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FIELD TRIAGE GUIDELINES 

 

Due to the rural and isolated nature of much of this region, coupled with the long distances 

between communities, the emergency patient is usually taken to the nearest Emergency 

Receiving Facility.  

 

Exceptions may occur when: 

1.  A rational and oriented patient specifically requests transport to another facility, and 

the E.M.S. personnel deem it feasible to do so.  This requires a medical control input.  

Specific agency policy may affect the decision.  

2.  The nature of the patient's illness or injury requires services not available at the 

nearest facility.  The decision to bypass the nearest facility should be substantiated during 

direct communication with the responsible On-line Physician at the Base Hospital and in 

compliance with VVEMS Medical Direction Policy on Transport Destination.   

3.  Multiple victims have been identified by prehospital personnel and possible 

overloading of the nearest hospital's resources may prompt directing transport of a 

victim(s) directly to another facility. 

 

Ordinarily, priority will be given to the most critical patients.  However, when the number of 

patients exceeds the E.M.S. resources immediately available, then priority must be given to more 

salvageable patient

 

 

 

MULTIPLE CASUALTY INCIDENTS (M.C.I.) 

 

If an agency has no formalized (written and implemented) M.C.I. plan the following will briefly 

outline steps to be taken in the event of an M.C.I.  

 

Definition of an M.C.I.: 

1.  Five (5) or more critically (Immediate) injured patients and/or  

2.  An incident that exceeds or potentially exceeds the E.M.S. resources available. 

 

These are based upon common triage treatment guidelines and the use of a nationally recognized 

Incident Management or Command System (I.M.S. /I.C.S.).  All agencies are expected to use the 

I.M.S. to allow agencies to work with a common system to mitigate incidents.  This outline is not 

intended to replace well established local plans; rather, it offers a guideline for those areas in 

which no organized plan exists.   
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c. Rotate personnel through "Rehab Sector".         

     10.  At conclusion of incident: 

a. Restock units 

b. Consider post incident debriefing for all Rescuers and Police. 

(1) Within 12 hours post-incident. 

(2) Follow-up within 72 hours. 

(3) Offer individual counseling if needed/available. 

Note: The above does not offer a detailed, in-depth study of M.C.I. response or the I.C.S. system.  

Further education in these areas should be pursued as space here will not allow total coverage of 

these areas.  Practical drills and daily use of the I.C.S. on all multi-casualty incidents will 

increase proficiency in these areas. 

 

 

PNEUMATIC ANTI-SHOCK GARMENT (P.A.S.G.) 

The PASG has a limited role in modern EMS care. ADHS no longer requires PASG to be present 

on EMS vehicles and we only support its use in stabilizing pelvic fractures when other services 

are impractical or unavailable.  
 

 

TREATMENT GUIDELINES 

 

GENERAL ASSESSMENT AND TREATMENT APPROACH 

 

Although there are many things that may be medically affecting your patient, there are a limited 

number of supporting treatments you have to offer.  Do not let the gathering of information 

distract you from the management of life-threatening problems.  

 

Remember, however that you may be able to gather information from bystanders at the scene, 

from the environment, and perhaps even from the patient that may not be available to the 

physician later on.  Your partner can often be engaged in collecting this kind of information 

during the secondary examination. 
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HISTORY 
1.  Chief complaint (questioning to include, when appropriate): 

a. Onset 

b. Provocation 

c. Quality 

d. Radiation 

 e. Severity 

 f. Time 

2.  Associated complaints:  

3.  Relevant past medical history 

4.  Allergies 

5.  Medications and drugs:  

6.  Survey of surroundings for evidence of drug abuse, mental functioning, and family problems 

7.  Last meal, last menstrual period (if applicable) 

 

INITIAL ASSESSMENT 

 

Primary interventions should always be made as soon as a need for them is assessed. 

 

AIRWAY: 

 

Assess patency, stridor, foreign body (F.B.), ability to maintain airway. 

