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SOP Update Part III:

Medical, Trauma and OB



Objectives

Â Highlight revisions to:

Â 2nd half of Medical SOPs

Â Trauma SOPs

Â OB SOP (up to Neonatal resuscitation)

Â Drug of the Month: Versed

Â Skills:

Â ALS- Alternative airway review (Combitube, King 
LT)

Â BLS- Airway adjuncts and BVM technique



What has changed ???

Â All pediatric SOPs are in a separate section

Â MVI and MCI procedures moved from 
Policy/Procedures to SOP

Â Wording for use of ñCombitubeò changed to 
ñalternative airway deviceò

Â In this presentation, all changes to SOP will 
be in RED



Medical SOPs

Starting with Nerve Gas Auto-
Injector Guidelines



ADULT NERVE GAS AUTO-INJECTOR GUIDELINES

Purpose:

To provide Illinois EMS agencies with guidelines on the appropriate use of Mark 1 kits.  The Mark 1
kit contains antidotes to be used in instances of exposure to nerve agents (Sarin, Soman, Tabun, VX) 
or to organophosphate agents (lorsban, Cygon, Delnav malathion, Supracide parathion, 
Carbopenthion).
Equipment:
Each Mark 1 kit consists of two auto-injectors containing:
¶atropine sulfate (Atropine) 2 mg in 0.7 ML
¶pralidoxime chloride (2 PAM) 600 mg in 2 ML
¶Key Provisions:

Only those licensed EMS providers that are governed by the State of Illinois EMS Act (210 ICLS 50) 
are authorized by any EMS Medical Director to utilize the special equipment and medications needed 
in WMD incidents, including Mark 1 auto-injectors.  When appropriate conditions warrant, contact 
Medical Control.  Other organized response teams not governed by the EMS Act may use the Mark 1
auto-injectors on themselves or other team members when acting under the Illinois Emergency 
Management Agency Act (20 ILCS 3305).
Guidelines:

1.To utilize these kits, you must be an EMS agency or provider within an Illinois EMS System and 
participate within an EMS disaster preparedness plan.
2.The decision to utilize the Mark 1 antidote is authorized by this State protocol.

3.At a minimum, an EMS provider must be an Illinois EMT at any level, including First Responder with 
additional training in the use of the auto-injector.

4.The Mark 1 kit is not to be used for prophylaxis.  The injectors are antidotes, not a 
preventative device.  The Mark 1 kit may be self-administered if you become exposed and are 
symptomatic.  Exit immediately to the Safe Zone for further medical attention.

5.Use of the Mark 1 kit is to be based on signs and symptoms of the patient.  The suspicion or 
identified presence of a nerve agent is not sufficient reason to administer these medications.
6.Atropine may be administered IV or IM in situations where Mark 1 kits are not available.

7.Auto-injectors are not to be used on children under 88 pounds (40 kg).  Pediatric Mark 1 injectors 
are currently being reviewed by the FDA.  

8.If available, diazepam (Valium) or midazolam (Versed) may be cautiously given under Medical 
Control direction or by Standard Operating Procedures, if convulsions are not controlled

9.When the nerve agents have been ingested, exposure may continue for some time due to slow 
absorption from the lower bowel.  Fatal relapses have been reported after initial improvement.  
Continual medical monitoring and transport is mandatory.

If dermal exposure has occurred, decontamination is critical and should be done with standard 
decontamination procedures.  Patient monitoring should be directed to the signs and symptoms, as 
with all nerve or organophosphate exposures.  Continual medical monitoring and transport is 
mandatory.



Mnemonic for Nerve Agent exposure:

Salivation (excessive production of saliva)

Lacrimation (excessive tearing)

Urination (uncontrolled urine production)

Defecation (uncontrolled bowel movement)

Gastrointestinal distress (cramps)

Emesis (excessive vomiting)

Breathing Difficulty

Arrhythmias

Miosis (pinpoint pupils)

EXPOSURE CLINICAL TREATMENT

No signs or symptoms None Remove to Safe Zone, decontaminate, 

observe and transport

Mild Exposure SOB, wheezing, runny nose One Mark 1 kit or Atropine 2 mg IV/IM and 

2-PAM 600 mg IM (1 gram IV)

Moderate Exposure Vomiting, diarrhea, pinpoint 

pupils, drooling

1-2 Mark 1 kit or Atropine 2-4 mg IV/IM 

and 2-PAM 600-1200 mg IM (1 gram IV)

Severe Exposure Unconsciousness, paralysis, 

cyanosis, seizures

Three Mark 1 kits or Atropine 6 mg IV/IM 

and 2-PAM 1800 mg IM or 2-PAM 1 gram 

IV repeated twice at hourly intervals.  

Valium or Versed per Medical Control.

2-PAM solution needs to be prepared from the ampule containing 1 gram of desiccated 2-PAM:  inject 3 mL 
of saline, 5% dextrose, or distilled or sterile water into ampule and shake well.  The resulting solution is 3.3 
mL of 300 mg/mL.

Changes: section on antidotes based on patients age has been 
placed in pediatric section



RADIATION INJURIES 

BLS/ALS

1.FOLLOW DIRECTIONS OF THE HAZMAT COMMAND ON SCENE.

2.Patient management per appropriate SOP.

3.Contact Medical Control, as soon as practical, and indicate the following:

¶# of victims

¶medical status of victims

¶source of radiation

¶amount and kinds of radioactivity present

For assistance, 24-hour hotline numbers are available:

¶Argonne National Laboratory -- Department of Energy

o24-hour phone number 630-252-4800

¶Illinois Department of Nuclear Safety

o24-hour phone number 217-785-0600

No changes to this 
section



ADULT CHRONIC RENAL FAILURE

DIALYSIS PATIENT EMERGENCIES

BLS/ALS

¶Do not take BP in same arm as shunt or fistula

¶Control obvious hemorrhage from shunt or fistula (arterial bleeding)

ALS

¶IVs should not be attempted on the extremity with the shunt or fistula

¶When emergencies occur during dialysis, the staff may leave the access needles in 

place, clamping the tubing.  If this is the only accessible site, request their assistance to 

connect your IV tubing.

ALS

UNSTABLE: altered mental status or signs of hypoperfusion

1.Initial Medical Care

2.If lungs clear, IV fluid bolus 200 mL.  May repeat if lungs clear.

3.If widened QRS complex, give:

¶DEXTROSE 50% 25 gm (50 mL ) IV

¶SODIUM BICARBONATE 1 mEq/kg IV

4.If unresponsive to fluid challenge or pulmonary edema present, treat per Cardiogenic 

Shock SOP.

