 ml/kg as needed.  Reassess after each 
bolus administration.   

 
5. CONSIDER CAUSE:       

• Cardiogenic - IV fluid bolus. 
• Hypovolemia - IV fluid bolus. 
• Hypoxia - Hyperventilate. 
• Anaphylaxis - Refer to Policy # 8410, Allergic Reaction - Anaphylaxis. 
• Overdose - Refer to Policies #8730 - 8770, Poisonings. 

 
 REFER TO POLICY # 8500, ALTERED LEVEL of CONSCIOUSNESS. 
  
 BASE HOSPITAL ORDERS 
 
For suspected Cardiogenic  Shock: 
1. DOPAMINE  2 - 20 mcg/kg/minute IVPB. 
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OPERATIONS: Pediatric Treatment Protocols (ALS)   Policy:    8500 
Date:  06/1/08 

 
NEUROLOGIC EMERGENCIES  

 
ALTERED LEVEL of CONSCIOUSNESS 

 
PRIOR TO CONTACT 

 
1. ASSESS    
 
2. OXYGEN   Regulate as clinically indicated. 
 
3. MONITOR   Treat rhythm as appropriate. 
 
4. IV ACCESS   TKO with microdrip tubing. 
 
5. DRAW BLOOD SAMPLE Confirm low blood sugar in children. 
 
6. GLUCOSE   Dextrose 50% - 1 ml/kg IVP for patient > 2 years of age if blood 

glucose level < 60 mg/dL.    
 

OR 
 

Dextrose 25% - 2 ml/kg IVP for patient < 2 years of age if blood 
glucose level < 60 mg/dL.    

OR 
 
7. GLUCAGON   .03 mg/kg  IM / SQ , to a maximum of 1 mg, if unable to establish 

IV access.                                      
 

 8.           GLUCOSE / BASE CONTACT       If IV attempts are unsuccessful, and patient is / remains  
                                                                         unconscious 5 minutes after administration of glucagon, glucose  
                                                                         as defined in #6 above may be given IO.   Contact base hospital. 
 
9. CONSIDER CAUSE:  • Shock - Refer to Protocol #8440, Non-traumatic Shock. 

• Toxic Exposure - Refer to Policies #8710 - 8770, Poisonings. 
• Head Trauma - Refer to Policy #8950, Head-Neck-Facial Trauma. 
• Seizure - Refer to Policy #8530, Status Seizure. 

 
10.         NALOXONE   0.1 mg/kg IN / IVP / IO push / ET, if mental status and respiratory 

effort are depressed and the child is not a newborn and there is a 
strong suspicion of opiate overdose.  Maximum single dose is 2 mg 
(1 mg if given IN).  Repeat every 5 minutes if a partial response to 
treatment is noted - - cannot repeat via IN route; give repeat doses 
IV, or IM if unable to establish IV. 
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OPERATIONS: Pediatric Treatment Protocols (ALS)   Policy:    8530 
Date:  12/1/05  

 
NEUROLOGIC EMERGENCIES  

 
STATUS SEIZURE 

 
An actively seizing child who has been seizing for more than ten minutes or an actively seizing 
child with recurrent seizures, with no reawakening in between seizures. 
 

PRIOR TO CONTACT 
 

1. POSITION  Gently support head of child to avoid injury.  Loosen tight fitting clothing. 
 
2. COOLING MEASURES If child appears febrile, administer cooling measures prior to drug therapy. 
 
2. OXYGEN  100% by non-rebreather mask.   
 
3. MONITOR  Treat rhythm as appropriate. 
 
4. IV / IO ACCESS    TKO with microdrip tubing.   
 
5. MIDAZOLAM  0.1 mg/kg slow IVP / IO for seizure activity greater than 10 minutes, to a 

maximum of 5 mg. 
              OR 
0.1 mg/kg IN (in appropriate concentration) to a maximum of 5 mg. 

                                                                       OR 
0.2 mg/kg IM, to a maximum of 5 mg, if IV or IO line cannot be established. 

                                                          
                                                        Additional amounts by any route require Base Hospital contact. 
 
6.           DRAW BLOOD                Confirm low blood sugar in children. 
              SAMPLE 
 
 REFER TO POLICY #8500, ALTERED LEVEL of CONSCIOUSNESS. 
 