          

TREATMENT      

1.  If compromised or absent airway, or patient unresponsive: 

a) Position the airway   

b) Insert OPA/NPA    

c) Suction PRN     

d) Remove dentures if an advanced airway is required    

e)    Always consider C-spine injury 

2. Consider endotracheal intubation or approved supraglottic device. 

3. Medical direction recommends the use of a bougie for endotracheal intubation. 

4. Post intubation or supraglottic device insertion; utilize a c-collar to prevent tube 

 dislodgement. 

3. Consider needle or surgical cricothyrotomy         

 

BREATHING: 

Assess: Rate, apparent tidal volume, effort, ability to speak, symmetrical movement, breath 

sounds, accessory muscle use, oximetry.  

 

Realize that oxygenation and ventilation are separate but interdependent issues.  Oxygenation 

may be assessed as adequate with a pulse oximeter, but the only way to assess ventilation as 

adequate is by ETCO2 monitoring and/or clinical means, i.e. rate, tidal volume, air movement.    

 

TREATMENT      

1.  Position of comfort when appropriate   

2.  Oxygen as appropriate  

3.  Assist with Bag-Valve mask 
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4. CPAP may be used when indicated by protocols. 

  

CIRCULATION: 

Assess pulse presence, location, quality, rate, and capillary refill; assess blood loss from 

hemorrhage, skin color and temperature, and level of consciousness. 

 

TREATMENT      

1 Control active external bleeding with direct pressure, splint major fractures, 
 uncontrolled arterial extremity bleeding, utilize C.A.T (combat application tourniquet) 
2  IV NS; consider volume support (enroute) 
3 Monitor Rhythm           
4 Drug therapy as indicated      

 

VITAL SIGNS 
1.  Obtain first quantitative set of vitals within five minutes if practical (pulse, blood pressure, 

respiratory rate, pulse oximetry, temperature) 

2.  Repeat according to patient's condition. Every 5 min for critical medical and trauma patients 

(if practical)  

 

NEUROLOGICAL ASSESSMENT 

Management of patients with head injury or neurological illness depends on careful assessment 

of neurological function.  Changes in neurologic status are particularly important.  The first 

observation of neurological status in the field provides the basis for monitoring sequential 

changes.  It is, therefore, important that the first responder accurately observe and record 

neurological assessment, using parameters which will be followed throughout the patient's 

hospital course. 

 The Glasgow Coma Scale is one method of monitoring patients with head injury.  Errors and 

confusion are minimized when precise responses to specific stimuli are recorded.  Always record 

specific responses in addition to the total score of the Glasgow Coma Scale.  See Appendix E for 

Glasgow Coma Scale  

 Another method to objectively describe LOC in the non-head injured patient is AVPU  

A: Awake & Alert  

V: Responsive to Verbal Stimulus 

P: Responsive to Painful Stimulus 

U: Unresponsive 

 Eyes: 

1. Direction of gaze 

2. Size and reactivity of pupils 

3. Visual Field Loss 

 Motor Function and Coordination 

1. Observe whether all four extremities move equally well 

  2. Facial Droop 

 Speech and Language 

1. Real words, but slurred enunciation 

2. Unable to use correct words and/or unable to comprehend simple question 

and commands 

 Sensation (if patient awake): 
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1.  Observe for absent, abnormal or normal sensation at different levels if cord 

injury is suspected 

 

SPECIAL NOTES: 
 

A. Sensory and motor exam must be documented before and after moving patient with 

 suspected spinal injury.  

B. Note what stimulus is being used when recording responses.  

 

GENERAL: FOCUSED HISTORY/PHYSICAL EXAM OR RAPID ASSESSMENT 

 

DETAILED PHYSICAL EXAM DEFINITIONS: 

 

Focused History/Physical Exam: The part of the assessment process in which the patient’s major 

complaints or any problems that are immediately evident are further and more specifically 

evaluated. 

 

Detailed Physical Exam: The part of the assessment process in which a detailed area-by area 

exam is performed on patients whose problems cannot be readily identified or when more 

specific information about problems identified in the focused history and physical exam is 

necessary.  

 

The four components of physical examination are: inspection, auscultation, palpation, and 

occasionally, percussion. 