CARDIAC ARREST

1.Initial Medical Care

2.Treat per appropriate cardiac arrest SOP

¶In addition to SOP medications, administer:

DEXTROSE 50% 25 gm (50 mL) IV/IO

SODIUM BICARBONATE 1 mEq/kg IV/IO

Now able to give D50 and Sodium Bicarb in cardiac arrest without prior 
contact with medical control



ADULT HEAT EMERGENCIES

BLS/ALS

HEAT CRAMPS OR TETANY

1.Initial Trauma Care

2.Move patient to a cool environment.  DO NOT massage cramped muscles.

3.If pt awake, alert and has intact gag reflex, may give oral fluids

HEAT EXHAUSTION / HEAT STROKE

BLS/ALS

1.Remove as much clothing as possible to facilitate cooling.

2.Initiate rapid cooling:

¶Cold packs to lateral chest wall, groin, axilla, carotid arteries, temples, behind 

knees

¶Sponge or mist with cool water and fan, or cover body with wet sheet and fan 

body

¶Discontinue cooling if shivering occurs

3.Check blood glucose level if available.  If < 60, treat per Diabetic/Glucose 

Emergencies SOP

ALS

4.IV FLUID CHALLENGE in 200 mL increments

5.If seizures occur, refer to Seizure SOP

#3 added to this section



ADULT COLD EMERGENCIES 

Frostbite and Hypothermia

BLS/ALS

1.Initial Trauma Care

FROSTBITE:

2.Rapidly rewarm frozen areas with tepid water.  Hot packs wrapped in a towel may be used.  DO NOT 

RUB.  DO NOT thaw if there is a chance of refreezing.

3.HANDLE SKIN LIKE A BURN.  Protect with light, dry sterile dressings.  Do not let affected skin surfaces 

rub together.

ALS

4.MORPHINE SULFATE 2 mg increments IV, up to 10 mg.

MILD / MODERATE HYPOTHERMIA: conscious or altered sensorium, shivering

BLS/ALS

2.Check blood glucose level if available.  If < 60, treat per Diabetic/Glucose Emergencies SOP.

3.Rewarm patient:

¶Place patient and warm environment.  Remove wet clothing.

¶Apply hot packs, wrapped in towels to axilla, groin, neck, thorax.  Wrap patient in blankets.

SEVERE HYPOTHERMIA:   Poor muscle control or rigidity, simulating rigor mortis.  There will be no

shivering.  Sensorium - confused, withdrawn, disoriented or comatose.

BLS/ALS

§TRIPLE ZERO CANNOT BE CONFIRMED IN THE FIELD ON THESE PATIENTS §

2.Check pulse for 30-60 seconds.  Anticipate bradycardia.  

3.Begin CPR, if pulseless.

4.ALS: If defibrillation indicated by rhythm, DEFIBRILLATE at 360 J (or initial biphasic shock at 

recommended energy) x 1 only and resume CPR

¶Subsequent defibrillation attempts, and all medications, should be delayed until core 

temperature has been raised to Ó 86F̄ by active rewarming

5.ALS: INTUBATE, if indicated.

6.ALS: Establish vascular access IV/IO.

7.Transport patient in supine position, very gently to avoid precipitating the V-fib.



ADULT PSYCHOLOGICAL EMERGENCIES

BLS/ALS

1.Assess SCENE AND PERSONAL SAFETY.  Call Law enforcement personnel to 

scene, if needed.  Above all, DO NOTHING TO JEOPARDIZE YOUR OWN SAFETY.

2.Initial Medical Care; as situation warrants.

¶Determine and document if patient is a threat to self or others, or if patient is 

unable to care or provide for self.  Do not leave patient alone.

¶Protect patients from harm to self or others.

¶ALS may be waived in favor of basic transport, if patient is uncooperative or 

dangerous.

3.Verbally attempt to calm and reorient the patient to reality as able.  Do not participate 

in patient delusions or hallucinations.

4.If patient is combative, use restraints as necessary per System Policy.

5.Consider medical etiologies of behavior disorder and treat according to appropriate 

SOP:

¶Hypotension.

¶Hypoxia

¶Substance Abuse/Overdose.

¶Neurologic disease (stroke, intracerebral bleed, head injury, etc.).

¶Metabolic imbalance (hypoglycemia, thyroid disease, etc.)

¶Seizure / Postictal

6.Consult Medical Control Physician from the scene in ALL instances where refusal of 

transport is being considered

ALS

7.For severe anxiety or agitation: 

¶VERSED 2 mg increments slow IV up to a total of 10 mg.  

¶May give VERSED IM if unable to start IV  
§< 70 kg = 5 mg IM

§Ó 70 kg = 10 mg IM

No 
changes 
to this 
section



Trauma SOPs



General Guidelines

It is MANDATORY for Medical Control to notify the Trauma Surgeon immediately 

upon receiving the field report, if one of the following conditions exist:

¶Sustained hypotension on two consecutive measurements five minutes apart

oAdult SBP Ò 90 mmHg or lack of a radial pulse

oPediatric SBP Ò 80 mmHg

¶Cavity penetration of torso or neck

The following patients or those who in the opinion of the American College of Surgeons 

Committee on Trauma are known to have an increased mortality/morbidity, if not treated 

at a Trauma Center.  They should, therefore, be classified as trauma patients.  These 

patients require transport to the nearest Trauma Center.

REGION 8 TRAUMA CENTER SYSTEM

FIELD TRIAGE GUIDELINES

The decision to triage to the nearest trauma center or directly to a Level I trauma 

center remains with Medical Control, as does aeromedical evacuation.

Conditions that are marked with a star (Î) and in bold letters in the following criteria 

should be considered for direct bypass to a Level I Trauma Center.  If the transport time 

to a Level I is greater than 25 minutes, the patient should go to Level II.

Patients being bypassed to a Trauma Center need to have an adequate airway (i.e. 

respirations 12 - 35 per minute, intubated, cricothyroidotomy).  If an airway cannot be 

established, the patient should be taken to the closest comprehensive Emergency 

Department.

Prehospital personnel should notify Medical Control ASAP if the need for Level I bypass or 

Specialty services exists.  Once approved, the transporting unit should call the receiving 

hospital directly for notification.

No 
changes 
to this 
section



REGION 8 TRAUMA CENTER SYSTEM

FIELD TRIAGE GUIDELINES

Î

Î

Î

Î

Î

I.Physiologic Factors

A.Adult Trauma Score of 9 or less 

B.Airway difficulties requiring intubation or other interventions at the scene.