 
 
NOTE:  Children not actively seizing still require additional medical evaluation and should be 
transported.  It is not unusual for prehospital personnel to be called to an incident where a 
concerned caregiver states that it appeared the child seized or “just went limp” for a period of 
time.  Upon examination by prehospital personnel, the child may appear post-ictal OR may be 
awake, alert and exhibiting no signs of any prior seizure activity.  The caregiver may or may not 
relate a recent history of upper respiratory infection or fever.  Obviously post-ictal children 
should be transported, especially when there is no history of prior seizure conditions.  The child 
that appears well upon your arrival may have experienced an “apparent life-threatening event” 
(ALTE), needs to receive further evaluation, and should be transported. 
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OPERATIONS: Pediatric Treatment Protocols (ALS)    Policy:   8600 
 Date: 12/1/05 

 
  OB - NEWBORN 

 
NEWBORN RESUSCITATION (less than 24 hours of age) 

 
PRIOR TO CONTACT 

 
1. SUCTION Position airway.  Suction mouth and nasopharynx with bulb syringe. 

If BOW is meconium stained or if meconium is aspirated upon suctioning, continue 
suctioning using ET tubes until aspirate is clear or until you have placed your last 
available ET tube. 

 
2. WARM  Dry and keep warm with thermal blanket or dry towel.  Stimulate by drying vigorously 

including the head and back.  Keep infant’s head covered. 
 
3. ASSESS               Evaluate breathing and heart rate.  Perform APGAR score 1 and 5 minutes after 

delivery, if time allows.  Do not delay resuscitative measures to score patient. 
 
HEART RATE > 100 
 
4. ASSESS COLOR                If peripheral cyanosis present, administer 100% oxygen via mask. 
 
5. REASSESS  Heart rate and respirations every 30 - 60 seconds while en route to hospital. 
 
HEART RATE 60-100 
 
4. OXYGEN 100% via mask. 
 
5. STIMULATE 
 
6. REASSESS If heart rate < 100 after 30 seconds of oxygen and stimulation, begin assisted 

ventilations with 100% oxygen via bag-valve mask at 40 - 60 breaths/minute. 
 
7. REASSESS Heart rate and respirations every 15 - 30 seconds while en route to hospital. 
 
HEART RATE  < 60 
 
4. OXYGEN Assist ventilations with 100% oxygen via bag-valve mask at 40 - 60 breaths/minute. 
 
5. CPR  If no increase in heart rate following ventilations, start compressions 120 per minute, 

at a 3:1 ratio with respirations.  If patient s heart rate is increasing, continue 
ventilations without compressions for an additional 15 - 30 seconds. 

 
6. INTUBATE If compressions and ventilations fail to increase patient s heart rate, ventilate with 

100% oxygen at 40 - 60 breaths/minute. 
 
7. EPINEPHRINE 0.01 mg/kg of 1:10,000 IVP or 0.03 mg/kg of 1:10,000 ET tube, if heart rate fails to 

increase above 80. 
 
8. REASSESS Heart rate and respirations every 15 - 30 seconds while en route to hospital. 
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OPERATIONS: Pediatric Treatment Protocols (ALS)     Policy:  8730 
  Date:  4/1/97 

 
POISONINGS  

 
CAUSTICS - CORROSIVES 

 
Alkali:  sodium hydroxide (lye), drain cleaners, Clinitest tablets, potassium hydroxide, 
ammonium hydroxide (fertilizers), lithium hydroxide (photographic chemicals, alkaline 
batteries), calcium hydroxide (lime). 
 
Acids:  hydrofluoric acid, which may have a delayed onset of symptoms: sulfuric acid (battery 
acid) and hydrocholric acid. 
 
Oxidizers:  sodium hypochlorite (bleach), potassium permanganate 
 

PRIOR TO CONTACT 
 
1. ASSESS SCENE SAFETY Protect yourself from contamination.  Consider activation of Haz 

Mat team. 
 
2. REMOVE AGENT  Remove contaminated clothing.  If agent is dry, brush off, then flush 

with copious amounts of water or saline.  If agent is liquid, flush 
with copious amounts of water or saline.  If the eyes are 
contaminated, flush with water or saline for at least 20 minutes. 

 
3. DO NOT INDUCE VOMITING 
 
4. OXYGEN   100% via non-rebreather mask.   Be prepared to support ventilations 

with appropriate airway adjuncts.  
 
5. MONITOR   Treat rhythm as appropriate. 
 
6. ASSESS                 Poisonings present special situations -- consider early Base Hospital 

consult.  
 
7. IV / IO ACCESS   TKO with microdrip tubing. 
 

CONSIDER 
 
8. BURNS OR SHOCK  Refer to Policy # 8300, Burns. 

Refer to Policy #8440, Non-traumatic Shock. 
 

