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Johns Hopkins University Emergency Response Unit 

Standard Operating Procedures 
Created: April 2, 2006 

Last Revision: November 09, 2008 
 
I. Overview and General Provisions of Operation 

a. Purpose 
i. The Johns Hopkins University Homewood Campus Emergency 

Response Unit (hereafter, “HERU”) is a volunteer emergency medical 
services student organization that complements other campus health 
care facilities by providing basic life support to the students, faculty, 
staff, and community that comprises The Johns Hopkins University 
Homewood Campus and the areas serviced by Homewood Campus 
Security. HERU is part of the Hopkins Emergency Response 
Organization (HERO), in accordance with the constitution of the 
Hopkins Emergency Response Organization, by which it is financed 
and directed. 

b. Function 
i. The function of HERU is to provide EMT-Basic level care to the Johns 

Hopkins University Homewood Campus community.  EMT-Basic level 
care is defined in accordance with the skills and responsibilities as put 
forth by the Maryland Institute for Emergency Medical Services 
Systems (MIEMSS). HERU is under the medical direction and counsel 
of the Student Health and Wellness Center and the operational 
direction of Homewood Campus Security. 

c. Membership 
i. All references to Crew Member and Crew Chief in these SOPs will 

mean those individuals who hold the rank of Crew Member and Crew 
Chief, respectively, as defined in the HERO Constitution, the 
administrative body of HERU.  These Crew Chiefs and Crew 
Members, in order to run shifts with HERU, must comply with the 
requirements set forth by the aforementioned HERO Constitution. 

ii. Furthermore, failure to meet any of the above respo nsibilities, or 
to follow the rules and regulations set forth in th e SOPs or 
Constitution will result in the serious jeopardy of  the 
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membership of that person.  The Board of Directors reserves the 
right to hold a disciplinary hearing for any member .   

1. Disciplinary action is outlined in the Amendments and Bylaws 
of the HERO Constitution.  Disciplinary actions may include a 
reprimand and/or public apology, suspension from duty for no 
less than three weeks but no more than one semester, 
demotion in rank from Crew Chief or Crew Member, and/or 
permanent withdrawal of rank, privilege, and membership in 
HERO. 

d. Payment and Fees 
i. Neither HERU nor its members will charge a fee or accept 

compensation for first aid, assistance, or consultation rendered as a 
function of HERU.  

II. Operation and Detailed Procedures 
a. Administration of HERU 

i. The HERU members will elect the HERO Lieutenants once a year.  All 
Lieutenants will serve a one-year term from January 1st to December 
31st of each year. 

ii. Job Descriptions 
1. The Operations Lieutenant is responsible for managing the 

day-to-day operation of HERO and for meeting with University 
administrators on matters of protocol.  

2. The Personnel Lieutenant is responsible for scheduling the 
shifts of the Primary and Reserve Chiefs, on-scene education 
of HERU members, and disciplinary matters.   

3. The Equipment Lieutenant is responsible for supplies 
(including, but not limited to, restocking used supplies, 
ordering supplies, and acquiring unit apparel) as well as the 
general overall maintenance of the squad room. 

b. On-Call Personnel 
i. HERU will operate a three-person Primary Crew and a one-person 

Reserve Chief at all times when it is in service. 
1. The Primary Crew,  consisting of a Crew Chief and the two 

Crew Members who are on duty, will: 
a. Respond to all calls 
b. Acknowledge all calls using the radios according to the 

“Radio Operation Procedures” 
c. Remain and sleep on campus while on duty 

i. On-campus will be defined to include the 
buildings and grounds of the Homewood 
Campus, University-owned residence halls at 
the Homewood campus, and any residences 
SO LONG as it is within the area bounded by 
the following streets: one block North of 
University Pkwy, 29th St on the South, N. 
Calvert St. on the East and San Martin Drive on 
the West. The Operations Lieutenant may 
approve any residence not included in these 
boundaries.  

1. If a Crew Member or Crew Chief is not 
clear as to whether his/her location is 



 3

“on-campus,” he/she must ask one of 
the line officers, who will determine if the 
on-duty personnel is allowed to be 
there. 

2. A ‘Line Officer’ is defined as one of the 
three Lieutenants of HERU: Operations, 
Personnel, and Equipment. 

ii. Note: the Primary Crew may be in the 
basement of Bloomberg. However, it may be 
necessary to go outside of Bloomberg to 
acknowledge the call. 

d. Remain fully dressed, in uniform, at all times. Only 
shoes may be removed. 

i. Crew Members on the 0000-0800 shift may 
wear sleep clothes as long as they sign on the 
air within 2 minutes of receiving the call and as 
long as they respond to the call in uniform. 

e. Run shifts scheduled by the Personnel Lieutenant. In 
the event that a member is unable to take the shift, 
he/she must try to find a replacement and if unable to 
do so, he/she must contact the Personnel Lieutenant at 
least 24 hours prior to his/her shift and then, if 
necessary, the Operations Lieutenant. 

f. Carry their radios and equipment at all times and be 
responsible for any damage to the radios incurred 
during their shift. 

g. Check and restock equipment in the bag at the 
beginning of the shift. 

h. Adhere to the HERO SOPs. 
i. Operate at a level consistent with each member’s level 

of training, but no higher than the level of training of the 
Crew Chief. Individual members cannot operate at a 
level higher than that for which they are certified, even 
if the overall crew operates at a higher level.  

i. The Crew Chief will make all decisions on 
scene, even if a Crew Member has a higher 
level of certification.  

j. Respond to ANY location when paged to do so by 
Security.  

2. The Primary Crew Will Not 
a. Go into the steam tunnels, below B-Level of the MSE 

library, into the basement of NEB (Government 
Publication Library), or the CS lab in the NEB, except 
to render first aid. 

b. Operate or ride in any motorized vehicle except a 
Security Unit or Escort Van while on duty. 

c. Use illicit drugs of any kind. 
d. Be under the influence of alcohol at the time you go on 

duty. 
i. All members must have a BAC of 0.00 at the 

time they go on duty.   
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ii. If the member is defined as “under the 
influence” by any of the above criteria, he/she is 
deemed not competent to run and must notify 
the Personnel or Operations Lieutenant 
immediately, and must try to find coverage for 
his/her shift. The member may not take his/her 
shift.   

iii. If the member who is “under the influence” 
cannot find coverage, the Personnel Lieutenant 
will be responsible for finding coverage of the 
position. If no coverage can be found, the 
position will be paged out of service. 

e. Chew gum while on scene.  
f. Eat while on scene. 

3. The Reserve Chief 
a. The Reserve Chief will have the responsibilities listed 

above for the Primary Crew in addition to responding to 
the second scene of all double calls and when 
requested to respond by the primary on-call Crew Chief 
or Security. 

b. The Reserve Chief may not respond to the scene of a 
primary call unless directed to do so by the on-duty 
Crew Chief or by the Operations Lieutenant either at 
the time of the call or by standing orders. 

c. Upon orders of the Operations Lieutenant, the Reserve 
Chief may be required to take over the position of the 
Primary Crew Chief or Primary Crew Member. 

4. Responding to a call 
a. Crew Members who are not on Primary Duty may not 

respond to the scene of a call unless specifically 
directed to do so by the Operations Lieutenant or the 
on-duty Crew Chief.   

b. Crew Chiefs may respond to the scene of any call in 
order to decrease response time and aid with patient 
care, but must leave as soon as the Primary Crew 
Chief arrives on scene.   

c. The Operations Lieutenant has the right to respond to 
the scene of any call as well as the right to take charge 
of the scene even if he/she is not on Primary or 
Reserve duty, if the situation warrants such an action 
(i.e. patient care is compromised, or on-duty Crew 
Chief is not controlling the situation). 

5. Crew Chiefs 
a. The Crew Chief will be in charge of the scene of all 

calls and will be responsible for the actions of the 
Primary Crew.   

b. If it happens that two Crew Chiefs respond to the 
scene of a call at the same time, the person in charge 
of and responsible for the actions of the crew will be 
the one who arrives at the scene with the bag of 
equipment designated as the “Crew Chief Bag.”   
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c. Uniforms 
i. The HERU Uniform must be worn by all primary on-call HERU 

personnel and consists of the following. 
1. The HERU shirt with appropriate patches (depending upon 

level of certification) and navy blue work pants  
a. Crew chiefs will wear a white uniform shirt; crew 

members will wear a navy blue uniform shirt. The shirts 
must be tucked in and a belt must be worn. 

b. The HERU unit patch will be worn on the left shirt 
sleeve. 

c. A unit-provided certification patch will be worn on the 
right sleeve.  

d. The HERU line officers may wear appropriate insignia 
including bars and nameplates indicating their rank as 
Lieutenants. 

e. No other patches or insignia may be worn without the 
permission of the Equipment Lieutenant 

2. Jackets with the HERO logo may also be worn over the HERU 
shirt. 

a. A HERO patch can be sewn on the upper left arm of 
the jacket. 

b. MD EMT-Bs can sew the MD EMT-B patch on the right 
arm of the jacket shirt. 

c. A reversed American flag can be sewn on the upper 
right arm of the jacket shirt.  

3. A solid-colored white, navy blue, gray, or tan long-sleeved shirt 
may be worn under the uniform shirt for warmth. 

4. A clean, professional-looking jacket may be worn on top of the 
uniform shirt in cold weather for warmth. 

a. If a Crew Member or Crew Chief is uncertain as to 
whether his/her jacket is unprofessional looking, he/she 
must contact one of the line officers. 

b. HERU personnel may need to remove a non-approved 
jacket in order to gain access to a building.  Security 
may request to see the uniforms of on-call personnel in 
order to gain access to a building.  

5. All on-call HERU personnel must wear a watch with a second 
hand or digital second counter on scene in order to take 
proper vital signs. 

6. Long hair must be tied back while working with patients. 
7. Closed-toed and closed-back shoes must be worn at all times. 
8. All on-call HERU personnel must carry a photo ID that can be 

shown to or left with security guards in order to gain access to 
a building. 

ii. The following may NOT be worn on scene 
1. Dangling jewelry that will get in the way of patient care. 
2. Pants that show HERU personnel’s undergarments. 
3. Anything that impedes patient care or running ability.  

d. Requests for Assistance 
i. Persons requiring assistance request HERU by calling Campus 

Security (410-416-7777).  
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ii. HERU will be dispatched by Security who will transmit a message 
indicating the exact location of the injured or ill person and the 
suspected nature of the problem.   

iii. The Primary Crew will acknowledge the call in accordance with “Radio 
Operating Procedures” and will respond to the scene to provide basic 
life support. 

1. Exact protocol for dispatching HERU and for notifying Health 
Services are based on “Guidelines for Dispatching the Johns 
Hopkins University Homewood Campus HERU.”  

e. Double Calls 
i. In the event of two calls at the same time, the Primary Crew Chief will 

do one of the following; 
1. Ask Security to manage the second scene. 
2. Send a Primary Crew Member to the second scene. 
3. Go to the second scene him/herself, leaving one of his/her 

Crew members with equal or higher level of certification in 
charge of the original scene. 

4. Request that the Reserve Chief manage the first scene or 
respond to the second scene. 

 
NO HERU MEMBER MAY TRANSFER CARE TO A MEMBER WITH A LOWER LEVEL 

OF CERTIFICATION 
 

ii. The Primary Crew Chief, a Crew Member, and the Reserve Chief will 
respond to any calls that occur while one Primary Crew Member is 
involved with the transport of a patient. 

iii. If both the Primary and the Reserve Chiefs have been dispatched, 
HERU will be out of service until one of the crews become available 
unless a HERU line officer is available to respond and acknowledges 
his/her response via radio. 

f. Security  
i. Security is free to take any action it deems necessary before HERU 

arrives at the scene.  Security has the final say on all calls. 
ii. In the event that a phone is not available at the scene, the Crew Chief 

may ask Security for a radio relay between him/herself and the 
doctor/nurse practitioner on call.  This will be provided strictly at 
Security’s discretion. 

g. Paging the Lieutenants 
i. The Primary Crew may have security page any of the line officers at 

any time. The Crew Chief or Crew Member will ask security to have 
the line officer dispatched on his/her radio/pager. 

ii. The Primary Crew may also attempt to reach the line officers on their 
cell phones at any time. 

h. Modified Service 
i. Modified Service is to be a limited operating mode of HERU to be 

utilized during times of low campus population, other special campus 
circumstances that limit HERU members’ wavailability, or other 
circumstances where the Operations Lieutenant deems it necessary 
to operate in Modified Service. 
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ii. The Operations Lieutenant reserves the sole right to determine when 
HERU goes into Modified Service and is released from Modified 
Service.  

iii. All procedures in these Modified Service Standard Operating 
Procedures supplement the normal HERU SOPs; all HERU SOPs will 
be adhered to unless explicitly modified in this section. 

iv. On-Call Personnel:  The Primary Crew 
1. Will consist of one Crew Chief and one Crew Member. 
2. Will be responsible for covering the entire HERU response 

area and respond to emergencies as dispatched by Security. 
3. Will adhere to all of the procedures dictated for the Primary 

Crew in the HERU Standard Operating Procedures, except 
those modified by this section 

4. Will remain within one walking minute of campus and/or any 
building or region in the HERU response area as dictated in 
the HERU SOPs unless given the express permission of a line 
officer. 

v. Detailed Operating Procedures 
1. Both members of the Primary Crew will respond to all 

emergencies on the Homewood campus.  
2. If two calls are received simultaneously, or another call is 

received while the Primary Crew is on scene, then Security will 
manage the second scene until the Primary Crew is able to 
respond unless a HERU line officer or off-duty crew chief with 
an alerting device is available to respond and acknowledges 
his/her response via radio. 

3. During periods of the Modified Service, the Operations 
Lieutenant may deem it necessary for the Primary Crew to be 
on campus. Should this need arise, Security will page the 
Primary Crew to report to campus. When the Operations 
Lieutenant deems it acceptable for the Primary Crew to 
operate in normal Modified Service, Security will page the 
crew releasing them from campus detail. 

4. Members of the Primary Crew may shower while on duty, 
though they are encouraged to attempt to remain in their 
response clothing at all times. 

5. Shifts will be scheduled in 12�hour blocks 
i. Media and Press Releases 

i. Only the Operations Lieutenant and Instructional Chair may make 
official statements regarding their respective units. 

ii. Members may not handle requests for information from the media or 
general public regarding calls without consulting the Operations 
Lieutenant. 

iii. At no time is a member allowed to speak with the media at the scene 
of a call. 

iv. Information pertaining to the identity of an individual or the nature of 
the call cannot be released to the media or to the public under any 
circumstances. 

j. Critical Incident Stress Debriefing 
i. HERU personnel must have the ability to discuss troubling cases 

confidentially with one another and/or their advisors. Moreover, 
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they must come to terms with their mission, and the importance of 
having resolved ethical issues before taking care of individual 
problems. Critical Incident Stress Management is a valuable EMS 
resource.   

ii. At the discretion of the Personnel or Operations Lieutenant, a 
Crew Member or Crew Chief may be required to meet with a 
counselor from the Counseling Center after a stressful call (ie: the 
death of a patient) or if he/she has made decisions on scene that 
are unsafe for patients or him/herself.  

1. The Personnel and Operations Lieutenants have the right 
to determine what is considered a “stressful” call. 

iii. A Crew Chief or Crew Member may be prohibited from running a 
shift until he/she meets with a counselor. 

iv. The Operations Lieutenant, in conjunction with the Personnel 
Lieutenant, may request that BCFD’s Critical Incident Stress 
Debriefing Team become involved with HERU personnel if a 
stressful situation has occurred. 

k. Additional Equipment 
i. The Crew Chief may request that Security dispatch the designated 

security cars. 
ii. Additional equipment bags will be located in the back of Homewood 

Security units 101 and 102.  These bags contain equipment found in 
the Primary Crew bags, as well as cervical collars, AEDs, oxygen 
delivery devices, activated charcoal, a pediatric BVM, pediatric BP 
cuffs, adult thigh BP cuff, sharps containers, and collapsible 
backboards with neck immobilizing devices. 

iii. When the oxygen has been in use and the needle reaches 500 psi, 
the Crew Chief will request that Security dispatch the second 
designated security car to the scene. After the completion of the call, 
the Primary Crew Chief will notify the Equipment Lieutenant that the 
oxygen tank needs to be refilled. 

l. All HERU members must complete an approved Bloodborne Pathogens 
training program upon acceptance to the Unit and thereafter at the beginning 
of each academic year. Documentation of the completion of the course must 
be submitted to the Personnel Lieutenant. 
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AEDs on Homewood Campus   
  
Monitored (7):  

·  Homewood Museum (behind door)  
·  Milton S. Eisenhower Library  (near guard station)  
·  Newton H. White Athletic Center  (Athletic Training Office)  
·  Ralph S. O’Connor Recreation Center  (entrance)  
·  Wyman Park Building (Occupational Health Office on the 6th floor)  
·  Shriver Hall (Security Office)  
·  Student Health & Wellness Center  

 
  
Alarmed to Call Security (11):  

·  AMR II (in front of Housing Office)  
·  Dunning Hall (ground level, east lobby entrance)  
·  Garland Hall (main lobby)  
·  Hodson Hall (east lobby area)  
·  Hopkins Club  
·  Levering Student Union (in front of Dean’s Offices)  
·  Mattin Center (Silk Road Express)  
·  Mudd Hall (first floor) 
·  Ralph S. O’Connor Recreation Center  (pool deck)  
·  Remsen Hall (in front of Room 140)  
·  Shriver Hall (front lobby stairway)  

 
  
Security Vehicles (2):   

·  Unit 101 
·  Unit 102 
 
 
m. Guidelines for Continuing Education Training for Members 

i. Each semester each member of HERU must participate in three in-
service training sessions. Members who do not acquire three 
continuing education credits are are not eligible to run the following 
semester, unless they successfully petition the HERO Board of 
Directors with documented reasons for missing the continuing 
education sessions. The Board of Directors will decide whether such 
reasons are sufficient to allow the member to run the following 
semester. 

ii. All new members must attend the ‘bridger’ course as organized by the 
Training Officer. 