C.Trauma with altered respiratory rate (< 12 or > 35 per minute)

D.Any multiple trauma patient with signs of hypoperfusion

II.Anatomic Factors

A.Head, face, and eye

1.HEAD INJURY WITH PERSISTENT UNCONSCIOUSNESS OR FOCAL 

SIGNS (i.e. SEIZURES, POSTURING, UNABLE TO RESPOND TO 

SIMPLE COMMANDS)

2.PENETRATING INJURY TO THE NECK

3.Head injury with LOC or Glasgow Coma Score of Ò 10

4.Traumatic and chemical eye injuries.

5.Maxillofacial trauma.

B.Chest

1.TRANSMEDIASTINAL GUNSHOT WOUNDS

2.PENETRATING INJURY TO THE CHEST

3.Blunt chest trauma (significant pain and/or obvious external signs).

4.Flail chest

C.Abdomen

1.Penetrating injury to the abdomen, groin or buttocks.

2.Blunt abdominal trauma (significant pain and/or obvious external signs)

D.Spinal Cord

1.SPINAL CORD INJURY WITH PARALYSIS

2.Any suspected spinal cord injury in the absence of neurological deficit

E.Extremities.

1.Multiple orthopedic injuries (> 1 long bone fracture)

2.Major extremity trauma with vascular compromise (blunt or penetrating).

3.Traumatic amputation proximal to the wrist or ankle.

4.Limb paralysis and/or sensory deficit proximal to the wrist

III.Deceleration Injury

A.High energy dissipation / rapid deceleration with blunt chest or abdominal injury

B.Falls Ó 20 feet with the adult patient

C.Falls Ó 3 times the height of a pediatric patient

No 
changes 
to this 
section



REGION 8 TRAUMA CENTER SYSTEM

FIELD TRIAGE GUIDELINES

Î

Î

IV. Motor Vehicle Crashes

A.Extrication time Ó20 minutes

B.Vehicle passenger space invaded by Ó 12 inches

C.Ejection

D.Fatality at the scene within the same motor vehicle

E.Rollover Ó 180s̄pin

F.Child Ò 15 years struck by car

G.Child Ò 8 years old involved in any MVC without age-appropriate restraint (under 

age 4 or < 40 pounds requires a car seat)

H.Motorcycle crash > 20 mph with separation of rider from bike

V. Major Burns

A.10% total body surface of 2nd and 3rd degree burns 

B.Any burn patient with obvious head, neck, or airway involvement

VI. Pediatric Trauma with one or more of the following: 

A.HEAD TRAUMA WITH PERSISTENT ALTERED LEVEL OF 

CONSCIOUSNESS

B.OBVIOUS CHEST OR ABDOMINAL TRAUMA, EITHER PENETRATING OR 

BLUNT

C.Pediatric Trauma Score of Ò 8

D.Child Ò 15 years old, struck by motor vehicle

E.Child involved in an MVC not appropriately restrained

¶Rear-facing seat from birth to 1 year old / 20 lbs

¶Forward-facing toddler seat from 1 ï4 years / 40 lbs

¶Booster seat from 4 ï7 years / 4ô 9ò tall

¶Safety belts from 8 (or 4ô 9ò) ï15

VII. Maternal Trauma Patients

A.The pregnant patient Ó 20 weeks gestation

B.Maternal patient who meets any other trauma criteria

VIII. Blunt and Penetrating Traumatic Arrests are at the discretion of Medical Control



MULTIPLE VICTIM INCIDENT (MVI)

A multiple patient incident exists when:

¶responding EMS personnel can mitigate life-threats using standard operating procedures, and

¶the responding EMS agency is able to acquire adequate numbers of responders and ambulances to 

provide normal levels of care and transportation, and

¶the hospitals that can be reached within the normally accepted transport time can provide adequate 

patient stabilization until definitive care can be provided.  This may require receiving hospitals to activate 

their internal disaster plans, even though it is not necessary to implement the mass casualty response in 

the field.

Practical application:

¶No triage tags necessary (but may be used)

¶Ambulance transport as usual

¶Medical Control radio contact by each transporting ambulance as usual

¶Patient Care Reports to be completed as usual

1.First EMS Unit on scene:

¶One responder begins scene sizeup and calls for additional resources

¶Other responder(s) begin(s) primary triage using the START or JUMPSTART triage process

¶Initial contact with Medical Control at the closest hospital and report the nature of the incident 

and potential number of victims

2.Scene command decision:  

¶Begin transport of 2 of the most critical (red) patients to each of the nearest hospitals (adhering 

to trauma triage criteria for Level I and II transports) to help clear the scene.  

¶Transporting EMS personnel shall contact the receiving hospital for on-line medical control. 

3.Remaining patient disposition: 

¶Joint decision with medical control: When the # of ill or injured persons exceeds the transport 

of 2 (of the most critical) pts to each of the nearest hospitals, contact the closest System 

Resource or Associate Hospital to coordinate remaining patient distribution. Inform them about 

the nature of the incident, the number of patients and their acuity levels. 

§The Hospital will assess receiving hospital status & relay receiving availability to scene. 

§Make all attempts to evenly distribute remaining patients to local hospitals ïdo not 

overburden one facility. 

§While it is preferable to keep families together, it is not always in the best interest of 

patient care to do so. 

§The hospitals will consider time of day, hospital resources available, patient acuity and 

trauma triage criteria in determining patient destinations. 

§Follow local System policy regarding contact of EMS MD and/or EMSC. 

4.Complete a patient care report on each patient transported.

Moved 
from Policy 
and 
Procedure 
to SOP



MASS CASUALTY INCIDENTS / DISASTERS (MCI)

Mass Casualty Incidents in Region VIII are governed by MABAS Divisions and County or 

System Mass Casualty Plans.  Roles will vary.  It is recommended that at least the following are 

designated for EMS purposes: Triage, Treatment and Transportation Groups.

A mass casualty incident exists when the: 

¶# of pts and the nature of their injuries make the normal level of stabilization and care unachievable; 

and/or

¶resources that can be brought to the field within primary and secondary response times are insufficient 

to manage the scene under normal operating procedures; and/or

¶stabilization capabilities of area hospitals are insufficient to handle all the patients. 

Practical application: 

¶Triage tags are to be used on all patients

¶May transport more than one pt in each ambulance

¶No radio reports to hospitals; treat per SOPs

¶No individual run reports necessary

1.First EMS unit on scene establishes temporary scene command:

¶One responder begins scene size up and calls for additional resources 

¶Other responder(s) begin(s) primary triage using START or Jump START triage and SMART 

tag systems 

2.Scene command / Joint decisions with Medical Control: 

¶Call Resource Hospital from scene.  