BASE HOSPITAL ORDERS 
 
1. WATER OR MILK  PO if agent orally ingested. 
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OPERATIONS: Pediatric Treatment Protocols (ALS)   Policy:    8740 
Date:  12/1/05 

POISONINGS  
 

CYCLIC ANTIDEPRESSANTS 
 

Cyclic toxicity has a high fatality rate, even in patients who are awake and alert at the scene.  
The severity of a cyclic overdose can be easily underestimated. 
 
A cyclic overdose is characterized by a rapid deterioration in mental status, rapid onset of apnea, 
fever, dilated pupils, flushed skin, dry mucous membranes.  Frequently associated with 
respiratory depression and tachycardia. Widened QRS complexes and associated ventricular 
arrhythmias are generally signs of a life-threatening ingestion. 
 
Types of cyclic drugs include: amitriptyline (elavil, amitid, eftrafon, triavil, limbitrol), 
amoxapine (asendin), desipramine (norpramin, pertofrane), doxepin (sinequan, adapin), 
imipramine (tofranil, janimine, presamine, imavate, sk-pramine), maprotiline (ludiomil), 
nortriptyline (aventyl, pamelor), trazodone (desyrel) and trimipramine (surmontil). 
 

PRIOR TO CONTACT 
 
1. OXYGEN  100% via non-rebreather mask.   Be prepared to support ventilations with 

appropriate airway adjuncts.    
NOTE:   Hyperventilation is the treatment of choice. 

 
2. MONITOR  Treat rhythm as appropriate. 
 
3. IV / IO ACCESS  TKO with micodrip tubing. 
 
4. ASSESS                Poisonings present special situations -- consider early Base Hospital consult. 
 
5. MIDAZOLAM  0.1 mg/kg slow IVP / IO for seizure activity greater than 10 minutes, to a 

maximum of 5 mg. 
                         OR 
0.1 mg/kg IN (in appropriate concentration), to a maximum of 5 mg . 

                                                                                  OR 
0.2 mg/kg IM, to a maximum of 5 mg, if IV or IO line cannot be established. 

 
                                                         Additional amounts by any route require Base Hospital contact. 
 

BASE HOSPITAL ORDERS 
 
1. SODIUM BICARBONATE 1 mEq/kg slow IVP for cardiac dysrhythmia (including sinus 

tachycardia), altered mental status or QRS complex > 0.10 
seconds.  Maximum dose 2 mEq/kg. 

 
2. ACTIVATED CHARCOAL 1 Gm/kg PO if patient is alert.  Early administration of charcoal 

is advantageous due to the difficulty of removing drugs once 
they have been absorbed.  Maximum dose 50 grams. 
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OPERATIONS: Pediatric Treatment Protocols (ALS)   Policy:    8750 
Date:  06/1/08 

 
POISONINGS  

 
NARCOTICS - SEDATIVES 

 
Characterized by: respiratory depression, hypotension, stupor, coma and pinpoint pupils 
(narcotics).  History of drug use, track marks and drug paraphernalia.  Narcotics include: heroine 
(horse, Harry, smack, stuff), morphine (unkie, Miss Erma, hard stuff), methadone, codeine, 
demerol, hydrocodone (Vicodin) and oxycodone (Tylox, Percodan, Percocet), dilaudid and 
propoxyphene (Darvon).  Sedatives include: phenobarbital (yellow jackets, yellows, nimbies), 
amytal (blue devils, blue birds, blue heaven), seconal (red birds, red devils, pinks) and chloral 
hydrate (micky finn, mickey, peter). 
 

PRIOR TO CONTACT 
 
1. OXYGEN  100% via non-rebreather mask.  Be prepared to support ventilations with 

appropriate airway adjuncts.  Consider narcan administration prior to 
intubation.   

 
2. IV / IO ACCESS  TKO with microdrip tubing. 
 
3. NALOXONE  0.1 mg/kg IN / IVP / IO push / ET, if mental status and respiratory effort are  
                                                         depressed and the child is not a neonate.  Maximum single dose 2 mg (1 mg if 
                                                         given IN).  Repeat every 5 minutes if there is a strong suspicion of opiate 
                                                         overdose or if a partial response to treatment is noted - - cannot repeat via  
                                                         IN route; give repeat doses IV, or IM if unable to establish IV. 
 