1. The ‘bridger’ course is designed to educate new members on 
operational aspects of running on HERU—radio procedures, 
day-to-day operations, etc. 

n. In-Service Training Sessions 
i. Days on which training sessions will be held will be scheduled by the 

Training Officer. 
ii. Each training session will cover one review topic or introduce new 

protocols/equipment.   
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iii. The value of a continuing education credit will be determined by the 
Training Officer.  

o. Training Scenarios 
i. The Training Officer will schedule the days on which scenarios will be 

held. 
ii. The scenario will be overseen by an evaluation staff, consisting of an 

instructor from the Instructional Staff and one Crew Chief. 
iii. The member undergoing the Training Scenario will act as the leader 

of a two-man response team.  The other responder will be from the 
evaluation staff, acting as a “dummy” responder, who will only act at 
the direction of the member leading the scene. 

iv. The team will be required to treat a “patient” who will also be a 
member of the evaluation team.  

v. The scene will be chosen at the discretion of the Training Officer. 
vi. After the scenario, the evaluation committee will constructively critique 

the performance of the HERU member. 
vii. The evaluation staff will complete an evaluation of the Crew Member 

and submit it to the Operations Lieutenant via the locked box in the 
Squad Room. 

viii. The purpose of the training scenario is to provide in-service training 
and evaluation for members of the unit; this is NOT a testing scenario.  
The evaluations will only be seen by the Operations Lieutenant, 
Training Officer, and the members of the evaluation staff for each 
scenario. 

p. Security-Dispatched Scenario Evaluations 
i. Days on which Security-Dispatched Scenario Evaluations will be held 

will be scheduled by the Training officer in conjunction with an 
evaluation committee and approval by the Operations Lieutenant. 

ii. Security-Dispatched Scenario Evaluations will operate as normal 
HERU calls and the Primary Crew will respond accordingly with the 
following exceptions: 

1. Security will not respond to the call location. 
a. The Training Officer does not have to be present. 

2. Available Line Officers and additional evaluators chosen by 
the Training Officer will be present during the scenario. 

3. The scenario will terminate upon notifying Security. 
4. Security-Dispatched Scenario Evaluations may count towards 

call minimum requirements for becoming a Crew Member or 
Crew Chief, as per the discretion of the Personnel Lieutenant. 

 

III. GENERAL PATIENT CARE (GPC) 
a. Response 

i. Review the dispatch information and select appropriate response. 
b. Scene Size-Up 

i. Consider Body Substance Isolation (BSI). 
ii. Consider Personal Protective Equipment (PPE). 
iii. Evaluate the scene safety. 
iv. Determine the number of patients. 
v. Consider the need for additional resources. 

c. Patient Approach 
i. Determine the Mechanism of Injury (MOI)/ Nature of Illness (NOI). 
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ii. If appropriate, begin triage and initiate Mass Casualty Incident (MCI) 
procedures. 

d. Initial Assessment 
 

CORRECT LIFE-THREATENING PROBLEMS AS IDENTIFIED. 
 
STABILIZE CERVICAL SPINE WHEN APPROPRIATE. 
 

i. Assess mental status: AVPU 
1. Alert 
2. Responds to Verbal stimuli 
3. Responds to Painful stimuli 
4. Unresponsive 

ii. Airway 
1. Open and establish airway using appropriate adjunct. 
2. Place patient in appropriate position. 
3. Suction airway as needed, including tracheostomy tubes. 

 
IF A PATENT AIRWAY CANNOT BE ESTABLISHED, THE PATIENT MUST BE 
TRANSPORTED VIA BCFD.  
 
IN INFANTS AND YOUNG CHILDREN, INSPIRATORY STRIDOR IS AN INDICATION 
OF UPPER AIRWAY FOREIGN BODY OR PARTIAL AIRWAY OBSTRUCTION. 
REQUEST ALS IMMEDIATELY.  
 

iii. Breathing 
1. Determine if breathing is adequate. 

a. If patient’s ventilations are not adequate, provide 
assistance with 100% oxygen using Bag-Valve-Mask 
(BVM). (The use of a manually activated positive 
pressure oxygen delivery device is allowed when a 
BVM is not available.) 

b. Consider pulse oximetry. 
 

Percent O2  Saturation Ranges  General Patient Care  
 

95–100% Normal Give Oxygen as necessary 
91–94% Mild Hypoxia Give Oxygen as necessary 
86–90% Moderate Hypoxia Give 100% Oxygen 

Consider Assisting 
Ventilations 

£85% Severe Hypoxia Give 100% Oxygen 
Hypoxia Assist Ventilations 
if necessary 

 
False SPO 2 readings may occur in the following cases: 
Hypothermia, Hypoperfusion (Shock), Carbon Monoxide Poisoning, Hemoglobin 
abnormality, Anemia, painted fingernails, and Vasoconstriction. 

 
c. Hyperventilate the head-injured patient: 

i. Adult 20 breaths per minute 
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ii. Child 30 breaths per minute 
iii. Infant 35 breaths per minute 

1. Who has signs of herniation such as 
unequal pupils, posturing, or paralysis 

2. Who is manifesting a rapidly decreasing 
GCS or 

3. With on-line medical consultation. 
d. Administer oxygen as appropriate. 

i. Administer oxygen at 12-15 lpm NRB mask to 
all priority 1 patients (including COPD). The 
only exception to this guideline is for patients 
with suspected stroke. For these patients, 
administer oxygen at 2-6 liters via nasal 
cannula (unless hypoxic or in respiratory 
distress). 

ii. Administer oxygen at 12-15 lpm NRB to all 
priority 2 patients (including COPD) 
experiencing cardiovascular, respiratory, or 
neurological compromise. 

iii. Administer oxygen at 2-6 lpm by nasal cannula 
or 6-15 lpm mask delivery device to ALL other 
priority 2 patients and priority 3 patients with no 
history of COPD. 

iv. Priority 3 patients with a history of COPD or 
patients with chronic conditions should receive 
their prescribed home dosage of oxygen. 

1. If patients are not on home oxygen, they 
should receive oxygen at 2-6 lpm nasal 
cannula or 6 lpm mask delivery device, 
if indicated. 

 
NEVER WITHHOLD OXYGEN FROM A PATIENT IN RESPIRATORY DISTRESS! 
 
DEVICE  FLOW RATE  CONCENTRATION 
Nasal Cannula  2-6 lpm  28-44% 
Venturi Mask  Variable 24-50% 
Partial Rebreather Mask  6-10 lpm  35-60% 
Simple Face Mask 6-10 lpm 35-60% 
Pocket Mask  12-15 lpm 50-60% 
Non-Rebreather Mask  12-15 lpm  80-100% 
Bag-Valve-Mask  12-15 lpm  90-100% 
 

iv. Circulation 
1. Assess brachial, radial, or carotid pulse. 
2. Patients less than 1 year of age: 

a. If patient is symptomatic with poor perfusion 
(unresponsive or only responds to painful stimuli) and 
pulse is less than 60 bpm or absent: 

i. Ventilate for 30 seconds. 
ii. If after 30 seconds, the pulse is less than 60, 

begin CPR. 
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b. If pulse is greater than 60 bpm, continue assessment. 
3. Patients greater than 1 year but less than 8 years of age  

a. If patient is symptomatic with poor perfusion 
(unresponsive or only responds to painful stimuli) and 
pulse is less than 60 bpm or absent, begin CPR. If 
pulse is absent, use AED if available. 

b. If pulse is greater than 60 bpm, continue assessment. 
i. Assess for and manage profuse bleeding. 
ii. Assess skin color, temperature, and capillary 

refill. 
v. Disability 

1. Perform Mini-Neurologic Assessment (Pulse/Motor/Sensory). 
2. Cervical Spine Immobilization. 
3. If patient presents with a traumatic mechanism that could 

cause cervical spine injury and meets ANY of the following 
criteria, complete Spinal Immobilization (C-spine and back) 
should occur. 

a. History of Loss of Consciousness (LOC) or 
unconscious. 

i. Disoriented or altered LOC 
ii. Suspected use of Drugs or Alcohol 
iii. Midline Cervical Tenderness or Pain 
iv. Focal Neurologic Deficit 
v. Has a painful distracting injury that could mask 

cervical pain or injury 
vi. Child less than 8 years of age 

4. If NO to all of the above, consider transport via BCFD if 
appropriate.  

 
IF PATIENT IS UNABLE TO COMMUNICATE OR APPROPRIATELY RESPOND TO 
THE ABOVE, PERFORM A COMPLETE SPINAL IMMOBILIZATIION. 
 

vi. Exposure 
1. To assess patient’s injuries, remove clothing as necessary, 

considering condition and environment. 
2. Assign Clinical Priority 

a. Priority 1 — Critically ill or injured person requiring 
immediate attention; unstable patients with potentially 
life-threatening injury or illness. 

b. Priority 2 — Less serious condition, requiring 
emergency medical attention but not immediately 
endangering the patient’s life. 

c. Priority 3 — Non-emergent condition, requiring medical 
attention but not on an emergency basis. 

d. Priority 4 — Does not require medical attention. 
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               TRAUMA PATIENT 
 

 
 
 
 
 
 
 
D 
C 
A 
P 
B 
T 
L 
S** 
 

Significant MOI*  
 

Rapid Trauma 
Assessment  

 
Head 
   Crepitation 
Chest 
   Crepitation 
   Respiration 
   Paradoxical Motion 
   Breath Sounds 
Abdomen 
   Rigidity 
   Distention 
   Pelvis/GU 
   Pain on Motion 
   Blood, Urine, Feces 
Extremities 
   Pulse/Motor/Sensory 
Posterior 
 
Baseline Vital Signs 
 
Obtain SAMPLE History 
Signs & Symptoms 
Allergies 
Medications 
Pertinent History 
Last Oral Intake 
Events Prior 
 

 
 
 
 
 
 
D 
C 
A 
P 
B 
T 
L 
S 
 

Non-Significant MOI*  
 

Determine Chief Complaint 
 
 
 
 
 
 
 

Perform 
Focused Examination of the 

Injured Site and Areas 
Compatible with Given MOI 

 
 
 
 
 
 
 

 
Baseline Vital Signs 
 
Obtain SAMPLE History 
Signs & Symptoms 
Allergies 
Medications 
Pertinent History 
Last Oral Intake 
Events Prior 

 
CONSIDER ALS, PERFORM INTERVENTIONS, AND TRANSPORT. 

  
 Key 

* MOI=Mechanism of Injury 
** DCAP BTLS=Deformities, Contusions, Abrasions, Punctures, Burns, Tenderness, 
Lacerations, Swelling.
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        MEDICAL PATIENT  
 

 
 
 
 
 
D 
C 
A 
P 
B 
T 
L 
S 
 

Unresponsive Patient  
 

Rapid Physical 
Examination  

 
Head 
Neck 
   JVD 
   Medical Alert Device 
Chest 
   Breath Sounds 
Abdomen 
   Rigidity 
   Distention 
Pelvis/GU 
   Blood, Urine, Feces 
Extremities 
   Musculoskeletal Pain     
   (MSP) 
   Medical Alert Device 
Posterior 
 
Baseline Vital Signs 
 
Obtain History of Episode 
 
Onset 
Provocation 
Quality 
Radiation 
Severity 
Time 
 
Obtain SAMPLE History 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
D 
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A 
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S 

Responsive Patient  
 
Obtain History of Episode 
 
Onset 
Provocation 
Quality 
Radiation 
Severity 
Time 
 
Baseline Vital Signs 
 
 
Obtain SAMPLE History 
Signs & Symptoms 
Allergies 
Medications 
Pertinent History 
Last Oral Intake 
Events Prior 
 
Focused Physical Exam 
 
 
 
 
 
 
 
 
 
 
Check areas suggested by 
MOI and SAMPLE. 
 

 
CONSIDER ALS, PERFORM INTERVENTIONS, AND TRANSPORT. 
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   DETAILED AND ONGOING ASSESSMENTS 
 
 DETAILED EXAMINATION  

 
ONGOING ASSESSMENT 

 
 
 
 
 
 
D 
C 
A 
P 
B 
T 
L 
S 
 

HEAD 
     Scalp & Cranium 
     Crepitation 
Eyes 
     Discoloration 
     Equality 
     Foreign Bodies 
     Blood in Anterior Chamber 
Ears & Nose 
     Fluid Drainage or Bleeding 
     Discoloration 
Mouth 
     Teeth & Foreign Bodies 
     Swelling or Lacerations 
     Breath Odor 
     Discoloration 
NECK 
     Jugular Vein Distention 
     Trachea Position 
     Crepitation 
CHEST 
     Paradoxical Motion 
     Breath Sounds 
     Crepitation 
ABDOMEN 
     Rigidity 
     Distention 
PELVIS/GU 
     Pain on Motion 
EXTREMITIES 
     Pulse, Motor, Sensory 
     Capillary Refill 
POSTERIOR 
 

MEDICAL PATIENT  
 

REPEAT INITIAL 
ASSESSMENT 

 
Reassess AVPU 
Reassess Airway 
Monitor Breathing 

Reassess Circulation 
Monitor Skin 

Confirm Clinical Priority 
 

REPEAT & RECORD 
VITAL SIGNS 

 
REPEAT FOCUSED 

ASSESSMENT 
 

Especially Chief Complaint 
or Injuries 

 
CHECK ALL 

INTERVENTIONS 
 

Assure Oxygen Adequacy 
Check Bleeding 

Check Interventions 
Check for Trending 

 
Stable Pt.- Every 15 Min. 

Unstable Pt.- Recommend 
Every 5 Min. 

 

TRAUMA PATIENT  
 

REPEAT INITIAL 
ASSESSMENT 

 
Reassess AVPU 
Reassess Airway 
Monitor Breathing 

Reassess Circulation 
Monitor Skin 

Confirm Clinical Priority 
 

REPEAT & RECORD VITAL 
SIGNS 

 
REPEAT RAPID TRAUMA 

ASSESSMENT 
 

CHECK ALL 
INTERVENTIONS 

 
Assure Oxygen Adequacy 

Check Bleeding 
Check Neck Stabilization 

Check Interventions 
Check for Trending 

 
 
 

Stable Pt.- Every 15 Min. 
Unstable Pt.- Recommend 

Every 5 Min. 
 

 
CONSIDER ALS, PERFORM INTERVENTIONS, AND TRANSPORT. 

 
 

e. Disposition 
i. Patient Status: evaluate need for emergent versus non-emergent 

transportation. 
ii. History and Physical Examination. 

f. Reassessment  
i. Reassess unstable patients frequently (recommended every 5 

minutes). 
ii. Reassess stable patients at a minimum of every 15 minutes. 

g. Disposition and Transfer of Care 
i. The following are circumstances under which the call may be 

terminated and care of the patient is released from HERU: 
1. Transport to Emergency Department via security 
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a. The patient will be transported to the Emergency 
Department:    

i. On request of the patient. 
ii. If the patient is a minor/mentally incompetent 

adult, per the discretion of the Crew Chief. 
iii. On recommendation of parent or guardian. 
iv. On the recommendation of the coach or trainer 

at the scene of an athletic injury. 
v. On recommendation of Crew Chief or Security 

Officer. 
vi. By order of the Health Center’s doctor/nurse-

practitioner on call. 
vii. If the patient is transported by Security to the 

Emergency Room, the primary crew or one of 
its members will accompany the patient to the 
hospital and will remain with the patient until 
he/she fills out the patient check-in sheet.   

 
Note: No HERU member can transfer care to a provide r with a lower level of 

certification.  
 

2. Transfer of care to Baltimore City Fire Department—if an 
ambulance is needed:  

a. The Crew Chief should ask security to dispatch an 
ambulance. 

b. The crew will remain with the patient until care is 
transferred. 

c. The Crew Chief will give the ambulance crew a verbal 
and/or written report including but not limited to: the 
patient’s name, age, sex, chief complaint, history of 
present illness, past medical history, medications, 
interventions performed, and gathered vitals. This 
action terminates the call 

3. Referral to Health Center or Occupational Health 
a. The patient may be referred to the Health Center or 

Occupational Health, whether the centers are open or 
closed.   

b. An undergraduate in the school of Arts and Sciences or 
Engineering will be referred to the Student Health and 
Wellness Center. 

c. All other Hopkins affiliates will be referred to 
Occupational Health, including graduate students, 
Peabody students, and Staff, Faculty members. 

d. If the Health Center or Occupational Health is open, a 
Crew Member will accompany the patient and ensure 
that he/she is checked in.  This will terminate the call. 

e. If the Health Center or Occupational Health is closed, 
patient must fill out an RMA form and meet criteria for 
RMA (see below). 
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4. Refusal of Medical Attention (RMA)—Any conscious, alert, and 
oriented patient may refuse the services of HERU, even if the 
Crew Chief deems such services necessary. 

a. The patient may refuse medical attention if ALL of the 
following conditions are met: 

i. He/she is a mentally competent adult. 
ii. There is no evidence of altered mental status. 
iii. There is no evidence of serious head trauma. 
iv. There is no evidence of drug use within the last 

12 hours. 
v. There is no evidence of suicidal intent or other 

behavioral emergency. 
vi. If the patient has consumed any alcohol in the 

last 12 hours, the patient must meet additional 
requirements specified in V.d.4 

vii. OR the doctor on call is consulted and 
approves of this action. 

b. If a patient refuses the services of HERU in general 
(i.e. refuses to submit to any type of assessment 
and/or treatment) this should be noted in the call sheet 
and the patient should sign a witnessed “Refusal of 
Medical Attention” form.   

c. If the patient refuses to sign, note this on the call sheet 
and have the Security Officer sign the refusal form. 

d. If the patient refuses specific services of HERU, e.g. 
refuses transport to an Emergency Department, this 
should be noted on the call sheet and the patient 
should sign the Refusal of Medical Attention.  This form 
may be altered to reflect the specific HERU services 
that are being refused. 