§Relay nature of incident; # victims; general acuity; age groups, special needs & ETA. 

§Maintain communications with hospital once established. 

§Keep line open for updates.

¶Transport 2 of the most critical (red) pts. to each of the nearest hospitals to help clear the scene.

¶Resource Hospital shall assess receiving hospital status & relay receiving availability to scene.

¶Transportation officer should determine hospital destinations based on time of day, hospital 

resources available, and patient acuity.  

§Make all attempts to evenly distribute remaining patients to area hospitals ïdo not 

overburden one facility.  

§This may mean transports of longer than 25 minutes depending on patient volume. 

§Preferable, but not necessary, to keep families together. 

§Trauma triage criteria to Level I & Level II TCs no longer apply. 

3.Depending on the nature and magnitude of an incident, the EMS MD or State Medical Director may 

suspend all EMS operations as usual and direct that all care be conducted by SOP and/or using 

personnel and resources as available.

Moved 
from Policy 
and 
Procedure 
to SOP



These now appear in the SOP





SPECIALTY TRANSPORT

BLS/ALS

GENERAL CONSIDERATION

1.In appropriate situations, prehospital personnel may request from Medical Control the 

dispatch of specialty transportation services (helicopter or hospital-based ground units) 

to the scene of a prehospital emergency in accordance with the following criteria

¶The patient meets Trauma Center criteria and transport time by the specialized 

unit to the desired center is less than a prehospital providers transport time 

OR

¶Benefits to the patient due to the increased level of expertise of the specialized 

unit staff outweigh increased transport times

2. If prehospital personnel conclude that specialty transport services are necessary, the 

provider agency may contact the specialty service and place the unit on standby prior 

to contacting Medical Control.

¶A prolonged extrication alone is not sufficient reason to call a specialty transport 

service.  Serious injuries must accompany prolonged extrication.

¶At no time shall a patient be transported from the scene via specialty service without 

authorization from the Medical Control physician.

3. Assess the need for specialty transport services based upon:

¶Patient history.

¶The course of events (mechanism of injury, extrication times, etc.).

¶The patient's condition as assessed at the scene.

¶Current local traffic patterns.

¶Weather conditions.

4. Follow System SOPs in providing care until the arrival of the specialty transport unit.

5. Medical Control will establish a prioritized listing of specialty transport services 

available in their geographic area.



BLS/ALS

REQUESTING SPECIALTY TRANSPORT

SPECIALTY TRANSPORT CONSIDERATIONS:

If the EMT feels that the patient would benefit from specialty transport services, the EMT 

should:

1.Request for specialty transport to be placed on standby

2.Contact Medical Control.  Relay the following information:

¶History of event

¶Patient's vital signs and present condition 

¶Reason for requesting specialty transport

¶Name and whether or not the specialty service has been placed on standby

3.Medical Control shall make the decision authorizing specialty transport and the 

receiving facility.

4.If the specialty unit is approved, the most common mechanism is for the field provider 

to communicate directly with the specialty provider.  If Medical Control is handling the 

relay of information, be prepared to relay the following information:

a.number of patients

b.type and extent of injuries

c.vital signs and pertinent history

d.proposed landing site/scene location

e.unusual circumstances, i.e. hazardous materials

Region VIII Critical Care Vehicle Service Providers

Aeromedical 
Air Methods LifeStar   1-866-480-6030

Ground
Good Samaritan STT 1-800-URGENT 5

Advanced Critical Transport (ACT) 708-387-0817



ADULT INITIAL TRAUMA CARE

BLS/ALS

SCENE SIZE UP

¶Assess and secure scene safety.

¶Universal blood and body secretion precautions (BSI) on all patients.

¶If indicated, follow department hazmat protocols

¶If a potential crime scene, make efforts to preserve integrity of possible evidence

¶Anticipate potential injuries based on the mechanism of energy transfer

INITIAL ASSESSMENT:

1.AIRWAY/C-SPINE:  Manual C-spine immobilization as indicated.  Position airway and 

suction as needed.  If ALS and intubation is required, utilize in-line or nasotracheal technique, 

unless contraindicated.  If unable to secure by other means, consider 

CRICOTHYROIDOTOMY.

2.BREATHING / VENTILATION:  Assess ventilatory status; expose chest as needed:

¶Auscultate breath sounds.

¶Oxygen:

¶Administer supplemental OXYGEN AT LOW FiO2 (4-6 LPM nasal cannula). 

¶If acute altered mental status, hemodynamically unstable, signs of hypoxemia, 

or meets Trauma Region Field Triage Criteria, increase OXYGEN TO HIGH 

FiO2 (12-15 LPM non-rebreather mask)

¶If hypoventilating or apneic, VENTILATE WITH HIGH FiO2(BVM with Ó 15 

LPM oxygen supply)

¶ALS:  refer to Drug Assisted Intubation SOP if needed

¶ALS:  if tension pneumothorax, perform NEEDLE DECOMPRESSION to affected 

side

3.CIRCULATION:  assess cardiovascular status.

¶If no carotid pulse -- Traumatic Arrest SOP

¶Control all external hemorrhage

¶ALS:   Obtain VASCULAR ACCESS.  Infusion rate as follows:

§Inadequate perfusion (Altered Mental Status or signs of hypoperfusion):  

Attempt large bore access (IV or IO if the pt meets all other criteria) enroute.  

Minimum fluid volume of 2000 mL unless contraindicated.  Infusion rate based 

on clinical presentation.  

§Adequate perfusion:  Attempt large bore IV enroute.  Titrate fluid volume to 

patient condition.

¶Monitor ECG as appropriate

¶Use PASG (optional equipment) or other pelvic stabilizing maneuver for pelvic fracture

No 
changes 
to this 
section



4. DISABILITY/MINI-NEUROLOGICAL EXAM:  Assess AVPU along with Glasgow Coma 

Score and evaluate neuro function

ALS

¶If GCS Ò 8, see HEAD INJURY SOP

¶No neuro impairment:  Reassess periodically and document changes

¶Altered Mental Status:  Seizure and vomiting precautions.  Check glucose level.  If 

glucose < 60:

oDEXTROSE 50% 25 gm (50 mL ) IV

BLS/ALS

5.Expose and examine as indicated.  Consider potential injuries based on mechanism of 

injury.

6.Identify priority transport.

7.Complete spinal immobilization as indicated.

