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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). 
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OPERATIONS: Pediatric Treatment Protocols (ALS)    Policy:   8940 
 Date: 11/1/07 

 
TRAUMA  

 
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. 
 
8. 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 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.  
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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.   
 

 