 
ALL REFUSALS OF MEDICAL ATTENTION SHOULD BE DETAILED ON THE CALL 
SHEET AND/OR RMA FORM. THIS TERMINATES THE CALL. 

 
h. Call Completion 

i. Once the call has been terminated, the Crew Chief or his/her 
designate will contact Security and inform them that the Primary Crew 
is back in service. 

ii. Security will provide the Primary Crew with the time of dispatch, the 
time the first member arrived on scene, and the time back in service.   

1. This officially puts the Primary Crew back into service. 
i. Documentation 

i. After HERU is back in service, the primary crew must write up a call 
sheet. The call sheet must include all observations, treatments, 
actions taken, and any other pertinent information.   

ii. All call sheets and paperwork MUST be submitted to the locked box, 
to which only the Operations and Personnel Lieutenants will have a 
key, by the end of the given shift.  

iii. The Operations Lieutenant will give the call sheet to the Student 
Health Center within 36 hours, or the next day the SHWC is open.  

iv. The Call Sheet must include the following information 
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1. Patient Demographics: The patient’s name, address, phone 
number, age, date of birth, and sex should be filled out. If the 
information cannot be determined, use None, Unknown, Pt. 
denies, or UTO (unable to obtain) instead of leaving a blank 
box. 

2. Call Times: Enter the times the unit receives the call, arrives 
on scene, and is available to take another call, as relayed to 
the crew by Security. Use military times only.  

3. Run Information: Document the dispatch information and call 
location relayed by Security and the name of the Security 
Officer on scene. 

4. Chief Complaint: The Chief Complaint is a description of the 
patient’s reasons for requesting medical attention. It should be 
documented in the patient’s own words whenever possible. 

5. Subjective Assessment: The Subjective Assessment describes 
the scene, how the patient was found, and elaborates on the 
patient’s complaints, including symptoms described by the 
patient him/herself or as reported by bystanders, friends, or 
family members. The Subjective Assessment should answer 
the who, what, when, where, how, and why questions. 

6. Presenting Problem: All boxes that describe the patient’s 
current problem(s) should be checked. 

7. Vital Signs: Enter each set of vital signs taken in the space 
provided and record the times they were obtained. 

8. Objective Assessment: The Objective Assessment is a 
summary of the primary and secondary assessments of the 
patient. Every patient should receive a physical exam based 
on his/her chief complaint. Be as thorough as possible. It is 
often helpful to record findings in a head to toe list. 

9. Past Medical History/Allergies: Check off all boxes that apply 
or write in relevant information in the space provided. If the 
information cannot be determined, use None, Unknown, Pt. 
denies, or UTO (unable to obtain) instead of leaving a blank 
box. 

10. Medications: List all medications the patient is currently taking, 
including dosages whenever possible. If the information 
cannot be determined, use None, Unknown, Pt. denies, or 
UTO (unable to obtain) instead of leaving a blank box. 

11. Treatment Given: Mark all boxes that describe the treatments 
given by the crew. 

12. Transfer of Care: Mark the box that describes the disposition 
of the patient and how the call was terminated. 

13. Crew: Enter the names of all Crew Members on scene. The 
Crew Chief on the call should be entered in the first box with 
the Reserve Chief’s name in parentheses. 

j. Confidentiality 
a. Patient confidentiality must be maintained at all times. 

i. Call Sheets are confidential medical records and must be 
treated as such. 

ii. Information that has not been said over the radio is 
confidential and must be treated as such. 
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iii. Additional Paperwork 
1. The Crew Chief must fill out a Crew Member 

Evaluation Form and drop it in the lock-box in the 
squad room by the end of the shift. 

a. The Crew Chief may e-mail the Personnel 
Lieutenant the Crew Member Evaluation Form 
by the end of the shift if the Personnel 
Lieutenant has given his/her express 
permission. 

2. The Primary Crew must complete an Equipment 
Replacement Sheet by the end of the shift. 

a. The Primary Crew may e-mail the Equipment 
Lieutenant the Equipment Replacement Sheet 
by the end of the shift if the Equipment 
Lieutenant has given his/her express 
permission. 

b. If a vital piece of equipment cannot be replaced 
from the equipment in the drawer (e.g. a 
depleted oxygen tank, or equipment that has 
been taken out of a Security vehicle) the Crew 
Chief must notify the Equipment Lieutenant by 
the end of his/her shift. 

3. Crew Members may fill out Crew Chief Evaluations and 
place them in the locked box in the squad room. 

k. Professional Conduct 
a. All patients should be treated with dignity and respect in a calm and  
reassuring manner. 

IV. Communications 
a. Radio Descriptions 

i. Motorola Radius CP200 Portable Radio Description 
1. This is a 16-channel, four watt send-and-receive radio 

equipped with Quick Call II decoding, which gives the radio 
pager-like functions. 

2. It will be used under normal operation on the UHF frequency 
on Security’s Transportation Channel by the HERU Primary 
Crew Members. 

ii. Motorola GP350 Portable Radio Description 
1. This is a 16-channel, five watt send-and-receive radio 

equipped with Quick Talk II decoding, which gives the radio 
pager-like functions. 

2. It will be used at special events where HERU is providing 
standby coverage. 

3. The GP350 Radios operate on Security’s VHF frequency. 
iii. Motorola HT1250, Motorola Radius P110, Motorola SP50 Portable 

Radio Descriptions 
1. These radios are equipped with Quick Call II encoding and 

operate on the VHF frequencies. 
2. These radios serve reserve and special purpose functions as 

dictated by the HERU Lieutenants. 
iv. All Radios 
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1. All members are required to be familiar with the operation of the 
radios, which serve a crucial role in the emergency scene. 

2. If a member is unsure about the functions of his/her radio, 
he/she must consult with his/her Crew Chief or the Equipment 
Lieutenant prior to taking a shift. 

3. If a member receives a radio at the beginning of a shift with 
which he/she is not comfortable, he/she is required to contact 
the Equipment Lieutenant for assistance immediately. 

b. Radio Procedures 
i. General Use 

1. To turn the radio on, rotate the volume knob clockwise until you 
hear a click followed by a double beep. 

2. To select a channel, use the channel knob. 
a. Whenever the Primary Crew is in service (i.e. when they 

are not on a call), the radios should be kept on Channel 
1. 

i. While on Channel 1, only the receiving page will 
be heard. 

ii. When a call is received, the user will hear an alert 
tone followed by the Security dispatch specifying 
the location and type of call. 

b. To transmit, the radio should be on Channels 2-15 
i. While on these channels, other radio traffic may 

be heard. 
c. Channel 16 is a talk-around channel to be used in the 

event the repeaters go down. 
i. Members should switch to Channel 16 only  when 

asked to do so by Security. 
3. A flashing red light on the top of the radio means that there is 

radio traffic on other channels. If you switch to Channel 2 you 
may be able to hear what is being said. It does not mean that 
the battery is low. 

4. A yellow light indicates that HERU has been dispatched. If you 
see a yellow light on the radio, but did not hear a dispatch, use 
your radio to call security and ask for the dispatch to be 
repeated. 

ii. Radio Communication 
1. Turn to channel 2 before responding to the dispatch. 
2. Listen to make sure the channel is clear before you talk over the 

air so that you do not cut anyone else off. 
3. While transmitting, hold the radio microphone four to six inches 

from your mouth, press the push-to-talk button, wait two 
seconds so that the beginning of your transmission does not get 
cut off, and speak in a normal tone of voice 

4. When you are done transmitting, release the push-to-talk button. 
5. Radio communications should be kept short, direct, and to the 

point. Avoid words that are difficult to hear (for example “yes” 
and “no” are easily lost during transmission because they are 
monosyllabic; use “affirmative” and “negative,” respectively).   

6. Do not worry about complicated ten codes; just use plain English 
for your messages. 



 22

7. Use discretion. 
a. Radios offer much less privacy than telephones do. 
b. Do not transmit personal details about the patient’s 

condition over the radio, and in particular, do not state 
the patient’s name. 

c. Keep your transmissions professional. 
8. The use of the portable radios is governed by the FCC. 

a. The University is licensed by the FCC and is therefore 
subject to its regulations. 

b. The first rule of radio communications is to follow FCC 
regulations. 

c. For unit members, this translates to common sense: use 
the radios only for appropriate communications while 
speaking with proper language.   

9. Call Signs 
a. Proper communication procedures require the use of 

appropriate call signs. The following call signs will be 
used: 

i. Primary Crew will refer to the primary responders 
when the Crew Chief and Crew Members are 
together, for example, at the scene of a call or 
when responding together from the Squad Room. 

ii. Crew Chief will refer to the individual Crew Chief. 
iii. Red/Blue Crew Member will refer to the Red/Blue 

Crew Member of the Emergency Response Unit; 
this does not apply to an acting Operations 
Lieutenant (the member appointed by the 
Operations Lieutenant to be in charge of the unit 
while he/she is unable to be in command). 

iv. Operations Lieutenant will refer to the Operations 
Lieutenant of the Emergency Response Unit; this 
does not apply to an Acting Operations 
Lieutenant (the member appointed by the 
Operations Lieutenant to be in charge of the unit 
while he/she is unable to be in command). 

v. Personnel Lieutenant will refer to the Personnel 
Lieutenant of the Emergency Response Unit. 

vi. Equipment Lieutenant will refer to the Equipment 
Lieutenant of the Emergency Response Unit. 

vii. Security Base will refer to the Security Dispatch 
Center. 

viii. In general, a person transmitting a message 
should:  

1. Identify himself/herself 
2. Identify the person he/she is calling 
3. Allow that person to acknowledge his/her 

call 
4. Give his/her message.  For example: 

a. Crew Chief to Security Base 
b. Security Base, go ahead 
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c. Requesting an ambulance for 
transport 

10. Radio Care 
a. Portable radios are expensive to replace and repair. 
b. Each member is responsible for all damage to the radio 

and batteries while he/she is on duty. 
i. Do not drop or throw the radio 
ii. Keep the radio dry 
iii. Do not hold the radio by the antenna. Doing so 

can damage the antenna connector, which is 
expensive to replace. 

11. Safety 
a. When transmitting, do not hold the radio such that the 

antenna is very close to, or touching, exposed parts of 
the body, especially the eyes. 

c. Specific Situations 
i. Once a call has been received, the user should switch the radio to 

Channel 2 and acknowledge the call (Channels 3-15 also work for this 
purpose).   

1. If the Crew Chief and Crew Members are responding together 
from the Squad Room, for example, the Crew Chief will say 
“Primary Crew direct response from the Squad Room.” 

2. If the Chief and Member are not together, then each must 
acknowledge the call by saying “[Crew Chief/Red/Blue Member] 
direct response from [location].” 

3. If the call location is too far for the responder to run to, he/she 
may request Security for a transport from his/her present 
location. 

4. If a responder does not hear or understand the call, he/she can 
ask Security to repeat the information over the radio. 

ii. While responding, you may need to ask for additional information. For 
example, you might be unable to locate the patient, so you should call 
Security over the radio and ask if they have any additional 
information. In this situation, Security may be able to call the person 
back and find out more about the patient’s location. 

iii. When you arrive at the scene, advise Security that you are on scene, 
but only after Security has acknowledged you calling them over the 
radio first. 

1. Because of the heavy volume of traffic on the channel, Security 
may not hear you sign on scene unless you call them first. 

2. Again, if both the Crew Chief and Crew Members arrive 
together, the Crew Chief will say “Primary Crew on scene’ or by 
using security’s 10-code, “Primary Crew is 10-23.” 

3. If not together, then each will call on scene individually: “[Crew 
Chief/Red/Blue Member] on scene.” 

4. Security should acknowledge your message with “10-4.” 
iv. While at the scene, you may need to ask for assistance or additional 

equipment. For example, you might need a Security Car to transport a 
patient to the hospital if Security is not already at the scene, or you 
may need to request an ambulance for a more seriously injured 
patient. You can also ask Security to contact the doctor/nurse 
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practitioner-on-call and give them the number where you can be 
reached. If a phone is not available, you can ask the dispatcher to 
relay information between you and the doctor/nurse practitioner. You 
can also request that a Security Officer bring up the oxygen bag or 
additional equipment if necessary. 

v. Once the call has been resolved, the crew Chief should notify Security 
that the Primary crew is back in service. This may be done over the 
radio or by dialing x4600 from a phone. Security will provide the 
Primary Crew with the time of dispatch, time of arrival on scene, and 
time back in service.  At this point, the radios should be switched back 
to Channel 1. 

vi. If a patient walks into the Squad Room, or if you need to contact 
Security for some other reason when the Primary Crew is in service, 
simply switch to Channel 2 and call them. 

d. Battery and Recharging Procedures 
i. The radios’ batteries must be charged occasionally.   

1. Plug the chargers into the three pronged outlets only and avoid 
using extension cords with the chargers. 

2. Never transmit when the radio is in the charger. 
3. The CP200 charger is a rapid-charger and will completely 

recharge a battery in about one hour. 
4. A battery for any of these radios can be charged by itself or 

when it is connected to the radio. To do this, make sure the 
leads on the battery and charger are aligned and touching and 
that the red light is lit on the charger. 

5. The radio can be on when it is in the charger and the radio will 
continue to receive normally. However, a longer recharge time 
will be needed.   

6. The batteries are rated for 8-12 hours, but older batteries may 
die sooner.   

ii. When the battery is low 
1. The red LED light on the radio will flash when the PPT switch is 

depressed if the battery is low. 
2. The radio will chirp two times and no voice will follow. 

iii. To ensure the availability of fully charged batteries, the following rules 
will be followed 

1. Crew members and Crew Chiefs will not replace the battery on 
the radio unless it chirps, indicating that it is low on battery life. 

2. All HERU members will replace the battery as soon as it starts to 
chirp, and will not wait until the battery is fully dead. 

3. Each Crew Member bag and the Crew Chief bag will contain a 
charger and a spare battery to allow for charging of batteries 
without returning to the squad room 

iv. Lighted alerts on battery chargers 
1. If a battery is fully charged in a charger (indicated by a solid 

green light on the charger), remove it and return it to the bag 
a. Do not leave a battery in the charger for extended 

periods if it is done charging. Doing so will shorten the 
life of the battery. 

2. If the green light is flashing on the charger, it means that the 
battery is 80% charged. 
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3. If the light is red, the battery is still charging. Do not remove it 
from the charger. 

e. Ten Codes 
i. Members are not required to use 10-codes, but security and other 

users on the channel may do so and it is helpful to be aware of what 
they mean 

1. 10-4: Acknowledged/Received 
2. 10-6: Wait/Standby 
3. 10-8: Clear of scene/In service 
4. 10-9: Repeat/Last transmission unclear 
5. 10-20: Location (i.e. “What’s your 20?”) 
6. 10-22: Disregard last transmission 
7. 10-23: Arrived on scene 
8. 10-33: Emergency/Clear the air 

 
f. Other Communication 

i. On-Line Medical Consultation may be obtained at any time for any 
patient, if desired by HERU personnel or a Security officer.  

1. On-Line medical consultation is defined as on scene medical 
consultation with a doctor via telephone or radio.  

ii. Pediatric and specialty consultation is encouraged for trauma and 
medical patients 

1. Consultation with pediatric and specialty centers shall occur 
simultaneously with a base station consult. If medical 
consultation is genuinely unavailable, or if the time necessary 
to initiate consultation significantly compromises patient care, 
the provider shall proceed with additional protocol directed 
care, so long as transport will not be significantly delayed.  

iii. ALS Communications 
1. The following information should be communicated to ALS 

upon transfer of care verbally or via ‘Additional Narrative’ form: 
a. Age, injury and chief complaint of each patient 
b. Number of patients  
c. Brief description of the incident 
d. Patient History 
e. Vitals (pulse, breathing rate, blood pressure, PERL, as 

applicable) 
f. Interventions 

iv. Mass Casualty Incident (MCI) Communications 
1. An MCI is declared if the on scene Crew Chief feels that the 

situation overwhelms the resources available to HERU 
(including secondary crew and available line officers). 

2. Crew Chiefs will be responsible to initiate the Specialized 
Response Team (SRT) and ALS. 

a. The SRT will consist of a phone tree of all HERU Crew 
Chiefs who do not regularly carry alerting devices. The 
Training Officer will be responsible for updating the list 
at the beginning of each semester and upon the 
promotion of new crew chiefs. A copy of the full phone 
tree list will be kept in each HERU bag 

b. To initialize SRT the Crew Chief must: 
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i. Ensure that a second page has been issued for 
all Line Officers and off-duty personnel who 
carry alerting devices 

ii. Call the Training Officer and report the nature of 
the situation including: 

1. Dispatch information 
2. Number of patients 

iii. The Training Officer will then initiate the tree by 
contacting the first Crew Chief on the SRT list. 

iv. If the Training Officer is unreachable, the Crew 
Chief will contact the next Crew Chief on the list 
until one is reached 

v. Once contacted, each member of the SRT will 
be responsible for contacting the next individual 
on the list and continuing down the list if that 
individual is unreachable, and he/she will 
respond to the scene if able. 

vi. SRT may be required to undergo additional 
training exercises at the discretion of the 
Training Officer. 