TRANSPORT DECISION:  Once the initial assessment and resuscitative interventions are 

initiated, a decision must be made whether to continue with the rapid trauma survey and 

the need for additional interventions on scene, or to transport rapidly with interventions 

enroute. Document the patient condition(s) or behavior(s) that necessitated this decision

Transport to closest appropriate facility per Trauma Region Field Triage Guidelines

RAPID TRAUMA SURVEY (as allowed by time and patient condition)

1.Systematic head-to-toe assessment

2.SAMPLE history

3.Recheck and record VS and patient condition at least every 15 minutes as able, and after 

each ALS intervention.  For unstable patients, more frequent reassessment may be 

needed.  Note the time obtained.

4.Revised Trauma Score

No 
changes 
to this 
section



Eye Opening Spontaneous 4

To Voice 3

To Pain 2

None 1

Verbal Response Oriented 5

Confused Speech 4

Inappropriate Words 3

Incomprehensible Sounds 2

None 1

Motor Response Obeys Commands 6

Localizes Pain 5

Withdraws to Pain 4

Abnormal Flexion 3

Abnormal Extension 2

None 1

TOTAL GLASCOW COMA SCORE:  3-15

ADULT GLASGOW COMA SCORE 

Glasgow Coma Scale 
Conversion Points

GCS 13-15 4

GCS 9-12 3

GCS  6-8 2

GCS 4-5 1

GCS 3 0

Respiratory Rate 10-29 4

>29 3

6-9 2

1-5 1

0 0

Systolic Blood Pressure >89 4

76-89 3

50-75 2

1-49 1

0 0

ADULT REVISED TRAUMA SCORE

TOTAL REVISED TRAUMA SCORE: 0-12
Pediatric Coma Score/Trauma 
Score is now in Peds section



ADULT HEAD INJURIES

BLS/ALS

1.Adult Initial Trauma Care

¶Assure adequacy of ventilation

¶Apply C-spine immobilization

¶Keep patient flat

¶Take vomiting and seizure precautions

¶Evaluate Glasgow Coma Score (GCS)

2..Begin expeditious transport and contact Medical Control enroute

ALS

Altered Mental Status

3.If GCS Ò 8, INTUBATE using in-line procedure.  If unable to INTUBATE, consider use 

of ALTERNATIVE AIRWAY DEVICE. Refer to Drug Assisted Intubation SOP, if 

indicated.

4.Obtain and record blood glucose level, if available.  If glucose < 60, treat per 

Diabetic/Glucose Emergencies SOP.

5.If seizure activity, treat per Seizure SOP.

6.For the combative patient, consider VERSED 2-10 mg slow IV in 2 mg increments 

q 2 minutes.  

¶May give VERSED IM if unable to start IV
§< 70 kg = 5 mg IM

§Ó 70 kg = 10 mg IM



ADULT SPINE INJURIES

BLS/ALS

1.Adult Initial Trauma Care

¶Apply C-spine immobilization

¶Keep patient flat

¶Take vomiting and seizure precautions

¶Evaluate Glasgow Coma Score (GCS)

ALS

If signs of hypoperfusion (consider neurogenic shock):

2.BP < 90 mmHg

¶Fluid challenge in 200 mL increments as needed

If patient remains hypoperfused and/or is bradycardic:

3.ATROPINE 0.5 mg IV/IO q 3 minutes up to a total dose of 3 mg

Altered Mental Status

4.If GCS Ò 8, INTUBATE using in-line procedure.  If unable to INTUBATE, consider use 

of Alternative Airway. Refer to Drug Assisted Intubation SOP, if indicated.

5.Obtain and record blood glucose level, if available.  If glucose < 60, treat per 

Diabetic/Glucose Emergencies SOP.

6.If seizure activity, treat per Seizure SOP.



ADULT CHEST INJURIES

BLS/ALS

1.Adult Initial Trauma Care

¶HIGH FiO2 OXYGEN or VENTILATION

2.Begin expeditious transport to appropriate facility and contact Medical Control enroute

SUCKING CHEST WOUND / OPEN PNEUMOTHORAX

3.Apply occlusive dressing taped on three sides to create a flutter valve

4.If patient deteriorates, remove dressing temporarily to allow air to escape

5.ALS:  Consider intubation

FLAIL CHEST

3.If respiratory distress, appropriately ventilate with high FiO2 via BVM to provide 

internal splinting.

4.ALS:  Consider intubation

TENSION PNEUMOTHORAX

3.Suspect when patient presents with severe respiratory distress or difficulty ventilating, 

hypotension, distended neck veins, absent breath sounds on the involved side, and/or 

tracheal deviation.

4.ALS:  Pleural decompression on affected side with 14-16 gauge x 2ò-2ıñ 

angiocath

5.Monitor for PEA.  If present, refer to Asystole / PEA SOP.

Note:  The landmark for pleural decompression is the second intercostal space in the 

midclavicular line.  The needle should be inserted above the third rib to avoid the 

intercostal nerve, artery, and vein.



TRAUMATIC ARREST

BLS/ALS

1.If obviously dead, refer to Withholding or Withdrawal of Resuscitative Efforts 

SOP

2.If injury is incompatible with life (i.e. massive brain matter visible), contact Medical 

Control for possible scene pronouncement

ALS

3.If patient experiences loss of pulses under direct paramedic observation during 

transport:

a.Initial Trauma Care

b.Consider BILATERAL PLEURAL DECOMPRESSION.

c.Consider appropriate cardiac arrest SOP

d.Verify tube placement if intubated

Note:  After spinal immobilization and airway control is established, procedures 

are to be performed enroute

No 
changes 
to this 
section



ADULT OPHTHALMIC EMERGENCIES

GENERAL APPROACH

BLS/ALS

1.Adult Initial Trauma Care

¶Assess pain on a 0-10 scale

¶Quickly obtain gross visual acuity in each eye: light perception / motion / acuity

¶Discourage patient from sneezing, coughing, straining or bending at the waist

¶Elevate head of cot or backboard semi-Fowlers unless contraindicated

¶Vomiting precautions

¶ALS:  MORPHINE SULFATE 2 mg increments slow IV up to 10 mg total

CHEMICAL SPLASH / BURN

2.BLS/ALS: Immediately irrigate affected eye(s) using copious amounts of saline.  

Continue irrigation while enroute to hospital.

3.ALS:  0.5% TETRACAINE 1 drop in each affected eye.  May repeat until pain relief 

achieved.

4.ALS:  Use Morgan Lens for irrigation per appropriate System procedure.