 

CENTRAL VENOUS ACCESS 

 

Administrative Medical Control has not authorized the initiation of central venous lines by 

Paramedics.  Existing central venous access devices such as, porta-caths and PICCs may be 

accessed by Paramedics only as trained in the Advanced IV access training. 

 

CPAP 

 

CPAP is optional respiratory support treatment that has shown to rapidly improve vital signs, gas 

exchange, work of breathing and shortness of breath. CPAP may decrease the sense of dyspnea, 

and decrease the need for endotracheal intubation in patients who suffer from asthma, COPD, 

pulmonary edema, CHF, and pneumonia.  This is approved for use by Paramedics in VVEMS 

agencies after proper training as delineated in the CPAP Use Guideline. See Appendix G 
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INTRAOSSEUS ACCESS/IO 

 

VVEMS agencies may use this technique as part of their vascular access after completing the 

required training, in accordance with the IO Use Guideline.  See Appendix G. Initiation of IO 

maybe performed by I-99 and Paramedics only.  

 

RAPID SEQUENCE INTUBATION/RSI/MEDICATION ASSISTED INTUBATION  

This is an approved skill for EMS use in the state of AZ. Agencies utilizing RSI must be 

approved by the Administrative Medical Director and must meet specific annual training 

requirements.   
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Decapitation

Decomposition

Transection of thorax or abdomen

Burned beyond recognition

Police Case

DEAD ON ARRIVAL

Verify for dependant lividity and/

or rigor mortis with apnea and 

pulseless. 

Check for Asystole in 2 leads for 

12 seconds (1)

YES

1) In situations where hypothermia may be a consideration, hypothermia guidelines should be followed. Seek Medical Control input.

NO

CPR

Proceed to 

appropriate Cardiac 

Guideline

YES

NO
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DO NOT ATTEMPT RESUSCITATION ORDERS
DO NOT ATTEMPT RESUSCITATION ORDERS

Confirm patient is 

unresponsive, 

apneic, and 

pulseless (1)

Properly completed 

PREHOSPITAL MEDICAL CARE 

DIRECTIVE is available?

Do not attempt 

resuscitation (2)

Yes No

Begin 

Resuscitation

PATCH

Notify appropriate 

law enforcement 

agency

Properly completed 

ADVANCED DIRECTIVE/

LIVING WILL/ 

PHYSCIAN’S DNR 

ORDER is available?

OR next of kin request

PATCH

Notify appropriate 

law enforcement 

agency if patient is 

not transported

Yes

(1) It is not the intent of advanced directives to deny treatment of other medical conditions not related to the terminal illness, pain medication, or other supportive 

care.

(2) If patients relatives are present and are indicating they want resuscitation attempted, in the presence of advance directives, begin resuscitation and patch for 

Medical Control input.

(3) If patient is in a healthcare facility or is being transported interfacility with a physician’s DNR in place it is not necessary to begin CPR.

Continue 

resuscitation 

following appropriate 

treatment guidelines

No
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WITHHOLDING/TERMINATION OF RESUSCITATION

Consider withholding or termination resuscitative efforts if any of the 

following are present (1)(2)

TRAUMA:
(1)  Blunt traumatic cardiopulmonary 

arrest without organized ECG 

activity upon EMS arrival.

(2)  Penetrating traumatic 

cardiopulmonary arrest without 

any of the following; pupillary 

reflexes, spontaneous 

movement, or organized ECG 

activity upon EMS arrival.

(3)  Traumatic cardiopulmonary arrest 

witnessed by the EMS provider 

with 15 minutes or more of 

unsuccessful resuscitation and 

cardiopulmonary resuscitation.

MEDICAL:
(1)  Full resuscitation with CPR, 

airway management,

defibrillation/ cardioversion as 

necessary, IV/IO access and 

20-30 minutes of treatment and 

patient has no ROSC and is in 

PEA or Asystole.

(2)  Arrest was not witnessed and/or no 

bystander CPR performed and 

no shocks have been indicated 

after 20 minutes patient is in 

asystole.

PATCH

(1)  For indications where no treatment is required the provider may withhold resuscitative efforts and patch for medical direction.