V. TREATMENT PROTOCOLS 
 
FOR ALL TREATMENT PROTOCOLS, THE LETTER AND NUMERICAL OUTLINE 
FORMAT IS STRICTLY FOR RAPID AND UNIFORM REFERENCE AND DOES NOT 
IMPLY OR DIRECT A MANDATORY SEQUENCE FOR PATIENT CARE.  HOWEVER, 
THE GENERAL PATIENT CARE SECTION AND THE ALGORITHMS DO HAVE A 
SPECIFIC SEQUENCE TO BE FOLLOWED. 

 
a. Abuse/Neglect 

i. Initiate General Patient Care. 
 
ALL HEALTH CARE PROVIDERS ARE OBLIGATED BY LAW TO REPORT CASES OF 
SUSPECTED CHILD OR VULNERABLE ADULT ABUSE OR NEGLECT TO EITHER 
THE LOCAL POLICE OR SOCIAL SERVICE AGENCIES. DO NOT INITIATE REPORT 
IN FRONT OF THE PATIENT, PARENT, OR CAREGIVER. DO NOT CONFRONT OR 
BECOME HOSTILE TO THE PARENT OR CAREGIVER.  

 
1. Presentation--The patient may present with patterned burns or 

injuries suggesting intentional infliction, such as: injuries in 
varying stages of healing, injuries scattered over multiple 
areas of the body, fractures or injuries inconsistent with stated 
cause of injury. The patient, parent, or caregiver may respond 
inappropriately to the situation. Malnutrition or extreme lack of 
cleanliness of the patient or environment may indicate neglect. 
Signs of increased intracranial pressure (bulging fontanels and 
altered mental status in an infant) may also be seen. 

2. Treatment 
a. Stabilize injuries according to protocol. 
b. Discourage patient from washing if sexual abuse is 

suspected. 
c. Document the following information on the Call Sheet 
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i. All verbatim statements made by the patient, 
the parent, or caregiver shall be placed in 
quotation marks, including statements made 
about the manner of the injuries. 

ii. Any abnormal behavior of the patient, parent, or 
caregiver must be documented. 

iii. Document the condition of the environment and 
other residents present. 

iv. Document the time the police/welfare agency 
was notified and the name of the person 
notified. 

v. Document the name of the receiving health 
care provider (RN, PA, MD) and any statements 
made. 

d. Treat injuries according to presentation. 
e. Continue General Patient Care. 

b. Altered Mental Status: Seizures 
i. Initiate General Patient Care. 
ii. Presentation--Seizures are a neuromuscular response to an 

underlying cause such as: epilepsy, hypoxia, hypoglycemia, 
hypoperfusion, head injury, CVA, alcohol or drug abuse. Consider 
recent history of possible illness, infection, fever, or stiff neck. 

 
iii. Treatment 

1. If the patient is still seizing: 
a. DO NOT RESTRAIN. 
b. Protect patient from further injury. 
c. Consider cause of seizure activity. 
d. DO NOT ATTEMPT TO FORCE ANY DEVICE INTO 

THE PATIENT’S MOUTH IF THE PATIENT IS STILL 
SEIZING. 

e. Roll patient onto side to protect airway  
2. When seizure activity has stopped: 

a. Identify and treat injuries. 
b. If patient is a known diabetic, glucose paste (10-15 

grams) should be administered between the gum and 
cheek. 

c. Obtain blood sugar reading using glucometer and 
administer oral glucose if patient is found to be 
hypoglycemic (glucometer reading less than 70). 

d. Continue General Patient Care. 
c. Altered Mental Status: Unresponsive Person 

i. Initiate General Patient Care. 
ii. Presentation 

1. Patients may exhibit confusion, focal motor sensory deficit, 
unusual behavior, unresponsiveness to verbal or painful 
stimulus. 

2. ALCOHOL CAN CAUSE ALTERED MENTAL STATUS BUT 
IS NOT COMMONLY A CAUSE OF TOTAL 
UNRESPONSIVENESS TO PAIN. 

iii. Treatment 
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1. Obtain pulse oximetry. 
2. Administer glucose paste (10-15 grams) between the gum and 

cheek. 
3. Obtain glucometer reading. 
4. Continue General Patient Care. 

d. ETOH Guidelines and Protocol 
i. ETOH will be classified as any patient who has consumed alcohol in 

the last 12 hours. The following guidelines will be used when 
determining how to terminate a call: 

1. Baltimore City Fire Department 
a. Only to be used if the patient is unconscious or if the 

Primary Crew is unable to assist the patient to a 
security car due to physical limitations. 

2. Transport via Security to Hospital 
a. This is required when any of the following symptoms 

are present 
i. Unable to support his/her own weight or head. 
ii. Vomiting Blood. 
iii. Dry Heaving for more than 3 minutes. 
iv. Vomiting for more than 5 minutes. 
v. Unable to be easily aroused or requires 

constant stimulation to remain awake. 
1. When a patient has consumed more 

than 10 shots (or the equivalent) in the 
prior 3 hours. 

vi. Patient is incoherent. 
b. The on-scene crew must assess whether transport by 

security risks compromising the patient’s airway. If 
there is this risk, then the patient should be transported 
via BCFD. 

3. Doctor-on-call Contacted 
a. This is to be used when there is any disagreement 

among Security, the Crew Chief, and the Residential 
Life staff member on scene as to the subsequent care 
of the patient. Under these circumstances the doctor-
on-call’s decision will be final.   

i. If the doctor on-call says that the patient must 
go to the hospital and the patient still refuses, 
then the Crew Chief should allow the doctor-on-
call to speak with the patient.   

ii. If the patient still refuses, the crew will call 
BCFD.   

iii. At no point is the crew to force a patient to go to 
The Emergency Department. 

4. Refusal of Medical Attention 
a. To RMA without the permission of the doctor-on-call, 

patients must 
i. Show no signs of altered mental status 
ii. Not have consumed drugs 
iii. Not have vomited in the last ten minutes 
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iv. Demonstrate the ability to protect his/her airway 
in the case of vomiting 

v. Demonstrate the ability to walk without 
assistance 

vi. Not meet any of the criteria for transport to the 
hospital (listed in sections 1 and 2 above) 

b. If the patient does not meet the above criteria but 
providers determine that a RMA is appropriate, the 
providers must receive verbal permission for the RMA 
from the doctor-on-call.  

i. Document the name of the doctor-on-call to 
whom you have spoken and write down the 
time on the RMA sheet. 

c. If on-scene providers have doubt as to the ability of the 
patient to RMA, they should contact the doctor-on-call 

d. A Security Officer or Residential Advisor should sign as 
a witness. 

e. Apparent Life-Threatening Event (ALTE) 
i. Initiate General Patient Care. 
ii. Presentation 

1. An episode in an infant or child less than 2 years old that is 
frightening to the observer and is characterized by some 
combination of the following: 

a. Apnea (central or obstructive). 
b. Skin color change: cyanosis, erythema (redness), 

pallor, plethora (fluid overload). 
c. Marked change in muscle tone. 
d. Choking or gagging not associated with feeding or a 

witnessed foreign body aspiration. 
 
MOST PATIENTS WILL APPEAR STABLE AND EXHIBIT A NORMAL PHYSICAL 
EXAM UPON ASSESSMENT BY RESPONDING FIELD PERSONNEL. HOWEVER, 
THIS EPISODE MAY BE THE SIGN OF UNDERLYING SERIOUS ILLNESS OR 
INJURY. FURTHER EVALUATION BY MEDICAL STAFF IS REQUIRED AND IT IS 
ESSENTIAL TO TRANSPORT ALL PATIENTS WHO EXPERIENCED ALTE. 
 

iii. Treatment 
1. Obtain a description of the event including nature, duration, 

and severity. 
2. Obtain a medical history with emphasis on the following 

conditions: 
a. Known chronic diseases. 
b. Evidence of seizure activity. 
c. Current or recent infections. 
d. Gastroesophageal reflux. 
e. Recent trauma. 
f. Medications (current or recent). 

3. Apply Oxygen. 
4. Be prepared to assist with ventilation.  
5. Assess environment for possible causes. 
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IF THE PARENT OR GUARDIAN REFUSES MEDICAL CARE OR TRANSPORT, A 
MEMBER OF THE PRIMARY CREW SHALL CONTACT THE ON-CALL PHYSICIAN. 

 
6. Continue General Patient Care. 

f. BEHAVIORAL EMERGENCIES 
i. Initiate General Patient Care. 
ii. Presentation 

1. Behavior or actions that indicate the patient’s mental function 
is disturbed and may pose a threat to oneself or to others 
(suicide, threat of violence, or psychosis). 

 
THE PROVIDER SHOULD RECOGNIZE CRITICAL INCIDENT STRESS AS A STATE 
OF EMOTIONAL DISTRESS WHICH DOES NOT NECESSARILY POSE A THREAT TO 
ONESELF OR OTHERS (E.G., DEATH IN THE FAMILY, BYSTANDERS AT A CRASH 
SCENE, OR REACTION TO VIOLENCE). 
 
THE PREHOSPITAL CARE PROVIDER SHOULD NOT BE PLACED IN ANY 
PHYSICAL JEOPARDY OR ASSUME ANY LAW ENFORCEMENT FUNCTIONS, 
ESPECIALLY WHEN WEAPONS AND/OR ACTS OF VIOLENCE ARE INVOLVED. 
 
LAW ENFORCEMENT SHOULD BE REQUESTED AT THE DISCRETION OF 
SECURITY. 
 

iii. Treatment 
1. Consider responder safety.  
2. Implement SAFER model. 

a. Stabilize the situation by containing and lowering the 
stimuli. 

b. Assess and acknowledge the crisis. 
c. Facilitate the identification and activation of resources 

(chaplain, family, friends, or police). 
d. Encourage patient to use resources and take actions in 

his/her best interest. 
e. Recovery or referral - leave patient in care of 

responsible person or professional, or transport to 
appropriate facility. 

3. Continue General Patient Care. 
g. Cardiac Emergencies: Cardiac Guidelines 

i. The following algorithmic and standard formatted sections pertain to 
cardiac emergencies. Several guidelines apply to all algorithms when 
assessing and treating cardiac patients. These guidelines are:  

1. When the patient’s condition changes, indicating the transition 
to a new treatment algorithm, the new treatment shall take into 
account prior therapy (e.g., previously administered 
medications). 

2. As BLS/ALS guidelines indicate, definitive airway control is 
preferable, and if this can be achieved, along with other initial 
interventions, then the earlier the better.  

3. Cardiac Arrest Modifications: 
a. For witnessed cardiac arrest by EMS provider, 

immediately start CPR and apply AED or manual 
defibrillator as soon as possible; shock if indicated. 
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b. The goal is to defibrillate as soon after stopping CPR 
as possible. After single shock, immediately restart 
CPR (do not perform pulse check) for 5 cycles, then 
assess for pulse and apply single shock if indicated. 
Repeat this sequence of single shocks and 5 cycles of 
CPR. 

c. For all unwitnessed cardiac arrest without CPR in 
progress, EMS should first perform five cycles of CPR, 
then apply AED or manual defibrillator while performing 
CPR. 

d. Before administering a shock to a patient be sure to 
check for the following five things: 

i. Excessive chest hair (use spare pads to 
remove). 

ii. Any jewelry near the chest/neck area (remove 
only if easily and quickly done). 

iii. Pacemaker (place electrode one inch below). 
iv. Nitroglycerin patch (remove with GLOVED 

hand). 
v. Water on the chest or surrounding the patient 

on the floor (attempt to dry off patient chest, do 
not delay care if there is excessive amounts of 
water). 

e. It is important to remember that the goal is to 
administer the shock (if appropriate rhythm) and begin 
CPR as QUICKLY as possible. 
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h. Cardiac Emergencies: Bradycardia 
i. Initiate General Patient Care. 
ii. Presentation 

1. Patient may present with a slow heart rate and chest pain, 
shortness of breath, decreased level of consciousness, 
hypotension, hypoperfusion, pulmonary congestion, 
congestive heart failure, and/or acute myocardial infarction. 

2. Treatment 
a. Place patient in position of comfort. 
b. Assess and treat for shock, if indicated. 
c. Constantly monitor airway and reassess vital signs 

every 5 minutes. 
 

i. Cardiac Emergencies: Cardiac Arrest 
i. Initiate General Patient Care. 
ii. Presentation 

1. Patient must be unconscious, apneic, and pulseless. 
2. EARLY DEFIBRILLATION IS A PRIORITY. 
3. Treatment 

a. Perform CPR. 
b. Utilize AED as appropriate. 

4. Transport via BCFD 
a. If no shock indicated, transport immediately. 
b. If shock indicated, defibrillate and transport ASAP 

j. Cardiac Emergencies: Chest Pain 
i. Initiate General Patient Care. 
ii. Presentation 

1. Chest discomfort that may radiate to the arm, shoulders, jaw, 
or back. Generally described as a crushing pain or toothache. 
May be accompanied by shortness of breath, sweating, 
nausea, or vomiting. 

iii. Treatment 
1. Place patient in position of comfort. 
2. Assist patient with administration of patient’s own prescribed 

nitroglycerin.  
a. Before giving a patient nitroglycerin, double-check that 

administration is not contraindicated. The 
contraindications are as follows: 

i. Systolic BP lower than 90 mm Hg 
ii. Pulse lower than 60 bpm 
iii. Check if patient has self-administered 

nitroglycerin (3 doses maximum, patient and 
EMS administered) 

iv. Patient has consumed erectile dysfunction 
medication (Viagra, Levitra, or Cialis) in the 
past 48 hours (medical consultation is required 
to override this contraindication). 

v. Medication not prescribed to patient 
vi. Medication is expired 
vii. Patient is less than 12 years old 

b. May be repeated in 3-5 minutes if chest pain persists, 
systolic blood pressure is greater than 90 mm Hg, and 
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pulse is greater than 60 bpm. Maximum three doses 
total (patient and EMT-B assisted). 

3. Assess and treat for shock if indicated. 
4. Constantly monitor airway and reassess vital signs every 5 

minutes. 
 

IF THE PATIENT’S BLOOD PRESSURE DROPS MORE THAN 20 MM HG AFTER 
ADMINISTRATION OF NITROGLYCERIN, OBTAIN MEDICAL CONSULTATION 
BEFORE FURTHER ADMINISTRATION. 
 

5. Additional doses of nitroglycerin require medical consultation. 
6. Continue General Patient Care. 

k. Cardiac Emergencies: Hyperkalemia 
i. Initiate General Patient Care. 
ii. Presentation 

1. Certain conditions may produce an elevated serum potassium 
level that can cause hemodynamic complications. 

iii. Treatment 
1. Patients must meet the following criteria: 

a. Suspected hyperkalemia (e.g. crush syndrome) or 
renal dialysis patients. 

b. AND Hemodynamically unstable renal dialysis patients  
2. Place patient in position of comfort. 
3. Assess and treat for shock, if indicated. 
4. Constantly monitor airway and reassess vital signs every 5 

minutes. 
5. Continue General Patient Care. 

l. Newly Born Protocol  
i. Initiate General Patient Care. 
ii. Presentation 

1. This protocol applies to the infant who has just been delivered. 
a. Place patient in position of comfort. 
b. Assess and treat for shock, if indicated. 
c. Constantly monitor airway and reassess vital signs 

every 5 minutes. 
d. Continue General Patient Care 
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m. Sudden Infant Death Syndrome (SIDS) 
i. Initiate General Patient Care. 
ii. Presentation 

1. The unexpected death of an apparently healthy infant in which 
resuscitation is unsuccessful and there is no attributable cause 
of death. 

2. The infant is often discovered by a caretaker in the early 
morning hours after having been uneventfully laid down to 
sleep the night before. 

iii. Treatment 
1. Perform an initial patient assessment, assign a treatment 

priority, and perform CPR, if indicated. 
2. RIGOR MORTIS MAY BE PRESENT (SEE PRESUMED 

DEAD ON ARRIVAL PROTOCOL). 
3. Establish communications and obtain medical direction. 
4. SIDS is one of the leading causes of death in the 1-12 month 

age group and seems to peak at 2-4 months of age. 
5. How you interact with the family may have a significant impact 

on how they deal with the loss of the infant.  Be cautious of 
statements or actions that may be judgmental.  

6. Special attention should be paid to the condition of the infant, 
including the presence of any marks or bruises, and to 
preservation of the environment, including any bed clothing 
and the condition of the room.  

iv. Continue General Patient Care. 
n. Cardiac Emergencies: Tachycardia 

i. Initiate General Patient Care. 
ii. Presentation 

1. Patient may present with chest pain, shortness of breath, 
decreased level of consciousness, low blood pressure, 
hypoperfusion, pulmonary congestion, congestive heart failure, 
and/or acute myocardial infarction. 

iii. Treatment 
1. Place patient in position of comfort. 
2. Assess and treat for shock, if indicated. 
3. Constantly monitor airway and reassess vital signs every 5 

minutes. 
4. Continue General Patient Care. 

o. Environmental Emergencies: Cold Emergencies (Frostbite) 
i. Initiate General Patient Care. 
ii. Presentation 

1. Exposure to cold environment (not necessarily outdoors). 
Frostbite usually affects the feet first followed by the hands, 
face, and/or ears. The skin initially appears reddened, then 
turns mottled, bluish, white and/or gray with continued freezing 
of the flesh. Pain persists during initial stages followed by 
numbness. 

iii. Treatment 
1. Remove patient from cold environment. 
2. Handle potential frostbitten areas gently. 
3. Cover lightly with gauze. 