4. MONITOR  Treat as appropriate. 
 
5. ASSESS                Poisonings present special situations -- consider early Base Hospital consult. 
 

BASE HOSPITAL  ORDERS 
 
1. ACTIVATED CHARCOAL 1 Gm/kg PO for history of oral ingestion if patient awake with 

positive gag reflex.  Maximum dose 50 grams.   
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OPERATIONS: Pediatric Treatment Protocols (ALS)   Policy:    8760 
Date:  06/1/08 

POISONINGS  
 

ORGANOPHOSPHATES 
 
Organophosphate poisonings may cause bronchospasm, an increase in pulmonary and nasal 
secretions, constricted pupils, vomiting, diarrhea, urinary incontinence, diaphoresis and cardiac 
dysrhythmias including both bradycardia and tachycardia.  (Salivation, Lacrimation, Urination, 
Defecation, GI symptoms, Emesis, Miosis – SLUDGE’M) 
 

PRIOR TO CONTACT 
 
1. ASSESS SCENE SAFETY Protect yourself from contamination.  Consider activation of Haz 

Mat team.  Early notification of the receiving hospital is 
imperative for their decontamination preparations. 

                                                                       
2. REMOVE AGENT  If agent is dry, brush off, then flush with copious amounts of water 

or saline.  If agent is liquid, flush with copious amounts of water or 
saline.  Remove contaminated clothing.  If possible, save container 
label. 

 
3. OXYGEN   100% via non-rebreather mask.  Be prepared to support ventilations 

with appropriate airway adjuncts.  Suction excessive secretions. 
 
4. MONITOR   Treat rhythm as appropriate. 
 
5. IV / IO ACCESS   TKO with microdrip tubing. 
 
6. ATROPINE   0.05 mg/kg  IVP / IO push / IM.  Repeat every 5 minutes as needed 

to control secretions, bronchorrhea and bradycardic dysrhythmia.  
Minimum dose of atropine is 0.1 mg.   
NOTE:   Patients may require large amounts of atropine. 
 

7. MIDAZOLAM                0.1 mg/kg slow IVP for seizure activity greater than 10 minutes,        
              to a maximum of 5 mg. 
                             OR 
              0.1 mg/kg IN (in appropriate concentration), to a maximum of  
              5 mg  

                                                                                      OR 
              0.2 mg/kg IM, to a maximum of 5 mg, if IV or IO line cannot be   
              established. 
                             OR 

                                                                       0.1 mg/kg IO for seizure activity greater than 10 minutes, if no other 
              routes are viable, to a maximum of 5 mg. 

 
                                                                       Additional amounts by any route require Base Hospital contact. 
 

BASE HOSPITAL ORDERS 
 
1. ACTIVATED CHARCOAL 1 Gm/kg PO for oral ingestion if patient awake with positive gag 

reflex.   Maximum dose is 50 grams. 
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OPERATIONS:  Pediatrics Treatment Protocols (ALS)     Policy:  8770 
  Date:  4/1/97 

 
POISONINGS  

 
DYSTONIC REACTIONS TO PHENOTHIAZINE DRUGS 

 
Restlessness, muscle spasms of neck, jaw and back, oculogyric crisis, history of ingestion of 
phenothiazine. 
 
Phenothiazines are prescribed for their antiemetic and tranquilizing properties.  Phenothiazines 
include: chlorpromazine (thorazine), metoclopramide (reglan), prochloreperazine (compazine), 
and promethazine hydrochloride (phenergan).  Other medications that can cause dystonic 
reactions include: droperidol (inapsine) and haloperidol (haldol). 
 

PRIOR TO CONTACT 
 
1. OXYGEN   Regulate flow as clinically indicated. 
 
2. MONITOR   Treat rhythm as appropriate. 
 
3. IV ACCESS   TKO with microdrip tubing. 
 
4. DIPHENHYDRAMINE  1 mg/kg  IVP titrated to relief of signs or symptoms or IM if IV 

access not promptly available.  Maximum dose 50 mg. 
 
NOTE: Phenothiazine reactions may occur at normal dosing levels and the induction of vomiting is not 

necessary. 
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OPERATIONS: Pediatric Treatment Protocols (ALS)   Policy:    8800 
Date:  11/1/03 

 
RESPIRATORY EMERGENCIES  

 
RESPIRATORY ARREST 

 
 

PRIOR TO CONTACT 
 
1. POSITION AIRWAY ABCs.  If airway positioning alone returns spontaneous respirations, 

oxygenate at high flow rate and assist ventilations as necessary. 
 
2. SECURE AIRWAY As appropriate.  Ventilate with 100% oxygen via bag-valve- mask or ET tube. 

  
NOTE:  If narcotic overdose suspected, consider narcan administration prior 
to intubation.   