(2)  Consideration should be given to potentially reversible conditions such as, overdose/poisoning, hypothermia, cold water 

drowning, etc.
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ADULT BRADYCARDIA, UNSTABLE (1)
RATE < 60 MINUTE WITH ACCOMPANYING SIGNS/SYMPTOMS OF HEMODYNAMIC COMPROMISE, I.E., CHEST PAIN, 

HYPOTENSION, IF HISTORY/EVIDENCE OF TRAUMA, PROCEED TO TRAUMA TREATMENT GUIDELINE

I-99 Skill/Medication limitation

Airway

Ventilation

Oxygenation

ECG Monitor

Establish an IV/IO  (2)

12 lead EKG(do not delay treatment)

Atropine 0.5 mg IV, every 

3-5 min. to maximum of 3mg.

If unable to establish IV/IO proceed to TCP

Consider volume challenge

300-500 mL NS (3)
TRANSCUTANEOUS 

PACING (TCP)

Consider volume 

challenge 300-500 ml 

NS. (3)
If pt is conscious then 

may administer 

Versed (Midazolam) 

(5)  1mg every 3-5 

minutes slow IVP up 

to 5 mg  during 

pacing for sedation

PATCH (4)

(1) Signs/symptoms of an unstable patient may include chest pain, SOB, decreased LOC, hypotension, shock, pulmonary edema, congestive heart failure, and 

acute myocardial infarction.

(2) This should not delay definitive treatment.

(3) Repeat vital signs and lung auscultation before and after fluid administration

(4) Contact Medical Control to consider administration of Dopamine 2-20 mcg/kg/min (5) and/or Epinephrine 2-10 mcg/min

5) Not in scope of I-99 

Patient improvement?

Patient remains unstable

Or 

Treatment/intervention 

problems?

COURTESY

NOTIFICATION Yes No
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CHEST PAIN SUGGESTIVE OF CARDIAC ORIGIN
Chest Pain suggestive of possible myocardial ischemia (1)

Airway

Ventilation

Oxygenation

Apply Monitor

12 lead EKG (2)(6)

Transmit 12 lead to Emergency Department if unable to transmit 

present clear interpretation of 12 Lead on patch 

If lethal or potentially lethal dysrhythmias are present, proceed to 

appropriate cardiac treatment guideline.

12 lead EKG shows ST elevation > 1mm in 2 or more contiguous leads or new 

LBBB

Patch early for Cathlab activation

Apply Quick Combo Pads

Administer ASA 81 mg X 4 PO chew and swallow

Establish IV of NS at TKO rate

If ST Elevation  MI, establish a second IV saline lock enroute. 

Attempt left arm access area if possible

NTG 0.4 mg SL. may repeat x 2 every 5 min.  

If systolic BP > 100 (3) (4)

If pain continues after 3 NTG may administer  Morphine 

Sulfate 2mg initial dose IV/IO then may repeat every 5 

minutes at a range of 2-6mg  IV/IO. 

Max total dose of 20 mg for pain(3)

PATCH

1) Indications of chest pain suggestive of possible myocardial ischemia include: Description of crushing, squeezing, pressure, burning, tightness, 

diaphoresis, nausea/vomiting, apprehension, radiation, age>30, associated cardiac risk factors.

2) If twelve lead capability, should be done in pt’s initial assessment.

3) Repeat vital signs and lung auscultation before and after administration of NTG or MS. Consider prior NTG use. If pain reoccurs and is not refractory 

to NTG, repeat NTG 0.4mg SL every 5 minutes as needed for pain relief, maintaining B/P > 100. MS may be repeated every 5 min maintaining B/P >100

4) Nitroglycerin is contraindicated in patients that have taken Viagra (sildenafil),Cialis, Levitra, or similar medications in the previous 72 hours

5) Contraindication to Aspirin if has an allergy to ASA. Can administer ASA without and IV in place.

6) Communication with hospital should be completed as soon as possible so that Cath Lab team can be notified for ST Elevation MI.