SUSPECTED CORNEAL ABRASIONS

2.ALS:  0.5% TETRACAINE 1 drop in each affected eye.  May repeat until pain relief 

achieved.

3.Patch affected eye(s).

PENETRATING INJURY / RUPTURED GLOBE

2.Do not remove impaled objects; do not irrigate or instill Tetracaine.

3.Avoid any pressure on the injured eye(s).  Cover with cup, or metal or plastic 

protective shield.

4.Patch unaffected eye.

No 
changes 
to this 
section



ADULT BURN INJURIES

BLS/ALS

1.Initial Trauma Care

2.Evaluate depth of burn and estimate extent using rule of nines or palm method (patient's palm equals 1% 

BSA).  Assess need for transport to Burn Center

3.ALS:  Analgesia

¶MORPHINE SULFATE 2 mg IV increments up to 10 mg total

THERMAL BURNS

4.If burned area Ò 10% BSA:

¶Cool burned area for no longer than five minutes with water or saline, if burn occurred within 15 

minutes.  Wet dressing may be applied for local pain relief.

5.Wear gloves and mask until burn wounds are covered.

6.DO NOT break blisters.  Cover burn wound with DRY sterile dressings.

7.Open dry sheet on stretcher before placing patient for transport.  Cover patient with dry sheets and blanket 

to maintain body temperature.

INHALATION BURNS

4.Note presence of wheezing, hoarseness, stridor, carbonaceous (black) sputum / cough, singed nasal hair / 

eyebrows / eyelashes.

5.HIGH FiO2 OXYGEN or VENTILATION

6.ALS:  

¶Consider INTUBATION if severe respiratory distress.  If intubation unsuccessful, consider 

CRICOTHYROIDOTOMY.

¶If wheezing, consider ALBUTEROL 2.5 mg (3 mL) or XOPENEX 1.25 mg (3 mL); May repeat x 1.

ELECTRICAL BURNS

4.Immobilize as indicated

5.ALS:  Assess ECG for dysrhythmias and treat according to appropriate SOP

6.Assess for wounds, including neurovascular status

7.Cover wounds with dry sterile dressing (cooling not necessary)

CHEMICAL BURNS

4.Hazmat precautions

5.If powdered chemical, brush away access.  Remove clothing, if possible.

6.Irrigate with copious amounts of water or saline ASAP and while enroute.

No 
changes 
to this 
section



EMD (TASER) WEAPONS INJURIES

BLS/ALS

This SOP is to be used for patients who have been subdued by the use of any EMD 

weapon (i.e. TASER)

1.Assess scene and personal safety

2.Initial Trauma Care

¶Assess for injury and/or altered mental status and treat per appropriate SOP.

¶Obtain baseline VS.  

§If ALS, include ECG monitoring for cardiac abnormalities

§If ALS and patient > 35 years of age, consider 12 lead ECG evaluation.

¶Identify location of probes on the patient's body.  Evaluate depth of skin penetration.

3.If darts are embedded in any of the following areas, stabilize in place and transport 

patient:

¶lid/globe of the eye

¶face or neck

¶genitalia

¶bony prominence

¶spinal column

4.If darts are found to be superficially embedded in other locations, they may be removed as 

follows:

¶Place one hand on the patient where the dart is embedded to stabilize the skin 

surrounding the puncture site.

¶Firmly grasp the probe with your other hand.

¶Remove by gently pulling the dart straight out along the same plane it entered the 

body. 

¶Assure that the dart is intact

¶Repeat procedure with second dart, if embedded.

¶Return the darts to law enforcement officials, utilizing BSI.

5.Control minor hemorrhage and cleanse the wound area with saline.

6.If indicated, cover wound area with a dry dressing.

7.Transport decision:

¶Transport decisions regarding patients subdued by EMD weapons should be based on 

patient condition.

¶If the patient has not had a tetanus shot in the last five years, they should be advised to 

get one.

No 
changes 
to this 
section



ADULT MUSCULOSKELETAL INJURIES

BLS/ALS

1.Adult Initial Trauma Care

2.ALS:  Consider analgesia, if patient is hemodynamically stable

¶NITROUS OXIDE if available, per System specific policy for mild pain

¶For SEVERE pain:

§MORPHINE SULFATE 2 mg increments slow IV, up to a total of 10 mg.  

§If no IV, may give MORPHINE SULFATE 2 mg IM x 1 dose.

3.Immobilize and or splint.  If pulses are lost after applying a traction splint, leave splint in 

place.  Do not release traction.  Notify Medical Control of change in status.

4.Elevate extremity and/or apply cold pack after splinting when appropriate.

5.ALS:  If long bone fracture with displacement/muscle spasm, and hemodynamically 

stable, consider VERSED 2 mg slow IV, up to a total of 10 mg

AMPUTATION / DEGLOVING INJURIES

6.If amputation is incomplete, stabilize with bulky dressing.

7.If uncontrolled bleeding continues, apply tourniquet above amputation as close as 

possible to the injury.  Note time tourniquet applied.  DO NOT release tourniquet once it 

has been applied.

8.Care of amputated parts:

¶Wrap in saline moistened gauze or towel.  Place in plastic bag and seal.  DO 

NOT immerse tissue directly in water or saline

¶Place plastic bag in second container filled with ice or cold water, or place on 

cold packs and bring with patient to the hospital.

No 
changes 
to this 
section



ADULT MUSCULOSKELETAL INJURIES (contôd)

INCAPACITATING BACK PAIN (traumatic and non-traumatic origin)

BLS/ALS

1.Initial Trauma Care

¶Severity = the patient is unable to move or be moved due to pain

2.Assess patient to differentiate musculoskeletal back pain from aortic aneurysm pain.

¶history of onset and character of pain

¶hypotension or syncope

¶pain described as ñtearing" or ñrippingò

¶presence or absence of femoral pulses and mottling of lower extremities

¶any negative neurological finding

3.Assess for injury and immobilize as indicated.  Check for distal vascular, motor, and 

sensory function.

ALS

4.If hemodynamically stable, consider analgesia

¶NITROUS OXIDE if available, per System specific policy

¶MORPHINE SULFATE in 2 mg IV increments up to 10 mg total, until patient is 

able to be moved to stretcher.