 
3. TRANSPORT 
 
4. MONITOR  Treat rhythm as appropriate. 
 
5. IV / IO ACCESS  TKO with microdrip tubing. 
 
6. DRAW BLOOD                  Confirm low blood sugar in children. 
              SAMPLE 
 
 REFER TO POLICY # 8500, ALTERED LEVEL of CONSCIOUSNESS. 
 
7. NALOXONE  0.1 mg/kg IVP / IO push / ET, if mental status and respiratory effort are 

depressed and the child is not a newborn, and there is a strong suspicion of 
narcotic overdose.  Maximum single dose is 2 mg.  Repeat every 5 minutes if 
a partial response to treatment is noted. 

 

 
 
It is not unusual for prehospital personnel to be called to an incident where a concerned caregiver 
states that it appeared the child stopped breathing for a period of time.  Upon examination by 
prehospital personnel, the child appears awake, alert and exhibits no substantial signs of 
respiratory difficulty.  The caregiver may or may not relate a recent history of upper respiratory 
infection or fever.  These children have experienced an “apparent life-threatening event” (ALTE), 
need to receive further evaluation, and should be transported. 
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OPERATIONS: Pediatric Treatment Protocols (ALS)    Policy:   8810 
 Date: 10/1/00 

 
RESPIRATORY EMERGENCIES  

 
 RESPIRATORY DISTRESS 
 

PRIOR TO CONTACT 
 

1. AIRWAY  Observe respirations and auscultate the lungs.  DO NOT visualize the airway 
or examine the oropharynx unless obvious foreign body aspiration. 

2. OXYGEN  100% by non-rebreather mask. 
3. MONITOR  Treat rhythm as appropriate. 

Epiglottitis 
 
History of mild upper respiratory infection.  Tends to 
occur in patients age 3 to 6, but 25% of all cases occur 
in children less than 2 years of age. 
 
Hx and PE: high fever, sore throat, pain on 
swallowing, shallow breathing, dyspnea, inspiratory 
stridor, drooling, tripod positioning and a red swollen 
epiglottitis. (Do Not attempt to visualize airway, if the 
patient is crying the epiglottis may be visible posterior 
to the base of the tongue.) 
 
Note: A parent should be allowed to accompany the 
child to the hospital in order to ease the child�s 
fears and apprehension. 
 
4.  POSITION Place patient in position of comfort, 

usually in parents lap or arms.  
Minimize handling and examination 
to prevent crying and agitation.  
Avoid laying the patient down to 
prevent the epiglottis from falling 
and completely obstructing the 
airway. 

 
5.  TRANSPORT 
 
Complete or Near Complete Obstruction 
 
6.  VENTILATE 100% oxygen via bag-valve mask.  
 
7.  INTUBATE Ventilate with 100% oxygen via bag-

valve mask. 

Asthma - Bronchiolitis - Croup 
 
Asthma: Patient or family history of asthma or reactive 
airway disease.  Indications include: patient age > 1 
year, tachypneic with the patient sitting up and leaning 
forward, unproductive cough, accessory respiratory 
muscle usage and wheezing (wheezing may not be 
present if the patient has insufficient air movement.) 
 
Bronchiolitis: Indications include: patient age < 1 year, 
prominent expiratory wheezing and rales. 
 
Croup: Occurs mostly at night during the fall and 
winter months.  History: Mild cough or other infection. 
 Indications include: Patient age between 6 months and 
4 years, harsh barking cough, inspiratory stridor, nasal 
flaring and tracheal tugging. 
 
Note: A parent can be allowed to accompany the 
child to the hospital in order to ease the child=s fears 
and apprehension. 
 
4.  POSITION Place the patient in position of 

comfort, usually in parent=s lap or 
arms. 

 
5.  AIRWAY Support ventilations as necessary and 

be prepared to intubate. 
 
6.  ALBUTEROL               2.5mg in 3cc NS via 

nebulizer for wheezing 
patients.  If patient is 
intubated, administer 
through aerosol chamber. 

 
Consider 

7.  SALINE   For croup patients. 
     NEBULIZER 

BASE HOSPITAL ORDERS 
 
1. EPINEPHRINE                 0.01 mg/kg of 1:1,000 SQ for asthma, if patient is not a neonate  

(maximum single dose 0.5 mg).  May repeat once. 
 