Patch unsuccessful

Monitor vital signs. Systolic BP>100

Age greater than 30

Significant Improvement or pain relief without 

S/S of cardiopulmonary compromise

Courtesy 

Notification

No

YES
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ADULT CARDIOPULMONARY ARREST – CCR ALTERNATIVE (1)(2)

EMS arrival at 

patients side

Adequate bystander administered chest 

compressions or provider witnessed arrest

Inadequate or no bystander chest compressions 

administered

Place defibrillator electrodes and assess rhythm 

VF/Pulseless VT
Administer 1

st
 shock – monophasic 360J

Or biphasic equivalents

Non – shockable rhythm

Immediate 200 Chest Compressions
(Assess airway, Insert OPA and place patient on a non-rebreather with high flow O2 (3)

Secure IV/IO access, and Administer Epinephrine 1:10,000 1 mg IV/IO

Repeat every 2 min. as soon as  possible during chest compressions (4)(5)

Assess rhythm (4)

VF/Pulseless VT
Administer 2

nd
 shock – monophasic 360J

Or biphasic equivalents (6)

Immediate 200 Chest Compressions
Continue Epinephrine 1:10,000 1 mg

IV/IO every 2 minutes during chest compressions

Assess rhythm(4)

VF/Pulseless VT
Administer 3

rd
 shock – monophasic 360J

Or biphasic equivalents (6)

Immediate 200 Chest Compressions
Continue Epinephrine 1:10,000 1 mg

IV/IO every 2 minutes during chest compressions 

Assess rhythm. Start CPR.  Establish an airway

Follow ACLS Guidelines

If no signs of life consider termination of efforts- Patch (3)(4)

1) Age greater than 8 years old.

2) Should not be used on patients; involved in traumatic event, overdose  or where evidence of primary respiratory arrest is present.

3) Do not attempt intubation until after 4
th
 set of 200 chest compressions. Ventilate with BVM if necessary.

4) Pulse checks should be done only if ECG indicates a potentially perfusing rhythm. Do not interrupt chest compressions. Be very brief.

(5) IO should be considered as first line access

(6) 10) Escalate Joule delivery (200,300,360) for  V-Fib or Pulseless V-Tach refractory to initial shock of 200 J.

Immediate 200 Chest Compressions
Continue Epinephrine 1:10,000 1 mg

IV/IO every 2 minutes during chest compressions

Non – shockable rhythm

Non – shockable rhythm

Assess rhythm (4)

VF/Pulseless VT
Administer 3

rd
 shock – monophasic 360J

Or biphasic equivalents (6)

Non – shockable rhythm
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ADULT PULSELESS ARREST

I-99 Skill/Medication limitation

CCR guideline complete

VF/Pulseless VT
Shock as indicated– 

monophasic 360J or bipphasic equivalents (10)

Continue Epinephrine 1:10,000 1 mg

IV/IO every 3-5 minutes during chest compressions
Non – shockable rhythm

Immediate 5 cycles CPR

Administer Amiodarone 300mg IV/IO may repeat in 

3-5 minutes with 150 mg once (9)

or
Lidocaine 1.5 mg/kg IV/O may repeat 0.75mg/kg every 3-5 

min. x 2 to a total of 3mg/kg ( 5)

Immediate 5 cycles of CPR

Continue Epinephrine 1:10.000 1 mg

IV/IO every 3-5 minutes during chest compressions

Assess rhythm and pulses (4)(6)(8)

Assess rhythm and pulses (4)(6)

VF/Pulseless VT
Shock as indicated – 

monophasic 360J or biphasic equivalents (10)

Immediate 5 cycles CPR

Continue Epinephrine 1:10,000 1mg

IV/IO every 3 minutes during chest compressions

Assess rhythm and pulses (4)(6)(8)

Non-shockable rhythm ?

Immediate 5 cycles of CPR

Continue Epinephrine 1:10.000 1 mg

IV/IO every 3 minutes during chest compressions

Continue to follow treatment guidelines based on 

patient assessment and rhythm (7)

PATCH

1) Assess rhythm – quick look, only check pulses if there is an organized rhythm present.