 37

4. Protect from further heat loss. 
 
DO NOT RUB THE AFFECTED AREAS, AS THIS WILL CAUSE MORE DAMAGE TO 
THE FROZEN TISSUE. 

 
p. Environmental Emergencies: Cold Emergencies (Hypothermia) 

i. Initiate General Patient Care. 
ii. Presentation 

1. Mild to moderate hypothermia (90°-95° F): Core b ody 
temperature (if available) less than 95° F but grea ter than 
90° F. Patient may present with a history of exposu re to 
cold, altered level of consciousness, shivering, stiffness of 
muscles, stumbling or staggering gait, cool or cold skin, 
mottled or pale skin, absent or difficult to detect respiratory 
effort and/or peripheral pulses, respiratory and/or cardiac 
arrest. 

2. Severe hypothermia (less than 90° F): Core body 
temperature (if available) less than 90° F. Patient  may 
present with any of the symptoms listed above except 
shivering. 

iii. Treatment 
1. Remove the patient from the cold environment. 
2. Avoid further heat loss by removing wet clothing, replacing 

with dry blankets and insulating material. Use a thermal 
type blanket and special attention to covering the patient’s 
head. 

3. PASSIVELY re-warm patient within a warm environment. 
4. If available, administer warmed oxygen. 

 
HANDLE ALL HYPOTHERMIC PATIENTS CAREFULLY. ROUGH HANDLING MAY 
PRECIPITATE CARDIAC ARREST. IF HYPOTHERMIA IS SUSPECTED, AND THE 
PATIENT DOES NOT HAVE INJURIES INCOMPATIBLE WITH LIFE, THE PATIENT 
SHOULD BE RESUSCITATED. 
 

5. Administer shocks with the AED if indicated.  
6. For further AED shocks, obtain medical consultation. 

q. Environmental Emergencies: Depressurization 
i. Initiate General Patient Care. 
ii. Presentation 

1. History of SCUBA, breathing in a pressurized environment, or 
altitude chamber usage with sudden depressurization. Patients 
may present with any of the following symptoms: fatigue and 
itching, pain, vertigo, focal weakness, visual disturbances, 
speech difficulty, marbled rash, numbness, tingling, confusion, 
seizure, and/or cardiac arrest. 

iii. Treatment 
2. Remove patient from water. 
3. Protect patient from and/or treat for hypothermia. 
4. Consider transport to hyperbaric medicine specialty center. 

Aeromedical transport may be appropriate for patients with 
barotraumas. For additional information concerning SCUBA 
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injuries, contact the diving alert network via EMRC 1-800-648-
3001 

r. Environmental Emergencies: Hazardous Materials Exposure 
i. Initiate General Patient Care. 
ii. Presentation 

1. Exposure to a known or unknown hazardous material. Patient 
may present with a wide array of signs and symptoms due to 
the variables of substance exposure. Any patient who is 
exposed to a hazardous material is considered contaminated 
until the patient is decontaminated thoroughly. 

iii. Treatment 
1. Do not enter the scene unless properly trained and equipped 

to do so. In most circumstances, HERU personnel do not have 
the level of training, nor the proper equipment, to enter a 
scene and must contact BCFD for assistance immediately.  

 
IT IS ESSENTIAL TO HAVE THE EMS PROVIDER IN CHARGE NOTIFY EMRC AND 
POTENTIAL RECEIVING HOSPITALS OF A HAZARDOUS MATERIALS EVENT IN 
WHICH THEY MAY BE CONSULTED.  
 

2. Triage and decontaminate if indicated. 
3. Protect the patient from the environment and ensure the 

patient is not/does not become hypothermic. 
iv. Medical Follow –Up 

1. All public safety personnel who come into close contact with 
hazardous materials should receive an appropriate medical 
examination, post-incident, based on information from the 
designated poison control center. This should be completed 
within 48 hours of the incident and compared with the findings 
of any recent pre-incident examination. Personnel who 
routinely respond to hazardous materials emergencies should 
have periodic pre-incident examinations. Personnel should be 
advised of possible latent symptoms at the time of their 
exams. 

v. Continue General Patient Care. 
s. Environmental Emergencies: Heat Related Emergencies 

i.  Initiate General Patient Care. 
ii. Presentation 

1. Heat Cramps: Moist, cool skin temperature, cramps, normal 
to slightly elevated temperature. 

2. Heat Exhaustion: Moist, cool skin, cramps, weakness, 
dizziness, normal to elevated temperature, nausea. 

3. Heat Stroke: Hot, dry skin (25% of patients will still be moist), 
seizures, altered mental status, dilated pupils, rapid heart rate, 
or arrhythmia. 

iii. Treatment 
1. Remove patient from hot environment. 
2. Cool patient as appropriate. 

 
DO NOT GIVE ANYTHING BY MOUTH TO A PATIENT WITH AN ALTERED MENTAL 
STATUS. 
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3. If patient is fully alert and not nauseated, give electrolyte-rich 
fluid if available. 

4. If heat stroke , aggressively cool patient and place patient in 
semifowler’s position. 

t. Environmental Emergencies: Near-Drowning 
i. Initiate General Patient Care. 
ii. Presentation 

1. Confirmed or suspected near drowning, altered level of 
consciousness, shortness of breath, cyanosis, vomiting, 
seizures, or cardiopulmonary arrest. 

iii. Treatment 
1. Remove patient from water. 
2. Abdominal thrusts are contraindicated, unless the patient has 

a foreign body airway obstruction. 
3. All near-drowning victims should be transported even if they 

appear uninjured or appear to have recovered. 
4. Enter water only if trained and as a last resort (Reach, throw, 

row, go with assistance). 
5. Protect from and/or treat for hypothermia. 

u. Environmental Emergencies: Overpressurization 
i. Initiate General Patient Care. 
ii. Presentation 

1. History of SCUBA, breathing in a pressurized environment and 
altitude chamber or exposure to blast concussion waves. 

2. Patients may present with any of the following symptoms: 
fatigue and itching, pain, vertigo, visual disturbances, 
shortness of breath, bleeding from any body orifice, hearing 
difficulty, speech difficulty, numbness, tingling, confusion, 
seizure, and/or cardiac arrest. 
1. Associated injuries may make assessment and 

communication difficult. 
2. Symptoms may be slow to present. 
3. FOR ADDITIONAL INFORMATION CONCERNING 

SCUBA INJURIES, CONTACT THE DIVING ALERT 
NETWORK VIA EMRC 1-800-648-3001. 

ii. Treatment 
1. Treat associated trauma. 

v. Hyperbaric Therapy Protocol 
i. Initiate General Patient Care. 
ii. Presentation 

1. Patients involved in a closed space fire and/or explosion 
incident with exposure to products of combustion or toxic gas 
inhalation are more likely to have carbon monoxide toxicity. 

2. Patients with a recent history of scuba diving exhibiting signs 
of decompression complications. 

iii. Treatment 
1. Remove patient from toxic environment or eliminate source of 

toxic gas. 
2. Administer as high a concentration of oxygen as possible. 
3. Notify BCFD. 

w. Non-Traumatic Shock: Hypoperfusion 
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i. Initiate General Patient Care. 
ii. Presentation 

1. The body responds in various ways to a state of inadequate 
blood flow to meet the oxygen demands of the cells. A patient 
may exhibit an altered mental status; cool, clammy skin; 
diaphoresis; dilated pupils; a rapid, weak pulse; shallow, 
labored respirations; general weakness; and/or a decreasing 
pulse pressure. 

iii. Treatment 
1. Continue General Patient Care. 
2. Pediatric Patients: 

a. The pediatric patient may present hemodynamically 
unstable or with hypoperfusion evidenced by altered 
mental status, delayed capillary refill (greater than 2 
seconds) pallor, peripheral cyanosis, or hypotension. 
Hypotension is defined as a systolic blood pressure 
less than 60 in infants, less than 70 in pediatrics, less 
than [70 + (2 x years) = systolic BP] in adults. 

iv. Continue General Patient Care. 
x.  Obstetrical/Gynecological Emergencies: Childbirth Algorithm  

i. Initiate General Patient Care. 
ii. Presentation 

1. Patient presents pregnant, with contractions and/or pain, 
accompanied by bleeding or discharge, crowning during 
contraction, the feeling of an impending bowel movement, 
and/or a rock-hard abdomen. 

iii. Treatment (continued on page 40) 
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Continued on page 41 
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iv. Continue General Patient Care. 
y. Obstetrical/Gynecological Emergencies: Vaginal Bleeding 

i. Initiate General Patient Care. 
ii. Presentation 

1. Unusually heavy vaginal bleeding as a result of possible 
pregnancy, miscarriage, post-partum bleeding, or sexual 
assault. Patient may exhibit the signs and symptoms of 
hypoperfusion. 

iii. Treatment 
1. Place absorbent pads underneath patient. 
2. Treat for hypoperfusion. 
3. If post-partum bleeding, consider uterine massage from pubis 

toward umbilicus only. 
4. Consider ALS. 
5. Products of conception should be brought to the hospital! Do 

not pull conceptual products from vaginal opening without 
medical consultation. 

z. Overdose/Poisoning: Absorption 
i. Initiate General Patient Care. 
ii. Presentation 
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1. Patient may exhibit any of the following: nausea, vomiting, 
diarrhea, altered mental status, abdominal pain, rapid heart 
rate, shortness of breath, seizures, arrhythmias, sweating, 
tearing, defecation, constricted/dilated pupils, rash, or burns to 
the skin. 

iii. Treatment 
1. Do not enter the scene unless properly trained and equipped 

to do so. In most circumstances, HERU personnel do not have 
the level of training, nor the proper equipment, to enter a 
scene and must contact BCFD for assistance immediately. 

2. Consider activated charcoal without Sorbitol 1 gram/kg PO. 
(requires medical consultation). 

aa. Overdose/Poisoning: Inhalation 
i. Initiate General Patient Care. 
ii. Presentation 

1. Presentation may vary depending on the concentration and 
duration of exposure. Symptoms may include, but are not 
limited to, the following: nausea, vomiting, diarrhea, altered 
mental status, abnormal skin color, shortness of breath, 
seizures, burns to the respiratory tract, stridor, sooty sputum, 
known exposure to toxic or irritating gas, sweating, tearing, 
constricted/dilated pupils, and/or dizziness. 

2. Pulse oximetry may not be accurate for toxic inhalation 
victims. Patients with suspected carbon monoxide or toxic 
inhalation without major burns should be considered for 
transport to the hyperbaric specialty center.  Patients in closed 
space incidents are more likely to experience carbon 
monoxide or toxic inhalation and may manifest toxicity with 
altered mental status. 

iii. Treatment 
1. Remove patient from the toxic environment by appropriately 

trained personnel using proper level PPE. 
2. Identify agent and mechanism of exposure. 
3. Call Poison control if applicable. 
4. Decontaminate as appropriate. 

bb. Overdose/Poisoning: Injection 
i. Initiate General Patient Care. 
ii. Presentation 

1. Patient may exhibit any of the following: local pain, puncture 
wounds, reddening skin, local edema, numbness, tingling, 
nausea, vomiting, diarrhea, altered mental status, seizures, 
muscle twitching, hypoperfusion, metallic or rubbery taste. 

iii. Treatment 
1. Identify markings (insects, bites, needlestick, etc.). 
2. Place distal and proximal constricting band (allowing arterial 

flow) for poisonous snakebite to an extremity. 
3. Assist patient experiencing moderate to severe allergic 

reaction symptoms or mild symptoms with a history of life-
threatening allergic reaction with the patient’s prescribed or 
EMS service’s Epinephrine auto-injector or patient’s 
prescribed albuterol. 
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4. If the snake is DEAD, and if it is practical, deliver it with its 
head intact. DEAD SNAKES STILL BITE. 

5. Immobilize extremity. 
6. Apply cool packs for relief of pain only. 

cc. Pain Management 
i. Initiate General Patient Care 
ii. Presentation 

1. Pain may be present in many different conditions. 
Management of pain in the field can help to reduce suffering, 
make transport easier, and allow the emergency department 
personnel to initiate specific treatment sooner. Use of certain 
drugs for analgesia (reduction of pain) may also interfere with 
diagnostic procedures in the emergency department, and their 
use in such circumstances must be judicious, with medical 
control consulted when necessary. 

iii. Treatment indications 
1. Measure level of pain. Ask adults to rate their pain on a scale 

from 0 (no pain) to 10 (worst pain imaginable ). Young 
children can be asked to rate their pain using the FACES 
scale, which provides 5 levels of pain perception. 

2. Allow patient to remain in position of comfort unless 
contraindicated. 

3. Monitor airway and vitals signs every 5 minutes for unstable 
patients. 
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dd. Respiratory Distress: Allergic Reaction/Anaphylaxis  
i. Initiate General Patient Care. 
ii. Presentation 

1. An allergic reaction is an exaggerated response of the body’s 
immune system to any substance. 

2. Allergic reactions may range from mild to severe life-
threatening anaphylactic reactions. 

a. MILD: Local swelling and itching at the site. 
b. MODERATE: Hives and mild wheezing. 
c. SEVERE: Diffuse wheezing, pharyngeal swelling, 

shortness of breath,  hypoperfusion, abnormal skin 
color, stridor, and/or loss of peripheral pulses. 

iii. Treatment 
1. Assist the patient experiencing moderate to severe symptoms 

or mild symptoms with a history of life-threatening allergic 
reaction with the patient’s prescribed or EMS service’s 
Epinephrine auto-injector or patient’s prescribed albuterol. 

a. Albuterol inhalor (2 puffs) may be repeated once within 
30 minutes. 

b. Consider additional doses of Epinephrine auto-injector 
or prescribed albuterol. (Medical consultation needed) 

ee. Respiratory Distress: Asthma/COPD 
i. Initiate General Patient Care. 
ii. Presentation 

1. Patient may exhibit any of the following: wheezing and/or 
crackles, abnormal respiratory rate, rapid heart rate, stridor, 
grunting, cyanosis, mottled skin, altered mental status, nasal 
flaring, retractions, accessory muscle use, shortness of breath, 
diminished or absent breath sounds, and/or tripod positioning. 

iii. Treatment 
1. Administer High Flow Oxygen. 
2. Consider medical consultation for patients older than 45 years 

of age or patients with a cardiac history. 
3. Assist the patient experiencing moderate to severe symptoms 

or mild symptoms with a history of life-threatening allergic 
reaction with the patient’s prescribed albuterol or prescribed 
Epinephrine auto-injector. 

4. Use of the EMS services epinephrine auto-injector requires 
medical consultation. 

5. Albuterol inhalor (2 puffs) may be repeated once within 30 
minutes. 

6. Consider additional doses of patient’s prescribed albuterol or 
epinephrine auto-injector. (Medical consultation needed) 

ff. Respiratory Distress: Croup 
i.  Initiate General Patient Care. 
ii.  Presentation 

1. Pediatric Respiratory Distress with Stridor (Suspected Croup)  
a. Severe "Priority 1" –Patient is unable to speak or cry, 

has a decreased level of consciousness, bradycardia 
or tachycardia, and hypertension or hypotension. 
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b. Moderate "Priority 2" –Slow onset of respiratory 
distress with barking cough, fever, and audible stridor. 

2. If epiglottitis is suspected, i.e. drooling with above signs and 
symptoms, do not initiate this protocol without appropriate 
medical direction. 

iii. Treatment 
1. Ensure that the patient has a patent airway and adequate 

respiratory effort. Assess respiratory status looking specifically 
for signs and/or symptoms of respiratory distress (nasal 
flaring, retractions, increased/ decreased respirations, skin 
color, change in level of consciousness). 

 
gg. Respiratory Distress: Pulmonary Edema/Congestive Heart Failure 

i. Initiate General Patient Care. 
ii. Presentation 

1. Patient may exhibit any of the following: wheezing and/or 
crackles, abnormal respiratory rate, rapid heart rate, stridor, 
grunting, cyanosis, mottled skin, altered mental status, nasal 
flaring, retractions, accessory muscle use, shortness of breath, 
diminished or absent breath sounds, peripheral edema, jugular 
vein distention, or frothy, pink sputum. 

iii. Treatment 
1. Position patient in high Fowler’s position. 

hh. Stroke: Neurological Emergencies 
i. Initiate General Patient Care. 
ii. Presentation 

1. Patient may present with numbness or weakness (often on 
one side only), difficulty speaking, blurred vision, dizziness, or 
a severe, unexplained headache. May be accompanied by 
seizures or altered mental status. 

 
 
 
 
 
 
 
  
 

iii. Treatment 
1. Administer oxygen at 2-6 liters via nasal cannula (unless 

hypoxic or in respiratory distress). 
2. Position patient lying flat or slightly elevated. 
3. Strokes are uncommon in children.  When they occur, it is 

likely that the child has sickle cell disease.   
4. Pediatric Patients: 
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a. Administer oxygen at 2-6 liters via nasal cannula 
(unless hypoxic or in respiratory distress). 

b. Position patient lying flat or slightly elevated. 
c. If a child presents with a SUSPECTED Stroke (e.g. 

sickle cell patient), consult with nearest pediatric base 
station and/or local base station. 

ii. Trauma Protocol: Abdominal/Pelvic Trauma 
i. Perform an initial assessment.  