2. IPRATROPIUM  0.5mg in 2.5cc NS mixed with albuterol 5mg in 6cc NS via 
                   BROMIDE (Atrovent) nebulizer.  Reassess need to continue after ½ dose given. 
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OPERATIONS: Pediatric Treatment Protocols (ALS)         Policy:    8830 
           Date:    7/1/06 

 
RESPIRATORY EMERGENCIES 

 
AIRWAY OBSTRUCTION 

 
PRIOR TO CONTACT 

 
1. SECURE AIRWAY (BLS) Following BLS procedures, attempt to position and open airway. 
                                                                        Ensure completion of at least 2 full cycles of FBAO maneuvers. 
                                                                        Refer to Policy # 6830, Airway Obstruction.  Suction as needed.  
 
2.  SECURE AIRWAY (ALS) Visualize airway and attempt to clear obstruction with Magill forceps. 
     If partial obstruction, determine appropriateness and attempt ETT or  
     MLA.  May attempt MLA if patient is >16 yrs old AND ≥ 4 ½ ft tall.  
If   
                                                                        complete obstruction exists, AND patient is ≥8 yrs old prepare for 
                                       needle cricothyrotomy while also preparing patient for transport. 

 
3. TRANSPORT    Once complete airway obstruction is determined, immediate transport 
     must be a PRIMARY concern. 
 
4. NEEDLE    For patients ≥8 yrs old with complete airway obstruction unrelieved by  
 CRICOTHYROTOMY /  all other less invasive maneuvers.  This is a procedure of last resort.  
 OXYGEN   Once completed, secure to oxygen source. 
 
5. MONITOR   Treat rhythm as appropriate. 
 
6. IV / IO ACCESS   TKO, saline lock, or large bore (trauma) as needed.   
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OPERATIONS: Pediatric Treatment Protocols (ALS)              Policy:    8900 
   Date:  06/1/08 

 
TRAUMA  

 
TRAUMATIC ARREST 

 
PRIOR TO CONTACT 

 
1. CPR                              Continue as appropriate.  Do not delay transport even if CPR has to be   
                                                         interrupted.   
 
2.           MONITOR                         For V-fib or V-tach, defibrillate 1 time @ 2 joules/kg.  Continue CPR as  
                                                         appropriate.  Complete traumatic arrest protocol through Step #7 before          

                                           referring to cardiac protocol.   
 
3. SECURE AIRWAY           Consider using simplest effective method while maintaining axial spine  
                                                          immobilization.  Consider intubation while en route.  
 
4. SPINAL                              As appropriate. 
              IMMOBILIZATION 
 
5. TRANSPORT   Immediate  transport to definitive care is the best treatment for traumatic 
                                                          arrest patients.  
 

• BLUNT TRAUMA 
Transport patient to closest receiving ED. 

• PENETRATING TRAUMA 
        If ETA > add’l  10 minutes to a trauma center (vs. the nearest receiving  
             hospital), transport to closest receiving ED. 
        If ETA < add’l  10 minutes to a trauma center (vs. the nearest receiving 
             hospital), transport to the trauma center. 

 
6. OXYGEN                          Ventilate with bag-valve with 100% oxygen. 
 
7.           IV / IO ACCESS                Start two IV lines and administer fluid boluses at a rate of 20 ml/kg, as  
                                                         needed.  Reassess the patient after each bolus administration. 

 
8. DRAW BLOOD                Confirm low blood sugar in children. 
               SAMPLE 
 
 REFER TO POLICY #8500, ALTERED LEVEL of CONSCIOUSNESS. 
 
8. NEEDLE THORACOSTOMY For signs and symptoms of tension pneumothorax with unstable vital 

signs.  Perform on affected side or sides; perform on both sides  if 
unable to isolate affected side.  Reference Appendix #50, Needle 
Thoracostomy. 

 
BASE HOSPITAL ORDERS 

 
1. DECLARATION of DEATH        If patient meets criteria; refer to Policy #5610, Withdrawal of 
                                                                       Resuscitation Efforts. 
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OPERATIONS:  Pediatric Treatment Protocols (ALS)     Policy:  8910 
  Date:  4/1/97 

 
TRAUMA  

 
TRAUMATIC SHOCK 

 
PRIOR TO CONTACT 

 
1. SECURE AIRWAY As appropriate while maintaining axial spinal immobilization.  Consider 

intubating while en route. 
 
2. SPINAL                             As appropriate. 
              IMMOBILIZATION  
 
3. CONTROL OBVIOUS BLEEDING 
 
4. OXYGEN  Regulate flow as clinically indicated. 
 
5. TRANSPORT  ASAP.  Minimize scene time.  Consider air evacuation.  Notify receiving 

hospital of ETA. 
 