2) Evaluate airway, intubate if necessary, limit interruption of CPR as much as possible.

3) Once patient is successfully intubated perform continuous asynchronous compression (rate 100/min) with ventilations (rate 8-10/min)

4) Pulse checks should be done only if EKG indicates a potentially perfusing rhythm, do not interrupt chest compressions, and be very brief.

5) Medications should be administered during CPR as soon as possible after rhythm checks.

6) Consider possible causes: Hypovolemia,(volume infusion), hypoxia (ventilation/re-evaluation),acidosis (ventilation/re-evaluation), tension pneumothorax (needle 

decompression), hypothermia, hypoglycemia, drug overdose, cardiac tamponade (volume infusion), massive AMI, hyperkalemia (consider NaHCO3, D50W,Calcium 

Chloride) massive pulmonary embolism.

7) If patient remains asystolic or other agonal rhythm after successful intubation, initial medications, no reversible causes are identified, and transport has not been 

initiated, consider termination of resuscitative efforts by order of a physician. Consider interval since arrest.

8) For successful conversions with HR>60 and no 2
nd

 or 3
rd

 degree heart blocks. Assess vital signs, administer  Lidocaine 1-1.5 mg/kg and start infusion at 2-4 mg/

min. or Amiodarone 150 mg IV over 10 minutes then begin drip at 1mg/min for first 6 hours. (9)  If patient received bolus doses prior to conversion administer 

maintenance infusion only.

9) Not in scope of I-99

10) Escalate Joule delivery (200,300,360) for  V-Fib or Pulseless V-Tach refractory to initial shock of 200 J.

NO PULSES

NO PULSES

WITH 

PULSES

WITH 

PULSES

Consider Magnesium Sulfate 1-2 Gm  IV/IO over 1-2 

min.for torsades de pointes (9)
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CARDIAC ARREST POST RESUSCITATION

INDUCED HYPOTHERMIA

I-99 Skill/Medication limitation

ROSC (5)

Verify patient meets the following criteria for induced hypothermia: (7)

                ROSC after cardiac arrest not related to trauma or hemorrhage

Age greater than 18 years old

Patient is intubated and remains comatose (no purposeful response to pain)

GCS of less than 8 after ROSC

ROSC within 60 minutes of arrest

Initial temperature >34C (93F)- no environmental hypothermia related arrhythmia

Female patients not pregnant

No uncontrolled hemorrhage

No persistent unstable arrhythmia

                No DNR paperwork identified during resuscitation

Maintain/ control airway as necessary

SPO2 of 94-99% maintained

Maintain ventilation rate 8-10 breaths per minute, 

adjust as needed to ensure proper oxygenation.

And end tidal target range of 35-40mm Hg PETCO2

Consider intubation

Expose pt to undergarments

Apply ice packs to groin/axillae/neck (2)(3)(4)

Avoid blankets and reduce temperature in ambulance

If available administer 2000ml cold

 NS IV fluid bolus to adult patient

Consider Dopamine for persistent 

hypotension <90 SBP

5-10 mcg/Kg (6)

If patient is not hypotensive

May administer  Versed for Shivering 5mg slow IV push 

1) Patch early to advise of induction of hypothermia to allow ED to have equipment ready.

2)Patients develop metabolic alkalosis with cooling. Do not hyperventilate.

3) When exposing pts for cooling purposes undergarments may remain in place. Be mindful of your environment and preserve patients modesty.

4) Do not delay transport for purposes of cooling.

5) AT ANY TIME- Loss of Spontaneous Circulation- discontinue cooling and go to appropriate protocol

6) Not in I-99 Scope of practice

7) Do not delay transport to initiate hypothermia protocol.  Consider with-holding hypothermia protocol for transports < 30 minutes

12 Lead EKG

Patch early (1)

Follow appropriate ACLS guidelines

Transport to Cardiac Arrest Center (CAC)

Consider transport to closest appropriate facility if patient 

requires emergent stabilization
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ADULT TACHYCARDIA WITH PULSES