§Allow 2-3 minutes between doses to determine effect and need for an 

additional dose



NEAR DROWNING

BLS/ALS

1.Initial Trauma Care

2.Remove wet clothing

3.Assess patient's temperature

¶If NORMOTHERMIC, treat dysrhythmias per appropriate SOP

¶If HYPOTHERMIC, treat per Hypothermia SOP 

4.Treat other symptoms per appropriate SOP

No changes to this 
section



SUSPECTED ABUSE OR NEGLECT

DOMESTIC, SEXUAL, ELDER

BLS/ALS

1.Initial Medical / Trauma Care

2.Treat obvious injuries per appropriate SOP

3.History, physical exam, scene survey as usual - document findings on run sheet

SUSPECTED DOMESTIC / SEXUAL ABUSE

4.Provide information on services available to victims of suspected abuse.  See 

Domestic Crime victim information forms.

5.Encourage victim to seek medical attention.

6.If patient is a victim of suspected sexual abuse and age < 18 years of age, DCFS 

must be contacted.

Illinois Department of Children & Family Services Child Abuse Hotline

¶1-800-25-ABUSE (1-800-252-2873)

¶1-217-785-4020

SUSPECTED ELDER ABUSE HOTLINE

4.Reporting is mandatory in a case of suspected elder abuse.  EMS crews must notify 

one of the following:

Illinois Department on Aging, Elder Abuse Hotline

¶During business hours 1-800-252-8966

¶Nights / weekends / holidays 1-800-279-0400

Only 
change:

Removed 
child 
abuse 
section



TRAUMA IN PREGNANCY

BLS/ALS

1.Initial Trauma Care

¶Be aware that the mother may appear stable, but the fetus may be in jeopardy

¶Reference trauma criteria

2.Visualize externally for vaginal bleeding, leaking amniotic fluid or crowning.  Assess 

for fetal movements and uterine contractions.

3.Raise right side of backboard 20-30Áto place patient on left side.

4.If CPR indicated, manually displace uterus to left side.  Follow appropriate SOP.

5.Notify Medical Control ASAP in order to mobilize appropriate hospital personnel.

No 
change 
to this 
section



Obstetric SOPs



OBSTETRICAL COMPLICATIONS

BLS/ALS

1.Initial Medical Care.

¶HIGH FiO2 OXYGEN or VENTILATION

¶ALS:   If altered mental status or signs of hypoperfusion, IV FLUID 

CHALLENGE IN 200 mL increments titrated patient response

¶Palpate abdomen to determine uterine tone and presence of contractions.

¶Place mother on left side or raise right side of backboard 20-30Á. Insert second 

IV line if no response to initial fluids

BLEEDING IN PREGNANCY

2.Note type, color and amount of bleeding and/or vaginal discharge.  If tissue passes, 

collect and bring to the hospital with the patient.

TOXEMIA IN PREGNANCY OR PREGNANCY INDUCED HYPERTENSION

2.HANDLE PATIENT GENTLY.  Minimize CNS stimulation (avoid lights and siren).  DO 

NOT check pupil response.  Seizure precautions.

3.ALS:   If seizure occurs.

VERSED 2 mg IV increments up to 10 mg total, titrated to control seizures.



EMERGENCY CHILDBIRTH

BLS/ALS

PHASE I:  UNCOMPLICATED LABOR

1.Obtain history and determine if there is adequate time to transport

a.Gravida (# of pregnancies) and Para (# of live births).

b.Number of miscarriages, stillbirths, and multiple births.

c.Due date (EDC) or date of LMP (last menstrual period).

d.Onset, duration, and frequency of contractions (time from beginning of one 

contraction to beginning of the next).

e.Length of previous labors, in hours.

f.Status of membranes; intact or ruptured.  If ruptured, inspect for prolapsed cord 

or evidence of meconium.

g.HIGH RISK CONCERNS:  

omaternal drug abuse

oteenage pregnancy

ohistory of diabetes / HTN / cardiovascular disease / other pre-existing 

diseases that may compromise mother and/or fetus

opreterm labor (< 37 weeks)

oprevious breech or C-section.

2.Inspect for bulging perineum, crowning, or whether patient is involuntarily pushing 

with contractions.  If contractions are two minutes apart with crowning or any of the 

above are present, prepare for delivery.  If delivery is not imminent, transport on left 

side. DO NOT ATTEMPT TO RESTRAIN OR DELAY DELIVERY UNLESS 

PROLAPSED CORD IS NOTED.

IF DELIVERY IS IMMINENT:

3.Initial Medical Care

a.If mother is hyperventilating, coach her to take slow deep breaths

b.ALS:  If mother becomes hypotensive or lightheaded at any time,

¶IV FLUID CHALLENGE in 200 mL increments

¶HIGH FiO2 OXYGEN or VENTILATION

4.Position mother supine on a flat surface, if possible.  Full body substance isolation 

(BSI) precautions.

5.Open OB pack.  Place drapes over mother's abdomen and beneath perineum.  

Prepare bulb syringe, cord clamps and Chux to receive neonate.  Have neonatal BVM 

with oxygen supply ready.



PHASE II:  DELIVERY.

6.Control rate of delivery by placing palm of one hand over occiput.  Protect perineum 

with pressure from other hand.

7.If amniotic sac is still intact, gently twist or tear the membrane.  Note presence or 

absence of meconium.

8.If meconium is present in amniotic fluid:  See Delivery Complications - Meconium 

Staining.

9.Once the head is delivered, allow it to passively turn to one side.

10.Feel around the neck for the umbilical cord (nuchal cord).  If present, attempt to 

gently lift it over the head.  If unsuccessful, double clamp and cut the cord between the 

clamps.

11.To facilitate delivery of the upper shoulder, gently guide to head downward.  Once 

the upper shoulder is delivered, support and lift the head and neck slightly to deliver the 

lower shoulder. Allow head to deliver passively.

12.The rest of the newborn should deliver quickly with one contraction.  Firmly grasp 

the neonate as it emerges.  Baby will be wet and slippery.

13.Keep newborn level with vagina until the cord stops pulsating and is double 

clamped.



PHASE III:  CARE OF THE NEWBORN

NOTE:  The majority of newborns require no resuscitation beyond maintenance of temperature, 

mild stimulation, and suctioning of the airway.  Transport is indicated as soon as the airway is 

secured and resuscitative interventions, if needed, are initiated.  If the APGAR is < 6 at 1 minute or 

meconium is present, begin resuscitation.

BLS / ALS

1.Pediatric Initial Medical Care

2.Deliver head and body

3.Clamp and cut cord

4.Assess neonatal risk factors

¶Term gestation?

¶Clear amniotic fluid?

¶Breathing or crying?

¶Good muscle tone?

5.Provide basic care

¶Provide warmth

¶Position; clear airway as needed with bulb syringe or large bore suction catheter

¶Dry the neonate, stimulate and reposition as needed

6.Check respirations

¶If apneic and meconium present, clear airway and provide deep suctioning of the oropharynx.  