1. Maintain airway and ensure that breathing and circulation are 
adequate.  

2. Manually stabilize the head and cervical spine if appropriate.  
3. Administer supplemental oxygen.  

ii. Control any external bleeding; stabilize impaled objects if applicable. 
1. DO NOT ATTEMPT TO REMOVE ANY IMPALED OBJECTS 

UNLESS THEY ARE COMPROMISING THE AIRWAY OR 
THE ADMINISTRATION OF CPR.  

iii. For eviscerations 
1. Cover the protruding abdominal contents with sterile, 

non�adherent dressing moistened with saline. 
2. Place trauma dressing and an occlusive dressing over the 

abdomen. 
3. Place blanket over patient to maintain body heat. 

iv. For suspected pelvic fractures 
1. Minimize movement of the area for transport. 
2. Stabilize pelvis by binding legs (place a blanket between legs). 
3. Do not roll patient (even for backboarding). 
4. Do not traction splint.  

v. Assess for hypoperfusion; if present, refer to hypoperfusion protocol 
immediately.  

vi. Monitor vital signs.  
vii. Obtain SAMPLE history.  
viii. Call BCFD 
ix. Transport the patient as soon as possible, keeping the patient warm  

jj. Trauma Protocol: Ankle Injuries 
i. The following guidelines will be used in determining how to 

terminate any call with an ankle or foot injury.  The following 
options should be used if the patient has the following types of 
injuries: 

1. BCFD 
a. Compound fracture of foot or ankle. 
b. Primary Crew is unable to assist the patient to a 

security car due to physical limitations. 
2. Transport to Emergency Department via Security. 

a. Inability to bear weight for a minimum of four steps. 
b. Obvious deformity in the foot or ankle. 
c. Numbness in the affected extremity. 

3. Health Center/Occupational Health open. 
a. Can bear weight on the injury. 
b. Obvious swelling. 

4. RMA with an air cast and referral to SHWC/Occupational 
Health (Health Center/Occupational Health closed). 
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a. Poorly able to bear weight on the injury. 
5. RMA with an Ace Bandage and referral to 

SHWC/Occupational Health (Health Center/ Occupational 
Health closed). 

a. Able to bear weight on the injury (Ace Bandage will 
be used, wrapping patient’s ankle in a figure-eight 
fashion). 

kk. Trauma Protocol: Bleeding (external) 
i. Perform an initial assessment.  

1. Maintain airway and ensure that breathing and circulation are 
adequate. 

2. Manually stabilize the head and cervical spine if appropriate.  
3. Administer supplemental oxygen.  

ii. Control bleeding by:  
1. Applying direct pressure on the wound with a sterile dressing. 
2. Elevating the injured part above the level of the patient’s heart 

(if possible).  
3. Applying a pressure dressing to the wound.  
4. Covering the dressed site with a bandage.  

iii. If bleeding soaks through the dressing, apply additional dressings and 
reapply pressure; do not remove dressings from the injured site.  

iv. If severe bleeding persists, apply pressure on the appropriate arterial 
pressure point.  

v. Assess for hypoperfusion; if present, refer to hypoperfusion protocol 
immediately.  

vi. Monitor vital signs.  
vii. Obtain SAMPLE history.  
viii. Consider BCFD based on patient’s condition.  
ix. Transport, keeping the patient warm.  

ll. Trauma Protocol: Burns 
i. Initiate General Patient Care. 
ii. Presentation 

1. Burns are the body’s response to injuries to the skin, muscles, 
bone, nerves, and blood vessels caused by thermal, chemical, 
electrical, radiation, or light source. Patients may exhibit any of 
the following: reddening of the skin, deep and intense pain, 
blisters, mottled appearance, and/or charred black or brown 
areas with severe or no pain. 

iii. Treatment 
1. Eliminate source of burn. 
2. Determine percent of body surface area (BSA) and depth. 

Treat associated trauma. 
3. Dress wounds appropriately: 

a. Dry, sterile dressings. 
b. Moist dressings for burns less than 9% BSA. 

4. If the chemical is a liquid:  
a. Flush the site of the burn with copious amounts of 

water at scene and en route to the hospital for a 
minimum of 20 minutes, if possible.  

5. If the chemical is a dry powder 
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a. Brush off any remaining chemical, taking care not to 
spread it over unaffected areas.  

b. Flush the site of the burn with copious amounts of 
water at scene and en route to the hospital for a 
minimum of 20 minutes, if possible.  

6. If burn is electrical determine:  
a. Voltage source.  
b. Time of contact.  
c. Path of flow through body.  
d. Any unresponsiveness or seizures.  

7. DO NOT FLUSH AN ELECTRICAL BURN. 
8. Do not give anything by mouth. 
9. Do not place ice on any patient with burns greater than 5% 

total body surface area. 
mm. Trauma Protocols: Eye Trauma 

i. Initiate General Patient Care. 
ii. Presentation 

1. The patient may present with profuse bleeding, avulsions, 
lacerations, foreign objects, impaled objects, and/or soft 
tissue damage to the eye(s) and/or surrounding facial 
areas. 

iii. Treatment 
1. Never apply pressure to the eyeball or globe. 
2. Do not use chemical cold packs on the face if the pressure 

of the cold pack risks further injury to the eye. 
3. Foreign objects NOT embedded in the eye(s) : Flush 

with copious amounts of water (preferably sterile), normal 
saline, or lactated ringers from the bridge of the nose 
outward. 

4. Injury to orbits (area around the eye) : Stabilize and 
immobilize the patient’s head and spine; apply cold packs 
if the eyeball is NOT injured. 

5. Lacerations/injuries to the eyeball or globe : Shield 
affected eyeball and dress other eye to reduce movement; 
protect loss of fluids; immobilize the patient’s head and 
spine and elevate the head of the backboard to decrease 
intraocular pressure. 

6. Impaled objects : Stabilize object; shield affected eyeball; 
and dress other eye to reduce movement. 

nn. Trauma Protocol: Hand/Extremity Trauma 
i. Initiate General Patient Care. 

1.  Presentation: patient may exhibit a complete or incomplete  
   amputation, degloving, crushing, or devascularization injury to a     
   hand or lower (ankle/foot) extremity. 

ii. Treatment 
1. Package amputated extremity in sealed plastic bag (keep dry) 

and place on top of  ice to keep cool. DO NOT FREEZE. 
a. Do not submerge in water or freeze amputated part. 

oo. Trauma Protocol: Multiple/Severe Trauma 
i. Initiate General Patient Care. 
ii. Presentation 
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1. The patient may present with hypovolemic or neurogenic 
shock, hypotension, hypertension, rapid or slow heart rate, 
unequal pupils, shallow or absent respirations, decreased 
distal pulses, decreased motor and sensory function in 
extremities, internal or external bleeding, fractures, or 
lacerations.  

iii. Treatment 
1. Maintain spine stabilization. 
2. Control bleeding and immobilize patient, if indicated. 
3. Hyperventilate the head-injured patient: 

a. Who has signs of herniation such as unequal pupils, 
posturing, or paralysis. 

b. Who is manifesting a rapidly decreasing GCS or, 
c. With on-line medical consultation. 
d. Use the following rates: 

i. Adult 20 breaths per minute 
ii. Child 30 breaths per minute 
iii. Infant 35 breaths per minute 

 
 

pp. Trauma Protocol: Musculoskeletal Trauma 
i. Perform an initial assessment.  
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ii. Maintain airway and ensure that breathing and circulation are 
adequate. 

iii. Manually stabilize the head and cervical spine if appropriate.  
iv. Administer supplemental oxygen.  
v. Manually stabilize the joints/bones above and below the suspected 

injury sit. 
vi. Evaluate the neurovascular status of the distal portion of the affected 

extremity, including pulse, motor function, and sensation.  
vii. Expose the injured area to locate and identify suspected. 

musculoskeletal injuries; remove all jewelry from the affected 
extremities. 

viii. If no palpable, distal pulse is present, apply gentle manual traction 
along the axis of the extremity prior to splinting with appropriate 
immobilizing device (note: this does not apply to dislocations); if 
resistance is encountered, the extremity should be splinted in the 
position found. 

ix. Joints adjacent to injured bones must be fully immobilized, along with 
supporting and immobilizing the injured bone; bones adjacent to 
injured joints must be fully immobilized, along with supporting and 
immobilizing the injured joint.  

x. Reassess the neurovascular status distal to the injured extremity.  
xi. Femur Fractures 

1. How to recognize a femur fracture  
a. Severe pain upon palpation of the upper leg.  
b. The injured leg may be shorter than a healthy one, due 

to the contraction of the thigh muscles.  
c. Leg may also be bent outward unnaturally.  
d. Due to trauma so close to the sciatic nerve, the leg will 

often be shaking uncontrollably.  
2. What to watch out for  

a. Stabilize immediately and call BCFD. Splint if traction 
splint available (unless patient has a pelvic injury).  

b. The femoral artery is at high risk of being damaged in a 
femur fracture.  

c. Patient can go into life-threatening shock and bleed out 
very quickly if femoral artery is severed.  

d. If femoral artery is severed, you will need to use a 
pressure point, but go through the normal steps of 
bandaging first (three layers of sterile gauze) to be sure 
the bleeding cannot be controlled without a pressure 
point.  

3. Using the HARE traction splint. 
a. Begin with manual stabilization.  
b. Proceed to manual traction.  
c. Finish with mechanical traction.  

xii. Assess for hypoperfusion; if present, refer to hypoperfusion protocol 
immediately.  

xiii. Monitor vital signs.  
xiv. Obtain SAMPLE history.  
xv. Consider BCFD based on the patient’s condition.  
xvi. Transport, keeping the patient warm.  
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qq. Trauma Protocol: Sexual Assault 
i. Initiate General Patient Care. 
ii. Presentation 

1. Patient may present with no overt evidence of trauma, or may 
present with bruising, bleeding, or associated physical and/or 
emotional trauma. 

 
ALL HEALTH CARE PROVIDERS ARE OBLIGATED BY LAW TO REPORT CASES OF 
SUSPECTED CHILD OR VULNERABLE ADULT ABUSE AND/OR NEGLECT TO 
EITHER THE LOCAL POLICE OR ADULT/CHILD PROTECTIVE SERVICE AGENCIES. 
DO NOT INITIATE REPORT IN FRONT OF THE PATIENT, PARENT, OR 
CAREGIVER. 
 

iii. Treatment 
1. Patient may feel more comfortable talking to someone of the 

same sex. 
2. Maintain non-judgmental, but caring attitude. 
3. Preserve crime scene and clothing articles, if practical. 
4. Maintain strict confidentiality. 
5. Do not perform a genital examination. 
6. Dress wounds (do not attempt to clean). 
7. Discourage any self-treatment (shower, washing, changing 

clothes). 
8. Treat injuries according to presentation. 

iv. Continue General Patient Care. 
rr. Trauma Protocol: Spinal Cord Injury 

i. Initiate General Patient Care. 
ii. Presentation 

1. Patients may exhibit any of the following:  
a. CSF draining from the ears, nose, or mouth. 
b. Battle’s sign (bruising on the mastoid process behind 

the ears).  
c. Raccoon eyes.  
d. Abnormal pupil reaction.  
e. Bradycardia.  
f. Loss of bladder/bowel control.  
g. Numbness/tingling in extremities.  
h. Paralysis below site of injury.  
i. Loss of motor or neurological function.  

2. Associated injuries will also include pain. 
iii. Indications 

1. Fall from three times patient’s height. 
2. Any diving accident. 
3. Puncture wound to trunk. 
4. Motor vehicle accident. 
5. Unknown unconscious. 
6. Head injury. 
7. Injury involving lightning strike. 
8. Cracked helmet. 

iv. Treatment 
1. Maintain patent airway. 
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2. Immobilize and protect entire spine. 
ss. Trauma Protocol: Thoracic Trauma 

i. Perform an initial assessment. 
1. Maintain airway and ensure that breathing and circulation are 

adequate while manually stabilizing the cervical spine if 
indicated.  

2. Suction as necessary. 
3. Secure airway with airway adjunct (oropharyngeal 

airway/nasopharyngeal airway) if necessary and assist with 
ventilations.  

4. Administer supplemental oxygen as soon as possible. 
ii. If an open pneumothorax is present, apply an occlusive dressing, 

sealing three sides.  
iii. If flail chest is present, support and immobilize the injured area 

manually or with a splint.  
iv. Control external bleeding.  
v. Assess for hypoperfusion; if present, refer to hypoperfusion protocol 

immediately.  
vi. Monitor vital signs.  
vii. Obtain SAMPLE history.  
viii. Activate ALS and transport the patient as soon as possible.  

tt. Trauma Protocol: Trauma Arrest 
i. Initiate General Patient Care. 
ii. Presentation 

1. Early cardiac arrest secondary to trauma is usually due to 
severe hypoxia, neurologic injury, or massive hemorrhage. 
The patient is unresponsive, pulseless, and apneic. 

iii. Treatment 
1. Rapid assessment and extrication. 
2. Protect cervical spine. 
3. CPR. 
4. Consider AED if arrest is believed to be medical in nature and 

the patient meets the criteria. 
 
VI. APPENDICES 

a. Glossary 
 
Word or 
Abbreviation 

Definiti on 

ABC Airway, Breathing, Circulation 
Abd Abdomen 
AED Automated External Defibrillation 
ALS Advanced Life Support 
AMA Against Medical Advice 
AMS Altered Mental Status 
AMI Acute Myocardial Infarction 
A&O Alert and oriented 
APAP Acetaminophen (Tylenol) 
Apnea An absence of spontaneous respirations 
ASA Acetylsalicylic acid (Aspirin) 
Aspiration The act of taking fluid (e.g., vomitus, mucus, or blood) from the 
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body via a suction device. The act of taking foreign material or 
vomit into the lungs 

Asymptomatic The lack of any evidence or indication of illness, disease, or 
physical disturbance of patient’s condition 

ATF Arrive To Find 
AVPU A method of determining and recording a patient’s mental status 

or level of consciousness where “A” stands for Alert; “V” stands 
for responsive to Verbal stimuli; “P” stands for responsive to 
Painful stimuli; and “U” stands for Unresponsive 

Basic Emergency Medical Technician-Basic 
BCFD Baltimore City Fire Department 
BP Blood Pressure 
BSA Body Surface Area 
BSI Body Substance Isolation 
BVM Bag-Valve-Mask 
CC Chief Complaint 
CHF Congestive Heart Failure 
Children with Special 
Healthcare Needs 
(CSHN) 

Children with chronic illness or conditions requiring specialized 
assessment, treatment, technology, or transport destination 

CISM Critical Incident Stress Management 
C/O Complains Of 
COPD Chronic Obstructive Pulmonary Disease (i.e., asthma, 

emphysema, bronchitis) 
Critical Approaching death or having the nature of a crisis (e.g., time-

critical, critical injury) 
Cyanotic Bluish color of the skin or mucus membranes caused by lack of 

oxygen to the tissue 
DCAP BTLS Acronym for signs of injuries to assess during a physical 

examination of patients. D = Deformity, C = Contusions, A = 
Abrasions, P = Punctures/penetrations, B = Burns, T = 
Tenderness, L = Lacerations, S = Swelling 

CP Chest Pain 
CPR Cardiopulmonary Resuscitation  
CSF Cerebrospinal Fluid 
CVA Cerebrovascular Accident 
DB Difficulty Breathing 
Defibrillation Administration of electrical current(s) to the heart in an effort to 

normalize rhythm 
Defibrillation set 
(stacked shocks) 

Includes a set of three successive shocks either biphasic or 
monophasic standard 200 J, 300 J, 360 J, or peds 2-4 J/kg 

DNR Do Not Resuscitate 
Dystonic Any impairment of muscle tone, which may be manifested by 

prolonged muscle contractions that may cause twisting and 
repetitive movements or abnormal posture. These movements 
may be in the form of rhythmic jerks. Symptoms that “appear” to 
be of a focal seizure-like nature with an awake and alert person 
and no history of seizures but who probably has a recent history 
of anticholenergic medication use (e.g., anti-psychotic, anti-
vomiting) 
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EFR Emergency First Responder 
EJ External Jugular vein of the neck peripheral IV access site 
Emergency 
Information Form 

A two-page form, designed by the American Academy of 
Pediatrics and American College of Emergency Physicians 
(AAP & ACEP), that provides a brief summary of special health 
care needs including: diagnosis, usual pattern of disease, 
emergency action plan, primary and specialty doctors and 
hospitals. Can be downloaded and data entered at 
http://www.aap.org/advocacy/eif.doc 

Emetic Referring to a substance that causes vomiting 
EMS Emergency Medical Services 
EMT-B Emergency Medical Technician - Basic 
EMT-I Emergency Medical Technician - Intermediate 
EMT-P Emergency Medical Technician - Paramedic 
Erythema Redness or inflammation of the skin or mucous membranes that 

is the result of dilatation and congestion of superficial capillaries 
ETA Estimated Time of Arrival 
EtOH Alcohol 
Extrapyramidal Pertaining to tissues and structures outside of the cerebrospinal 

pyramidal tracts of the brain that are associated with movement 
of the body, excluding stimulation from the motor neurons, the 
motor cortex, and the corticospinal and corticobulbar tracts. 
Symptoms that “appear” to be of a focal seizure-like nature with 
an awake and alert person and no history of seizures but who 
probably has a recent history of anticholenergic medication use 
(e.g., anti-psychotic, anti-vomiting) 

FR First Responder 
(F)ROM (Full) Range Of Motion 
GCS Glasgow Coma Scale. A tool to evaluate injury and illness 

severity 
GI Gastrointestinal 
Gm Gram. The symbol for a metric unit of mass and weight equal to 

1000 milligrams 
GSW Gun Shot Wound 
HEENT Head, Eyes, Ears, Nose, Throat 
Hemodynamically 
Stable 

When a patient’s vital signs (including pulse) are all within 
normal for the patient’s age range, the patient does not have 
active bleeding, and there are no signs of distress (skin 
conditions or capillary refill are normal) as observed over time 

Hemodynamically 
Unstable 

When a patient exhibits any of the following: abnormal vitals 
signs for age range (including pulse oximeter), active bleeding, 
or there are signs of distress (skin conditions or capillary refill 
are abnormal) 

HR Heart Rate 
HTN Hypertension 
Hx History 
Hypoxia Too little oxygen in the cells 
(ID)DM  (Insulin-Dependent) Diabetes Mellitus 
J Joules or watts/seconds of electrical energy for defibrillation or 

cardioversion 
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JVD Jugular vein (external) distention 
Kg Kilogram metric measure of weight equal to 1000 grams; 1 kg = 

2.2 pounds 
Lac Laceration 
Lividity Venous pooling in dependent body parts 
LLQ Left Lower Quadrant 
LMR Last Menstrual Period 
LOC Level of consciousness 
LUQ Left Upper Quadrant 
M(#) Medic (#) 
MCI Mass Casualty Incident. Occurs when the number of victims 

exceeds the number 
of medical personnel or resources immediately available and is 
declared by the local jurisdiction. 