I-99 Skill/Medication limitation

AIRWAY

VENTILATION

OXYGENATION

Monitor EKG

Assess Rhythm

Assess vital signs

Heart rate typically >150 min

Treat reversible causes

Establish IV of NS at TKO rate

Obtain 12 lead EKG

Is QRS Wide or narrow? (1)

Perform immediate synchronized 

cardioversion:

A-fib: Biphasic begin at 120-200 

then increase per manufacturers 

recommendations

SVT/A-flutter/monomorphic VT: 

biphasic begin at 100 then 

increase per manufacturers 

recommendations

Monophasic begin at 200 then 

300, 360

If conscious consider sedation with 

Midazolam 1-2mg slow IVP single 

dose. (4)(5)

Narrow QRS 
Is rhythm regular 

Attempt vagal maneuvers if 

no response:

Give Adenosine (Adenocard) 

6 mg rapid IVP if no 

conversion in 1-2 minutes 

give 12 mg rapid IVP, (2)

Rhythm converts?

Wide QRS
Is rhythm regular?

May administer Adenosine for undifferentiated 

regular monomorphic wide-complex 

tachycardia

If ventricular tachycardia or uncertain rhythm, 

administer Amiodarone 150mg IV over 10 

minutes, may repeat every 10 min (6)(7)

Or

Lidocaine 1mg/kg IVP, may repeat Lidocaine 

0.5mg/kg every 5-10 minutes to a total of 

3mg/kg (4)

If atrial fibrillation with aberrancy / 

intraventricular conduction delays go to 

irregular narrow-complex tachycardia

If rhythm appears torsades de pointes 

consider Magnesium Sulfate 1-2 Gm IV 

over 2 min (6)

PATCH (3)

1) If at any time patient becomes unstable, proceed to “Unstable” side

2) Carotid sinus massage should not be performed without Medical Control Contact ; other methods of vagal stimulation should be attempted. Carotid 

sinus massage is contraindicated if patient >50 years of age or has history of hypertension.  If ordered by Medical Control, verify absence of carotid 

bruits.

3) Contact Medical Control to administer Diltiazem (Cardizem) 0.25 mg//kg, if no response may repeat in 15 minutes at 0.35mg/kg. (6)  Amiodarone 

150 mg administered over 10 minutes, if no response may repeat every 10 minutes, maintence infusion after conversion is 1 mg/min. (6) Consider 

cardioversion

4) For successful conversions of ventricular arrhythmias with HR > 60 and no 2
nd

 or 3
rd

 degree heart blocks: Assess vital signs,administer Amiodarone 

150 mg IV over 10 minutes than begin drip at 1 mg/min. for first 6 hours or Lidocaine (Xylocaine) 1mg/kg and start infusion at 2-4 mg/min, reduce 

maintenance infusion of Lidocaine by half in patients with renal or hepatic disease or > 70 years of age. If patient received bolus doses prior to 

conversion administer maintenance infusion only. (6)

5) If delays in synchronization occur or rhythm is polymorphic VT go immediately to unsynchronized defibrillation at 120-200 biphasic with 

manufactures recommendations or monophasic 360J. For polymorphic VT the provider should be prepared to move immediately to the Pulseless 

Arrest algorithm if pulseless arrest develops.

6) Not in I-99 Scope of Practice

7) Contact medical control for direction for administering Amiodarone patients with systolic blood pressure less than 90 mm Hg

Stable

PATCH

Is patient unstable?

Altered mental status

Hypotension

Signs of shock

Shortness of breath

Severe chest pain

Unstable

Regular

Regular Irregular

WIDE

Narrow

Irregular

COURTESY

NOTIFICATION

YES NO

PATCH
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Physiologic C riteria :

Glasgow Coma Scale ≤ 13

Systolic Blood Pressure < 90 adult

Respiratory rate < 10 or > 29 (<20 infant aged < one year)

A ssess A natom y of Injury :
Penetrating injury to the head, neck, torso, and extremities proximal to elbow and knees.