Begin positive pressure ventilation at rate of 40-60 per minute using neonatal BVM.

¶If apneic without signs of meconium, begin positive pressure ventilation at rate of 40-60 per minute 

using neonatal BVM.

7.Check heart rate

¶If heart rate > 100, check color

¶If heart rate 60 ï100, continue ventilations for 1-2 minutes and reassess heart rate

¶If heart rate < 60, administer chest compressions for 30 seconds at a ratio of 3:1 with ventilations, 

reassess heart rate.

¶If heart rate remains < 60, continue CPR

ALS

8.Consider ENDOTRACHEAL INTUBATION

9.If heart rate remains < 60 after chest compressions, 

EPINEPHRINE 1:10,000 0.02 mg/kg (0.2 mL/kg) ET/IV/IO and continue CPR

10.Establish vascular access

11.Monitor cardiac rhythm

12.Repeat EPINEPHRINE 1:10,000 0.02 mg/kg (0.2 mL/kg) ET/IV/IO every 3-5 minutes and continue 

CPR as long as heart rate remains < 60

13.Contact Medical Control and begin transport



PHASE IV: POSTPARTUM CARE.

14. Placenta should deliver in 20-30 minutes.  If delivered, collect in plastic bag from 

OB kit and transport to the hospital for inspection.  Do NOT pull on the cord to facilitate 

delivery of the placenta.  DO NOT DELAY TRANSPORT AWAITNG DELIVERY OF 

PLACENTA.

15.  If perineum is torn and/or bleeding, apply direct pressure with sanitary pads and 

have patient bring her legs together.  Apply cold pack or ice bag to perineum (over pad) 

for comfort and to reduce swelling.

16. If blood loss >500 ml:

ÅALS: IV FLUID CHALLENGE in 200 ml increments titrated to patient response.

ÅMassage top of uterus (fundus) until firm.

ÅBreast feeding may increase uterine tone.  Allow neonate to nurse.

ÅIf signs of hypoperfusion despite above treatment, start 2nd IV enroute 

and run wide open.

SPECIAL CONSIDERATIONS:

¶ Focus should be on neonate appearance, not the presence of meconium

¶ Consider APGAR at 1 and 5 minutes, but do not interrupt resuscitation to obtain

¶ Per Medical Control, consider:

o DEXTROSE 12.5% 1-2 mL/kg IV/IO

o FLUID BOLUS 10 mL/kg 

o NARCAN 0.1 mg/kg IV/IO/ET



APGAR 

SCORING
0 1 2

1 

minute

5

minute

Appearance 

(skin color)
Blue or Pale

Blue Hands or 

Feet
Entirely Pink

Pulse

(heart rate)
Absent < 100/min > 100/min

Grimace 

(reflex 

irritability)

Limp Grimace

Cough / Sneeze 

or Appropriate 

to Stimuli

Activity

(muscle tone)
Limp

Some Flexion of 

Extremities

Active 

Movement

Respiration Absent
Weak Cry / 

Hypoventilation
Strong

TOTALS

APGAR Scoring



DELIVERY COMPLICATIONS

BLS/ALS

1.Initial Medical Care

¶HIGH FiO2 OXYGEN or VENTILATION

¶LOAD AND GO SITUATION with treatment enroute

¶Contact Medical Control enroute as soon as possible

SHOULDER DYSTOCIA

1.Place mother supine with knees to shoulders and reattempt delivery

2.If unsuccessful, return to supine position.  Provide supplemental oxygen to neonate and 

protect head

BREECH BIRTH

1.NEVER ATTEMPT TO PULL THE NEONATE FROM THE VAGINA BY THE LEGS OR 

TRUNK

2.As soon as the legs are delivered, support the neonates body wrapped in a towel

3.After the shoulders are delivered, if face down, gently elevate the legs and trunk to facilitate 

delivery of the head.

4.Head should deliver in 30 seconds with the next contraction.  If NOT, reach two gloved 

fingers into the vagina to locate the fetusô mouth, and push vaginal wall away from mouth to 

form an airway.  Keep fingers in place and transport immediately.  Alert receiving hospital 

ASAP

5.Apply gentle pressure to the fundus.  If head does NOT deliver in two minutes, keep your 

fingers in place to maintain the airway.  Keep exposed part of the fetus warm and dry.

6.If the head delivers, anticipate neonatal distress.  Refer to Neonatal Resuscitation SOP.

DELIVERY COMPLICATIONS (contôd)

PROLAPSED CORD

1.Place mother in Trendelenburg position with knees to chest.

2.DO NOT push cord back into vagina.

3.Place gloved fingers into vagina between pubic bone and presenting part, with the 

cord in between two fingers to monitor cord pulsations and exert counterpressure on 

the presenting part.

4.Cover expose cord with moist dressing and keep warm.

5.Maintained hand placement until relieved at Emergency Department.



Drug of the Month: VERSED
(midazolam)
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Indication and Action

Â Indication
Å Induction of sedation/amnesia prior to procedures

Å Anticonvulsant for seizures

Å Skeletal muscle relaxant

Å Sedative for combative/agitated psychiatric or head injured 
patients  

ÁAction
Å Short-acting bezodiazipine CNS depressant that reversibly 

interacts with GABA receptors in the central nervous system 
which exhibits sedative, anxiolytic, amnesic and hypnotic 
effects.



Onset of Action

Â Intramuscular: Within 15 minutes

Â Intravenous: Within 1.5 to 5 minutes

Â Intranasal: Within 5-10 minutes

*Remember to fully evaluate the effect of 

the IV dose on the patient before 
administering additional doses.*

Source: Versed package insert (RocheðUS), Rev 4/97, 
Rec 8/97. 



Contraindications

Â Hypersensitivity

Â Narrow angle glaucoma

Â Caution in:
Â COPD

Â Renal failure

Â CHF

Â Elderly

Â ETOH/CNS depressant medication use

Â Pregnancy



Adverse Reactions 

Â Amnesia

Â Respiratory depression

Â Agitation

Â Tremors

Â Dizziness

Â Hypotension



Dose and Route- Adult

Â Drug Assisted Intubation

Â 5mg IV/IO/IN initial bolus, then 2mg IV/IO 
increments up to 10mg total

Â Sedation and Seizures

Â 2mg increments IV/IO q2 min, up to 10mg total

Â If no IV, 10mg diluted to 2ml via nasal atomizer

Â In some SOPôs, may be able to give IM if no IV:
Â <70 kg= 5mg IM

Â >70 kg= 10mg IM



Questions ???