Meconium The first feces of an infant 
Medical Consultation With an atmosphere of courtesy and respect, direct voice/data 

communication between a provider and an EMS base-station 
physician, or a 
jurisdictionally affiliated physician, or with an “on-scene 
physician.” This communication is bi-directional and provides 
the provider with medical direction while providing the physician 
or the receiving hospital with valuable information on the patient 

Medical Protocol A guideline for the provision of patient care 
MOI Mechanism of Injury 
MS Multiple Sclerosis 
MVA Motor Vehicle Accident 
NC Nasal Cannula 
Near Drowning A short duration of submersion under water with possible short-

term loss of consciousness 
Neonatal (also 
neonate) 

A term that describes an infant from birth through the first 28 
days of life 

Newly Born (also 
called newborn) 

A term that describes an infant during the first few hours after 
birth 

NK(D)A No Known (Drug) Allergies 
NOI Nature of Illness 
NPA Nasopharangeal Airway 
NRB Non-rebreather mask 
NTG Nitroglycerin 
N/V Nausea/Vomiting 
O2 Oxygen 
OD Overdose 
OHSH Occupational Health and Safety at Homewood 
OIC Officer in Charge 
On-Line Medical 
Direction 

Is the direct voice/data communication between a provider and 
an EMS base station physician or a jurisdictionally affiliated 
physician, or with an “on-scene physician.” This communication 
is bi-directional and provides the provider with medical direction 
while providing the physician or receiving hospital with valuable 
information on the patient. This exchange can take place on-
scene, over a telecommunications device, or in the hospital 
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setting. 
 

On-Scene Physician On-Scene physician may be the patient’s identified private 
physician or a bystander physician who is physically on location. 
Care rendered or orders given by the on-scene physician should 
be documented, including the identification of the physician. All 
on-scene medical direction shall be consistent with the 
Maryland Medical Protocols for EMS Providers. Any medical 
procedure which is not consistent with the protocols shall only 
be rendered by the on-scene physician who shall accompany 
the patient to the hospital. Any extraordinary care by EMS 
providers pursuant to the protocols may be approved only by 
the EMS base station physician or a system medical director. 

OPA Oropharangeal Airway 
OPQRST Used to recall pertinent questions (Onset, Provocation, Quality, 

Radiation, 
Severity, Time) to ask when obtaining a patient history for 
medical emergencies 

OTC Over the Counter 
Pallor An unnatural paleness or absence of color in the skin 
PCM Patient Controlled Medications. A medication delivery system 

under a patient’s control 
PCN Penicillin 
PCR PCR: Patient Care Report document used to record pertinent 

patient information regarding assessment, treatment, and 
transport. This is a confidential medical record. 

PDOA Presumed dead on arrival 
PE Physical Exam 
PE(A)RL Pupils Equal (And) Reactive to Light 
PMD Program Medical Director 
PM(N)S Pulse, Motor, (Neuro)sensory 
PO By mouth 
PPE Personal Protective Equipment 
Provider Includes EMT-Basic, CRT, CRT-(I), and EMT-Paramedic 
Pt Patient 
PTOA Prior to Our Arrival 
Pulse Oximetry A non-invasive measurement of arterial oxygen saturation using 

infrared absorption frequencies 
Recovery Position The position (patient flat on left lateral side) or placement of 

patients to reduce risk of aspiration 
RLQ Right Lower Quadrant 
RMA Refusal of Medical Attention 
RR Respiratory Rate 
RUQ Right Upper Quadrant 
SAFER Stabilize, Assess and acknowledge, Facilitate, Encourage, and 

Recovery OR 
Referral 

SAMPLE Used to aid in obtaining pertinent patient history. S = Symptoms 
and signs patient is exhibiting, A = patient Allergies, M = patient 
Medications (prescription & nonprescription), P = Past medical 
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history, L = what and when was the patient's Last oral intake, E 
= Events prior to arrival, or simply, the history of the current 
emergency 

SC Subcutaneously 
SH&W Student Health and Wellness Center 
Sign Any objective evidence or indication of illness, disease, or 

physical disturbance of patient’s condition 
SL Sublingual. Under the tongue 
SMOI Significant Mechanism Of Injury 
SOP Standard Operational Procedure. Defined by local jurisdiction or 

region 
SRT Specialized Response Team 
Standing Orders Orders, rules, regulations, or procedures prepared as guidelines 

in the preparation and carrying out of medical and surgical 
procedures 

Sublingually Under the tongue 
Symptom Any subjective evidence of disease or of a patient’s condition 

(such as evidence perceived by the patient) 
Symptomatic The subjective evidence or indication of illness, disease, or 

physical disturbance of patient’s condition 
Syncope The subjective evidence or indication of illness, disease, or 

physical disturbance of patient’s condition 
TB Tuberculosis 
TD Tracheal Deviation 
TIA Transient Ischemic Attach 
Tx Treatment 
UA Upon Arrival 
UE Upon Exam 
UMH ED Union Memorial Hospital Emergency Department 
UTO Unable To Obtain 
VF Ventricular Fibrillation 
VT Ventricular Tachycardia 
Vulnerable Adult An adult who lacks the physical or mental capacity to provide for 

the adult’s daily needs (Digest of Criminal Law) 
WNL Within Normal Limits 
W/O Without 
Y/O Year Old 
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b. PROCEDURES, MEDICAL DEVICES, MEDICATIONS 
 

Administration of Medications   
Oral, Sublingual, IM (Auto-Injector) Standing Orders 

Airway Management   
Oropharyngeal/Nasopharangeal Airway Standing Orders 
Pulse Oximeter Standing Orders 
Glucometer Standing Orders 
Suction Standing Orders 
Manual Ventilation Standing Orders 

Electrical Therapy   
Defribillation Standing Orders 

Skeletal Stabilization/Immobilization   
External Orthopedic Fixators Standing Orders 

Soft Tissue Injury & Bleeding 
Management 

Standing Orders 

Medications   
Activated Charcoal (Without Sorbitol) Medical Consultation Required 
Albuterol Unit Dose Inhaler (Patient 
Prescribed) 

Standing Orders 

Epinephrine Auto-Injector Standing Orders 
Nitroglycerin (tablet/spray: patient 
prescribed) 

Standing Orders 

Oral Glucose Standing Orders 
Oxygen Standing Orders 
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VII. EMS/DNR 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 63

THE FOLLOWING SECTION IS ABSTRACTED FROM THE ORIGINAL MARYLAND 
EMERGENCY MEDICAL SERVICES DO NOT RESUSCITATE PROGRAM 2ND REVISION 
(07/01/98). THE PAGE (pg.) AND THE CHAPTER (ch.) NUMBER HAVE BEEN APPENDED TO 
THE FOLLOWING CHAPTER TITLES FOR EASY REFERENCE. BECAUSE THIS ABSTRACT 
IS CONDENSED FROM THE ORIGINAL DOCUMENT, SOME CHAPTER NUMBERS OR 
LETTERS WERE INTENTIONALLY LEFT OUT. PLEASE REFER TO THE ORIGINAL 
MARYLAND EMS/DNR DOCUMENT FOR FURTHER INFORMATION. 
 
AS OF JANUARY 1, 2002, A COPY OF THE MARYLAND EMS DNR ORDER FORM CAN BE 
ACCEPTED IN LIEU OF THE ORIGINAL. 
 

(1) PREFACE As of 7/1/98, EMS/DNR Order forms, bracelets, and necklaces 
will recognize two patient options for care prior to arrest: (pg. 15 ch. A). 
(a) Option A (ALS)—Maximal (Restorative) Care Before Arrest, Then 

DNR, or  
(b) Option B (BLS)—Limited (Palliative) Care Only Before Arrest, Then 

DNR. 
(2) VALID EMS/DNR BRACELET WITH INSERT or AUTHORIZED METAL 

EMBLEM HAS THE SAME EFFECT AS THE FORM. (pg. 17 ch. D). 
(a) Typically only one EMS/DNR device is needed to initiate the 

EMS/DNR protocol. 
(b) EMS providers should only request a second instrument (i.e., a 

bracelet when a form has already been presented) if there is reason 
to question the validity of the first produced notification device. 

(3) RECIPROCITY (pg. 19 ch. E). 
(a) A standardized EMS/DNR Order from another state may be honored. 
(b) Treat out-of-state EMS/DNR Orders as Option “B” EMS/DNR patients. 
(c) See chart in “EMS/DNR Program” booklet for how other states will 

treat Maryland devices. 
(4) ORAL EMS/DNR ORDERS (pg. 19 ch. G). 

(a) EMS providers may follow an oral EMS/DNR Order directly from a 
Maryland- licensed physician (MD or DO) that is physically present 
“onsite.” EMS shall not accept orders from private physician 
attendings by telephone. 

(b) EMS providers may follow an oral EMS/DNR Order from a Maryland- 
licensed physician “on-line” via the EMS Communications System (i.e. 
radio or telephone consult that is routed through a public service 
access point [PSAP] for audio recording). 

(5) ACCEPTABLE AND UNACCEPTABLE EMS/DNR ORDERS (pg. 19 ch. 
H). 
(a) The following are acceptable for implementing the EMS/DNR 

protocol: 
(i) Original Maryland EMS/DNR Order Form. 
(ii) Copy of the Maryland EMS/DNR Order Form. 
(iii) Other State EMS/DNR Order Form. 
(iv) Maryland EMS/DNR Bracelet Insert. 
(v) Medic Alert DNR Bracelet or Necklace. 
(vi) Oral DNR Order from EMS System Medical Consultation. 
(vii) Oral DNR Order from other on-site physician. 

(b) The following are no t acceptable for implementing the EMS/DNR 
protocol: 
(i) Advance directives without an EMS/DNR Order. 
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(ii) Facility specific DNR orders. 
(iii) Notes in medical records. 
(iv) Prescription pad orders. 
(v) DNR stickers. 
(vi) An oral request from someone other than a physician. 
(vii) An oral order from an attending physician who is not on site. 
(viii) Any other device or instrument not listed above as 

acceptable. 
(6) VALIDITY OF EARLIER VERSIONS OF EMS/DNR ORDERS (pg. 22 ch. 

K). 
(a) Older versions of EMS/DNR Orders — i.e. initial version (1995 and 

first revision, 4/1/96) — continue to be valid and need not be 
updated  unless the patient or authorized decision maker wishes to 
take advantage of new features available in the newer forms. 

(b) EMS providers should treat older versions of EMS/DNR order (pre 
7/1/98) as “Option B (BLS) - Limited (Palliative) Care Only Before 
Arrest, Then DNR.” 

(7) REVOCATION OF AN EMS/DNR ORDER (pg. 24 ch. M). 
(a) An EMS/DNR Order may be revoked at any time by: 

(i) Physical cancellation or destruction of all EMS/DNR Order 
devices; or 

(ii) An oral statement by the patient made directly to emergency 
medical services personnel requesting only palliative care or 
resuscitation. If the patient revokes an EMS/DNR order orally, the 
EMS/DNR Order notification devices do not need to be destroyed. 
EMS providers should document thoroughly the circumstances of 
the revocation. An oral revocation by a patient is only good for the 
single response or transport for which it was issued. 

(b) An authorized decision-maker, other than the patient, cannot revoke 
an EMS/DNR Order orally . Because of the difficulty in identifying 
authorized decision makers in emergent situations, it is incumbent 
upon an authorized decision maker who has authority to revoke an 
EMS/DNR Order to either destroy or withhold all EMS/DNR Order 
devices, if they wish resuscitation for the patient. 

(c) Section 5-610 of the Health Care Decision Act (Health General Article, 
Annotated Code of Maryland) makes willful concealment, cancellation, 
defacement, obliteration, or damage of an advance directive 
(including EMS/DNR Orders), without the patient’s or authorized 
decision maker’s consent, a misdemeanor subject to a fine not 
exceeding $10,000, imprisonment not exceeding one year, or both. 

(8) ANTICIPATED LOCATIONS FOR EMS/DNR ORDER FORMS: (pg. 25 
ch. N) EMS personnel shall be directed to look for an EMS/DNR Order in 
the following places: 
(a) About a patient’s wrist, hung from a necklace, or safety-pinned to a 

patient’s clothing. 
(b) At medical facilities, in the patient’s chart. 
(c) In residences and domicile facilities, by the bedside, behind the 

patient’s bedroom door or on the refrigerator door. 
(d) In schools and educational institutions, in the nurse’s office, health 

room, or with the student’s attendant caregiver/aide. 
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(e) Family or caregivers will be expected to retrieve the original 
EMS/DNR Order prior to the ambulance’s arrival. 

(9) IDENTIFICATION OF PATIENT (pg. 25 ch. O). 
(a) If the patient is able, the patient can self-identify during the initial 

assessment. 
(b) If the patient is unable to communicate, then family, caregivers, or 

bystanders can identify the patient for EMS providers. 
(c) If an EMS/DNR vinyl bracelet with insert or metal emblem (bracelet or 

necklace) is attached to a patient (on wrist, pendant from neck, pinned 
to clothing, etc.) the patient’s identity can be reasonably assumed by 
EMS providers. 

(d) If an EMS/DNR vinyl bracelet insert or metal emblem (bracelet or 
necklace) is found detached from the patient, EMS personnel must 
treat it as an EMS/DNR Order form and identify the subject of the 
EMS/DNR Order as the patient. A valid bracelet insert alone, without 
the vinyl bracelet, is a valid EMS/DNR Order so long as EMS 
providers confirm the patient’s identity (pg. 17 ch. D). 

(e) If EMS personnel are unable to ascertain with reasonable certainty, 
when required to do so, that the subject of the EMS/DNR Order is the 
patient, they may resuscitate the patient. 

10)  HEALTH PROVIDER/EMS PERSONNEL IMMUNITY (pg. 26 ch. R) 
(a) General immunity provisions, such as Good Samaritan immunity for 

volunteers and sovereign immunity for government employees, may 
apply under specific circumstances.  

(b) In addition to other immunity that may be provided for in law, the 
Health Care Decisions Act provides the following specific immunity in 
cases involving the provision, withdrawal, or withholding of care which 
may be life-sustaining in nature: 
(i) EMS providers are not subject to criminal prosecution or civil 

liability or deemed to have engaged in unprofessional conduct as 
determined by the appropriate licensing, registering, or certifying 
authority as a result of withholding or withdrawing any health 
care under authorization obtained in accordance with the Health 
Care Decisions Act. See HG (5-609(a)(1). 

(ii) EMS providers providing, withholding, or withdrawing 
treatment under authorization obtained under the Health Care 
Decisions Act do not incur liability arising out of any claim to the 
extent the claim is based on lack of consent or authorization for 
the action. See HG (5-609(a)(2). 

(iii) EMS providers providing treatment because they reasonably 
believe that an EMS/DNR order, other than a bracelet, is not valid, 
do not incur liability arising out of any claim to the extent the claim 
is based on lack of consent or authorization for the action. See 
HG (5-608(d). 

11) EMS/DNR MEDICAL PROTOCOLS (pg. 29 ch. T). 
(a) DISPATCH 

(i) Option B EMS/DNR patients (7/98 version) or patients with older 
version EMS/DNR orders (pg. 22 ch K) only require a BLS 
response. Once the on scene BLS provider has determined the 
need for additional pain control, an ALS Rendezvous may be 
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requested. Medevac requests are not appropriate for these 
patients. 

(ii) Option A EMS/DNR patients (7/98 version) who are not in arrest 
may require a range of responses from BLS through the highest 
echelon of response available. This will depend on the information 
available to dispatch and the service requested. The response 
complement in these cases will be dictated by local standard 
operating procedures (SOP). 

(iii) If a dispatch center is unclear whether the DNR order is an 
EMS/DNR order or is unclear about the pre-arrest patient care 
option selected (A or B), the dispatch center shall dispatch the 
appropriate resources based on the information available. 

(iv) In the absence of knowledge to the contrary, information from 
medical professionals at a health care facility about the 
EMS/DNRstatus of a patient may be presumed to be reliable. 

(b) PERFORM LIMITED PATIENT ASSESSMENT; Vital signs: 
(i) Check for absence of a palpable pulse. 
(ii) Check for absence of spontaneous respirations in an 

unresponsive patient. 
(iii) Check for a valid EMS/DNR Order form, vinyl bracelet insert worn 

either on the wrist, as a necklace, or pinned to clothing, or for a 
metal emblem (bracelet or necklace). 

(c) RESUSCITATE/DO NOT RESUSCITATE CRITERIA. 
(i) If an EMS /DNR Order is not present, revoked, or otherwise void, 

the EMS provider shall treat and, if necessary, transport the 
patient. 

(ii) If an EMS/DNR Order is not present, but the EMS provider 
believes that resuscitation or further resuscitation is futile, they 
may contact on-line medical direction to consult regarding 
“physician-directed termination of unsuccessful non-traumatic 
resuscitation in the field.” 

(iii) If a valid EMS/DNR order is found and the patient is in cardiac or 
respiratory arrest, no resuscitative measures shall be initiated. 

(iv) If the patient is conscious and able to communicate that he/she  
revokes the EMS/DNR orally directly to EMS providers, EMS 
providers shall treat and, if necessary, transport the patient. 

(v) If the EMS/DNR patient (Option A or B) arrests, withhold or 
withdraw further resuscitation and provide support to the family 
and caregivers. Consider notifying appropriate personnel. 