Flail chest

Two or more proximal long bone fractures

Crushed, degloved, or mangled extremity

Amputation proximal to wrist and ankle

Pelvic fractures

Open or depressed skull fractures

Paralysis

A ssess Mechanism  of Injury and Evidence of H igh -Im pact Injury :

Falls

Adult > 20 feet

Children > 10 feet or two to three times patient’s height (peds)

High-Risk Auto Crash

Intrusion > 12 inches, occupant side : > 18 inches any side

Ejection (partial or complete) from automobile

Death in same passenger compartment

Vehicle telemetry data consistent with high rise of injury

Auto vs. Pedestrian/Bicycle, Thrown, Run Over, or with Significant 

Impact (>20 mph)     

Motorcycle Crash > 20 mph

A ssess Special Patient or System  C onsiderations :
Age

Older adults : Risk of injury or death increases after age 55

Children: Triaged to pediatric trauma facility if appropriate

Anticoagulation and bleeding disorders

Burns

Without other trauma mechanism transport to burn facility

With trauma transport to trauma center

Time Sensitive Extremity Injury

End-Stage Renal Disease Requiring Dialysis

Pregnancy > 20 weeks

EMS Provider Judgment

Transport to appropriate 

Trauma Center or 

Emergency Department

Transport- to Level 1 Trauma 

Center if possible

Transport- to Level 1 Trauma 

Center if possible

Transport to closest appropriate 

Trauma Center which may not be 

the highest level trauma center

Contact medical control and 

consider transport to a trauma 

center or a specific resource 

hospital

NO

NO

NO

NO

Yes

Yes

Yes

Yes

TRAUMA TRIAGE  DESIGNATION
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TRAUMA - BURNS

Airway

Ventilation

Oxygenation(1)

Consider early intubation if 

patient exhibits signs of airway 

or respiratory burns. 

Use RSI /MAI

If 

available

Apply Monitor

Determine mechanism of burn, 

areas of body burned and level of burns(3)

PATCH

Consider Direct Transport to 

Burn Center

Apply dry sterile dressing or 

clean dry sheet.

Keep patient warm

Rapid Transport

Do not delay transport to perform the 

following interventions

Establish IV of LR or NS, maintain tissue perfusion

Fluid resuscitation for extensive 2
nd

 and 3
rd

 degree burns

2ml LR or NS X patients body weight in Kg X %TBSA

½ delivered in the first 8 hours the remainder within the following 16 hrs.

Morphine Sulfate 5 mg initial dose IV/IO 

may repeat every 5 minutes at a range of 

2-6mg  IV/IO. 

Max total dose of 20 mg for pain. 

If unable to establish IV, may administer 

10mg IM. May repeat in 10 minutes if 

necessary. (2)

PATCH

1) If patient or clothing still burning cool hot areas immediately.  Flush chemical burns for 20 minutes.

2) Reasses vitals and pain before and after each administration of Morphine and Fentanyl.

3) Adult patients with high voltage electrical injuries fluid resuscitation is 4ml LR or NS X patients weight in KG X %TBSA

If patient is not hypotensive and

 no pain relief may administer Diazepam 5mg IV for 

large muscle spasms.

Fentanyl

 50mcg IV/IO slow push 

May repeat every 5 minutes at a range of 

25-50 mcg IV/IO 

Max dose of 200mcg

IM 50 mcg may repeat in 5 minutes. (2)

Pain Management
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prescribed 
medication 

Nitrous Oxide      

Normal Saline      

Ondansetron HCl      

Oxygen       

Oxytocin      

Phenobarbital Na     

Phenylephrine Nasal Spray      

Potassium Salts     

Pralidoxine Chloride, Auto-ejector  Only in 

Toxicology 

emergencies 

  

Procainamide HCl     

Racemic Epinephrine     

Sodium Bicarbonate 8.4%      

Succinylcholine   STR 

Theophylline     

Thiamine HCl      

Total Parenteral Nutrition, with or 

without lipids 

  TA-STR 

Tuberculin PPD      

Vasopressin     

Vitamins  TA-STR TA-STR 

 

 

  Arizona Scope of Practice skill 

STR  Specialty Training Requirement: Skill requires specific specialty training with  

  medical director 

TA  Transport agent 
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