6. IV / IO ACCESS  Start two lines and administer fluid boluses at a rate of 20 ml/kg, as needed.  

Reassess the patient after each bolus administration. 
 
7. DRAW BLOOD                Confirm low blood sugar in children.  
              SAMPLE 
 
 REFER TO POLICY #8500, ALTERED LEVEL of CONSCIOUSNESS. 
 
8. NEEDLE THORACOSTOMY For signs and symptoms of tension pneumothorax with unstable vital 

signs.  Perform on affected side or sides; perform on both sides if 
unable to isolate affected side.  Reference Appendix #50, Needle 
Thoracostomy. 
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OPERATIONS: Pediatric Treatment Protocols (ALS)     Policy:  8920 
  Date:  4/1/97 

 
TRAUMA  

 
ABDOMINAL TRAUMA 

 
PRIOR TO CONTACT 

 
1. SECURE AIRWAY Consider using simplest effective method while maintaining axial spine 

immobilization.  Consider intubating while en route, if indicated.  
 
2. SPINAL                              As appropriate. 
              IMMOBILIZATION  
 
3. OXYGEN  Regulate flow as clinically indicated. 
 
4. TRANSPORT   
 
5. IV / IO ACCESS  May be TKO but with macrodrip tubing for patients with no signs of shock. 
 

For patients with signs of shock, administer fluid boluses at a rate of 20 
ml/kg, as needed.  Reassess patient after each bolus administration. 

 
Consider 2nd IV line. 

 
6. CONSIDERATION  

• Impaled Object - Immobilize and leave in place.  Remove object upon    
                                                                    Base Physician order or if object interferes with CPR. 

• Eviscerating Trauma - Cover eviscerated bowels and organs with saline 
                                                                   dampened gauze.  Do not attempt to replace bowels or organs into the   
                                                                          abdominal cavity. 

• Genital Injuries - Cover genitalia with saline soaked gauze.  If 
necessary,   apply direct pressure to control bleeding.  Treat amputation 
the same as extremity amputation.  Refer to Policy  #8940, Extremity 
Trauma, 1 - 5 (Morphine administration requires Base Hospital contact). 

 
7. DRAW BLOOD         Confirm low blood sugar in children.  
               SAMPLE 
 
 REFER TO POLICY #8500, ALTERED LEVEL of CONSCIOUSNESS. 

BASE HOSPITAL ORDERS 
 
1. MORPHINE  0.1 mg/kg slow IVP for  pain.     
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OPERATIONS: Pediatric Treatment Protocols (ALS)     Policy:  8930 
  Date:  4/1/97 

 
TRAUMA  

 
CHEST TRAUMA 

 
PRIOR TO CONTACT 

 
1. SECURE AIRWAY Consider using simplest effective method while maintaining axial spine 

immobilization.  Consider intubating while en route, if indicated.  
 
2. SPINAL                             As appropriate. 
              IMMOBILIZATION  
 
3. OXYGEN  If patient is unconscious or has focal neurologic deficit, administer 10 - 15 

liters per minute via non-rebreathing mask or hyperventilate by bag-valve 
mask with 100% oxygen, if intubated. 

 
4. TRANSPORT  
 
5. IV / IO ACCESS  May be TKO but with macrodrip tubing for patients with no signs of shock. 
 

For patients with signs of shock, administer fluid boluses at a rate of 20 ml/kg 
as needed.  Reassess patient after each bolus administration. 

 
Consider 2nd IV line. 

 
6. CONSIDERATIONS  

• Impaled Object - Immobilize and leave in place.  Remove object upon    
   Base Physician order or if object interferes with CPR. 

• Flail Chest - Stabilize chest, observe for tension pneumothorax.  
Consider 

                                                                   assisted ventilations.  Reference Appendix #50, Needle Thoracostomy. 
• Open Chest Wound - Cover wound with occlusive dressing.  If patient=s 

                                                                    ventilations are being assisted, dress wound loosely (do not seal).         
                                                                           Continuously re-evaluate patient for the development of tension    
                                                                                   pneumothorax. 

• Cardiac Tamponade - Administer fluid boluses at a rate of 20 ml/kg, as 
                                                                    needed.  Reassess the patient after each bolus administration.  Refer to 
                                                                           Policy #8910, Traumatic Shock. 

• Cardiac Contusion - Monitor for dysrhythmias. 
 

7. DRAW BLOOD                 Confirm low blood sugar in children. 
               SAMPLE 
 
 REFER TO POLICY #8500, ALTERED LEVEL of CONSCIOUSNESS. 
 
8. NEEDLE THORACOSTOMY For signs and symptoms of tension pneumothorax with unstable vital 

signs.  Perform on affected side or sides; perform on both sides  if 
unable to isolate affected side.  Reference Appendix #50, Needle 
Thoracostomy. 

 
BASE HOSPITAL ORDERS 

 
1. MORPHINE   0.1 mg/kg  increments slow IVP (if systolic BP > 100 mm Hg). 
 

 



 
 
OPERATIONS: Pediatric Treatment Protocols (ALS)    Policy:   8940 

 Date:   7/1/10 
 

TRAUMA  
 

Page 1 of 1

EXTREMITY TRAUMA 
 

PRIOR TO CONTACT 
 
1. SECURE AIRWAY As appropriate. 
 
2. SPINAL                             As appropriate. 
              IMMOBILIZATION  
 
3. OXYGEN  Regulate flow as clinically indicated. 
 
4. DRESS & SPLINT             

• Control bleeding with direct pressure and/or pressure dressing. 
• Check neuro-vascular status prior to and after each extremity  
             manipulation. 
• Cover exposed bone with saline soaked gauze. 
• Splint dislocation in position found. 
• Return injured extremities (non-dislocated) to anatomic position as    
             resistance and pain allow. 
• Grossly angulated long bone fractures may be reduced with gentle 
             unidirectional traction for splinting. 
• If partial amputation, splint in anatomic position and elevate the                

      extremity.  
• Place completely amputated parts in saline soaked sterile dressings and  

                                                                      seal into a sterile, dry container or bag.  Place container or bag on ice, 
                                                                      if possible. 
 
5. IV ACCESS  May be TKO but with macrodrip tubing for patients with no signs of shock. 
 

For patients with signs of shock, administer fluid boluses at a rate of 20 ml/kg 
as needed.  Reassess patient after each bolus administration. 

 
Consider 2nd IV line. 

 
6. DRAW BLOOD       Assess for low blood sugar in children.  
               SAMPLE 
 
 REFER TO POLICY 8500, ALTERED LEVEL of CONSCIOUSNESS. 
 
7.. MORPHINE  In cases of isolated extremity trauma without multisystem mechanism      

(e.g., sports injuries, trip with a fall, but not elevated falls or TCs, etc),         
0.1 mg/kg slow IVP to a maximum 5 mg, for excruciating pain.  

                                                         For the purposes of medication administration in this policy, extremity trauma 
is defined as those cases of injury where the limb itself and/or the 
appendicular skeleton (shoulder or pelvic girdles) may be injured --  

                                                         ex: dislocated shoulder, hip fracture or dislocation.  
                                                         Repeat doses require base hospital contact. 
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OPERATIONS: Pediatric Treatment Protocols (ALS)      Policy:  8950 
  Date:  4/1/97 

 
TRAUMA  

 
HEAD - NECK - FACIAL TRAUMA 

 
PRIOR TO CONTACT 

 
1. SECURE AIRWAY As appropriate while maintaining axial spinal immobilization.  Suction as 

needed. 
 
2. SPINAL                               As appropriate. 
              IMMOBILIZATION  
 
3. OXYGEN  Regulate flow as clinically indicated.  
 
4. POSITION  Place brain injured patients in reverse Trendelenburg (elevate the head of the 

backboard 15 – 20o) if the patient exhibits no signs of shock. 
 
5. TRANSPORT 
 
6. IV / IO ACCESS  May be TKO but with macrodrip tubing for patients with no signs of shock. 
 

For patients with signs of shock, administer fluid boluses at a rate of 20 ml/kg 
as needed.  Reassess patient after each bolus administration. 

 
Consider 2nd IV line. 

 
7. CONSIDERATIONS  

• Avulsed Tooth - replace tooth in socket (if age appropriate and patient is 
                                                                   alert) or place tooth in milk, normal saline or a saline soaked gauze. 

• Eye Injuries - Stabilize or dress eye in place with saline soaked gauze. 
Avoid applying direct pressure to eye and do not attempt to replace 
partially torn globe. 

• Impaled Object - immobilize and leave in place.  Remove object upon  
Base Physician order or if it interferes with CPR or if the object is  

       impaled in the face, cheek or neck and is compromising ventilation. 
 
8. DRAW BLOOD   Confirm low blood sugar in children. 
               SAMPLE 
 
 REFER TO POLICY #8500, ALTERED LEVEL of CONSCIOUSNESS. 
      

BASE HOSPITAL ORDERS 
 
1. MORPHINE  0.1 mg/kg slow IVP for  pain.   
 

 