(d) MAXIMAL (RESTORATIVE) CARE PROTOCOL 
(i) When Option A - “Maximal (Restorative) Care Before Arrest, Then 

DNR” is selected on an EMS/DNR Order, the patient shall receive 
the full scope of restorative interventions permissible under the 
Maryland EMS Medical Protocols (including intubation for 
respiratory distress, cardiac monitoring, synchronized 
cardioversion for pulse-presen t ventricular or supraventricular 
tachycardia, cardiac pacing for pulse-present symptomatic 
bradycardia, insertion of IVs, and drug therapy), in an attempt to 
forestall cardiac or respiratory arrest. 

(ii) This option was requested primarily by long-term care facilities for 
their patients who are on DNR orders for potentially prolonged 
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periods of time. Many of these patients are less concerned about 
palliation of pain and more concerned about the quality of life after 
a stroke or heart attack. The primary medical conditions seen in 
the field necessitating this option have been the desire to 
administer Lasix for pulmonary edema, dextrose for diabetic 
emergencies, and epinephrine for anaphylactic reactions in 
patients who, upon arrest,are not to be resuscitated. 

(iii) If, despite these efforts, the patient becomes pulseless or stops 
breathing spontaneously, EMS providers shall then withhold or 
withdraw cardiopulmonary resuscitation including, but not limited 
to, no CPR, no cardiac pacing, no defibrillation, withdrawal of 
active ventilatory assistance upon cardiac arrest, and withholding 
or withdrawal of drug therapy (i.e., chemical resuscitation).  

 
IF MAXIMAL CARE IS SELECTED AND THE PATIENT’S CONDITION REQUIRES ALS, AN 
ALS UNIT SHOULD BE REQUESTED IF FEASIBLE GIVEN THE LOCATION OF THE 
INCIDENT RELATIVE TO THE NEAREST APPROPRIATE FACILITY AND THE AVAILABILITY 
OF AN ALS UNIT, AND ITS ABILITY TO ARRIVE OR RENDEZVOUS IN A MEDICALLY 
APPROPRIATE PERIOD OF TIME. 
 

(e) PALLIATIVE CARE PROTOCOL (For Option B). 
(i) Supportive Care for Control of Signs and Symptoms  

1. Respiratory distress 
a. Open the airway using non-invasive means (e.g., chin lift, 

jaw thrust, finger sweep, nasopharyngeal airway, 
oropharyngeal airway, and Heimlich maneuver, but no 
laryngoscopy, no Magill forceps, no cricothyroidotomy, and 
no tracheostomy). 

b. Administer O2 as follows: 
i. If the patient is not on a ventilator and would benefit 

from oxygen therapy, provide passive oxygen via nasal 
cannula or non-rebreather mask (but no positive  
pressure oxygen via ambu bag, demand valve, or 
ventilator). 

ii. If the patient is found on an outpatient ventilator and is 
not in cardiac arrest, maintain ventilatory support 
during transport to the hospital. 

iii. If the patient is found on an outpatient ventilator and is 
in cardiac arrest, contact on- line medical direction to 
consult about disconnecting the ventilator. 

c. Maintain an open airway by non-invasive means (e.g., chin 
lift, jaw thrust, finger sweep, nasopharyngeal airway, 
oropharyngeal airway, and Heimlich maneuver, but no 
laryngoscope, no Magill forceps, no cricothyroidotomy, and 
no tracheostomy). 

d. Suction as necessary. 
e. Position for comfort. 

2. External bleeding 
a. Standard treatment (dressing, elevation, direct pressure, 

pressure points, cold packs, tourniquets, etc.). 
b. No MAST/PASG trousers or IVs. 



 68

3. Immobilize fractures using skills and devices that minimize 
pain. 

4. Uncontrolled pain or other symptoms (e.g., severe nausea) 
a. Allow patient, family, or health care providers (other than 

the prehospital provider) to administer patient’s prescribed 
medications. Such health care providers administering 
medication will not have to accompany the patient to the 
hospital. 

b. Patient controlled analgesia (PCA) systems for pain 
medication delivery and other patient-controlled medication 
(PCM) systems shall be left in place in DNR patients and 
monitored to the extent possible according to the provider’s 
level of certification or licensure. 

c. For the patient with significant pain, and/or, pain with a 
prolonged transport, morphine may be administered. 

5. Existing IV lines may be in place and, if so, shall be monitored 
to the extent possible according to the provider’s level of 
certification and licensure. 

(ii) Inappropriate Care for a Palliative Care Patient  
1. Cardiac monitoring, including 12-lead EKG, pacing, 

cardioversion, and defibrillation. 
2. Initiation of IV therapy (except when directed by online 

physician for morphine administration for pain control as in 1 
(d) (iii). 

3. EMS-Initiated Medications (Except oxygen and morphine 
administration for pain control as in 1 (d) (iii)). 

4. CPR. 
5. Intubation (Combitube, endotracheal, nasotracheal, or gastric 

tube). 
6. Pneumatic anti-shock garment (PASG). 
7. Active ventilatory assistance, unless on an outpatient ventilator 

(pg. 32 ch. 5). 
(f) TRANSPORT 

(i) Upon request of the patient, family, or caregivers and in lieu of 
transport to a hospital-based emergency department, EMS 
providers may transport Option B EMS/DNR patients who require 
transportation for pain control or symptom management or respite 
care to a specified inpatient hospice facility. 

(ii) A current list of those facilities is available from the MIEMSS 
Program Development Office (410) 706-4367 (4DNR). The 
receiving status of a particular facility can be ascertained from 
EMRC (24 hours a day) by EMS radio, EMSTEL, or red phone, or 
by calling 1 (800) 492-3805. 

(iii) The State EMS Board may authorize additional facilities under 
6.2.2 or 6.2.4 (pp. 35-36), if recognized in the future by DHMH in 
accordance with 42 CFR 418.98 and 42 CFR 418.100. EMS 
jurisdictions and commercial ambulance services will be notified 
by MIEMSS of any facilities that become eligible and elect to 
receive patients by ambulance, become ineligible, or elect to 
discontinue their participation. 
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(iv) Take a copy of EMS/DNR Order, vinyl bracelet with insert, or 
metal emblem (bracelet or necklace) to the hospital with the 
patient. If returning the patient from a previous transport, be sure 
to request a copy of the EMS/DNR Order form, vinyl bracelet with 
insert, or metal emblem (bracelet or necklace) from the staff (see 
pg. 20 ch H2 and the “EMS/DNR Order Retrieval Strategies” on 
pg. 58 of the EMS/DNR program booklet). 

(g) COMMUNICATIONS 
(i) Consultation requirements for Option A EMS/DNR patients shall 

be dictated by the Maryland EMS Medical Protocols in accordance 
with the patient’s medical needs. EMS providers shall notify the 
hospital of the patient’s EMS/DNR status (i.e., Option A) and the 
identity of patient’s physician. 

(ii) No consultation is required for the Option B EMS/DNR patients. 
The receiving hospital or inpatient hospice facility should be 
notified to expect the patient and prepare accordingly. Also make 
the hospital or inpatient facility aware of the patient’s EMS/DNR 
status (i.e., Option B) and the identity of the patient’s physician. 

(iii) If there is misunderstanding with family members or others 
present at the scene or if there are other concerns about following 
the EMS/DNR Order and the patient’s condition permits, contact 
the physician signing the order, or the patient’s hospice program, 
or online medical direction for assistance.  

(h) DOCUMENTATION 
(i) If possible, make or retain a copy of the EMS/DNR Order and 

attach it to the official copy of the call runsheet that is kept by the 
EMS service. Having a copy of the EMS/DNR Order can 
significantly  reduce documentation requirements. Encourage 
sending facilities to provide you with a copy of the EMS/DNR 
order, in addition to an original of the order, with the patient’s 
transfer documents. 

(ii) If the EMS/DNR protocol is initiated: 
1. Document, in the narrative section: 

a. Who gave you the EMS/DNR Order (as an applicable 
person physically providing the written order, name of 
onsite physician, or name of on-line medical direction 
physician) or 

b. Where the EMS/DNR Order was found; 
2. Document the EMS/DNR order number, the effective date of 

the order, the name of the patient, the patient’s date of birth, 
and the name of the physician signing the order; 

3. Document the time the EMS/DNR protocol was initiated; 
4. Document any care rendered; 
5. If the patient arrests while under your care, document the time 

the patient lost spontaneous respirations or palpable pulse, if 
able to determine, and 

6. If the patient arrests while under your care, document the 
chain of custody until the body is out of custody of EMS. 

(iii) If resuscitation protocols are initiated, document: 
1. Care rendered as per normal practice; 
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2. The reason the EMS/DNR protocol was not initiated, if relevant 
(e.g., unable to find EMS/DNR Order, EMS/DNR is not or does 
not appear to be valid, patient request, etc.); 

3. If resuscitation was started because there was reasonable 
doubt as to the validity of an EMS/DNR Order; 
a. The EMS/DNR Order number, the effective date of the 

order, the name of the patient, the patient’s date of birth, 
and the name of the physician signing the order; and  

b. Who gave you the EMS/DNR or where the EMS/DNR 
Order was found. 

4. Transfer any EMS/DNR Order to the appropriate authorities 
(e.g., to hospital or in-patient hospice personnel of the facility 
where the patient was transferred or, if the patient is 
deceased, to the physician/police/medical examiner). If 
possible at the receiving facility, and if not already done, make 
a copy of the EMS/DNR Order. DO NOT RETAIN an original 
EMS/DNR Order. 

5. If a copy of the EMS/DNR Order is available to EMS providers, 
it shall be attached to the official copy of the call runsheet that 
is retained by the EMS service. 

6. A vinyl bracelet with insert or metal emblem (bracelet or 
necklace) shall be left where found on the patient. Bracelets or 
metal emblems shall not be removed without the permission of 
the patient or the patient’s authorized decision maker and 
when possible, shall be returned with the patient to the 
sending facility (see pg.16 ch. C of the EMS/DNR Program 
booklet). 

(i) PATIENT DISPOSITION IF NOT TRANSPORTED 
(i) If the EMS/DNR Protocol is implemented and the patient is not 

transported because the patient arrested at the response site, 
EMS personnel shall: 
1. Follow local operational procedures for handling deceased 

patients (see “How to Best Tell the Worst News” on 
pp.105-106 of the EMS/DNR program booklet);  

2. Do not remove an EMS/DNR vinyl bracelet or metal emblem 
(bracelet or necklace) from the deceased patient; 

3. Law enforcement personnel or a representative of the medical 
examiner’s office needs to be notified only in the case of 
sudden or unanticipated death which occurs: 
a. By violence 
b. By suicide 
c. As a result of an accident 
d. Suddenly, if the deceased was in apparent good health, or 
e. In any suspicious or unusual manner. 

b) PRESUMED DEAD ON ARRIVAL (PDOA) 
 
NOTE: IF ANY DOUBT EXISTS, INITIATE RESUSCITATION AND TRANSPORT. 
 

i) PURPOSE 
(1) This protocol is designed to assist the provider with the presumption of 

death in the prehospital setting. 
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ii) INDICATIONS 
(1) Presumption of death in the field (without initiation of resuscitation) should 

be considered only in the following instances: 
(a) Decapitation 
(b) Decomposition 
(c) Rigor mortis 
(d) Pulseless, apneic patient in multiple casualty situation where system 

resources are required for stabilization of living patients 
(e) Pulseless, apneic patient with injury not compatible with life (with the 

exception of an obviously pregnant female where resuscitation 
attempts should be initiated and the patient transported to the nearest 
appropriate facility) 

iii) CONTRAINDICATIONS 
(1) Certain special circumstances may result in exception to this protocol. 
(2) Obtain medical direction at time of the occurrence when: 

(a) Patient is too large to extricate. 
(b) Significant physical environmental barriers exist. 

iv) PRECAUTIONS 
(1) Death cannot be judged in the hypothermic patient, who may be asystolic, 

apneic, and stiff but still survive. Transport for rewarming in all instances. 
(2) All children who do not meet criteria above should be transported to the 

Emergency Department. DO NOT SPECULATE OR PREDICT THE 
OUTCOME (GOOD OR BAD) TO THE RELATIVES! The grief of pediatric 
death is best managed at the hospital; moreover, the possibility of child 
abuse can best be evaluated there. 

(3) Do not attempt to guess future outcomes based on the appearance of the 
patient (e.g., shotgun blast to face of suicide victim). Failure to act 
because of mistaken notions of outcome will result in a self-fulfilling 
prophecy. 

(4) Do not allow attempted suicide to prejudice the decision to resuscitate. 
Despite the seriousness of the event, psychiatric patient(s) may, after 
therapy, resume the desire to live. It is inappropriate to agree with the 
patient that death would be preferable, and therefore fail to act. 

 
VIII. Procedures 

i. Airway Management: Bag Valve Mask Ventilation  
1. Purpose 

a. Bag-valve-mask ventilation (BVM) is the technique of 
providing rescue breathing for patients with inadequate 
respiratory effort or cardiac arrest.  

2. Indications 
a. Inadequate respiratory rate. 
b. Infant/Toddler less than 20 breaths per minute. 
c. Child less than 16 breaths per minute. 
d. Adolescent less than 12 breaths per minute. 
e. Adult less than 8 breaths per minute. 
f. Inadequate respiratory effort. 
g. Absent or diminished breath sounds. 
h. Paradoxical breathing (chest and abdomen moving in 

opposite directions). 
i. Cyanosis on 100% oxygen by nonrebreather mask. 
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j. Symptomatic Bradycardia. 
k. Infant Heart rate less than 100. 
l. Child Heart rate less than 80. 
m. Adult Heart rate less than 60. 
n. Cardiac arrest. 
o. Altered mental status. 
p. Glasgow coma scale less than 9. 

3. Contraindications 
a. None. 

4. Potential Adverse Effects/Complications 
a. Gastric distension. 
b. Vomiting. 
c. Increased intracranial pressure as a result of increased 

vagal stimulation if mask applied over the patient’s eye. 
5. Precautions 

a. Have suction available since vomiting may occur. 
b. Use an appropriate size airway adjunct with BVM. 
c. Use an appropriate size mask to avoid pressure over 

the eyes (pediatric patient), which may cause vagal 
stimulation. 

d. For single provider BVM use the "E-C clamp" 
technique to achieve an adequate seal and avoid 
pressure on the soft tissues of the face or neck: Place 
the third, fourth, and fifth fingers along the jaw to 
provide a chin lift (forming an E); use the thumb and 
index finger to hold the mask on the child’s face 
(forming a C). 

e. If the patient does not have adequate chest rise and 
breath sounds with BVM, consider the following 
interventions: 

f. Disable the pressure pop-off valve to increase 
the delivery of air into the patient. 

g. Use a larger bag to increase the volume of air 
delivered into the patient. 

h. Evaluate and treat the patient for gastric 
distension. 

i. Manually decompress the stomach. This 
may be accomplished by opening an 
existing gastric tube or button. 
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ii. Electrical Therapy/Automated External Defibrillation (AED) 
1. Indications 

a. Sudden cardiac arrest (patients with no pulse and not 
breathing). 

b. Infant (less than 12 months): AED not indicated. 
c. Infant (12 months) - Child (8 years): Pediatric AED or 

AED with pediatric capability only. 
d. Child 8 years of age or greater: Adult AED. 

2. Contraindications 
a. Infant less than 12 months of age (estimate based 

upon information available to individual operating 
AED). 

b. Patient exhibiting signs of life. 
3. Potential Adverse Effects/Complications 

a. Burns to skin. 
b. Deactivation of patient’s implanted pacemaker. 
c. Injury to patient, self, and/or bystanders. 

4. Precautions 
a. Make sure the patient and the environment are dry. 
b. Avoid placing pads over cardiac 

pacemakers/defibrillators or nitroglycerin patches.. 
c. DO NOT touch the patient while the AED is assessing 

the patient or charging. 
d. ENSURE that no one is touching the patient when the 

shock button is pushed. 
e. Never defibrillate while moving the patient.  

5. Procedure  
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a. Initiate analysis of rhythm. If arrest is unwitnessed 
without CPR in progress, EMS should provide 5 cycles 
of CPR then apply AED. 

b. If shock is indicated: 
i. Ensure all individuals are clear of the patient. 
ii. Initiate shock to the patient. 
iii. Immediately perform 5 cycles of CPR between 

shocks, then initiate analysis of rhythm.  
iv. If patient remains pulseless, continue this cycle 

of CPR and shocks until the patient regains a 
pulse, the AED prompt states “no shock 
advised,” or ALS arrives. 

c. Repeat the above cycle for a total of two additional 
cycles if indicated. 

d. If shock is not indicated and the patient remains in 
cardiac arrest: 

i. Perform CPR for 1 minute. 
ii. Initiate analysis of rhythm. 
iii. If shock is indicated, see “If shock is indicated” 

section above. 
iv. If shock is not indicated, continue CPR and 

transport. 
v. If shock is not indicated and patient regains 

pulse, treat per altered mental status protocol. 
6. Specific Documentation 

a. Record the name of the ALS provider and ALS unit 
number to whom responded to the scene. 

b. Document the number of analyses and shocks. 
delivered, times of assessments and treatments, and 
the patient's response to shocks/CPR. 

iii. Glucometer Protocol 
1. Purpose 

a. The glucometer should be utilized to determine the 
blood glucose level in an attempt to determine the 
etiology of the patient’s condition and provide treatment 
tailored to the needs of the patient. 

2. Indications 
a. The glucometer should be utilized for any patient 

presenting with an altered mental status, seizure 
activity, or unresponsiveness. 

3. Treatment  
a. Adult 

i. If blood glucose is less than 70 mg/dl, 
administer glucose per protocols. 

b. Pediatric 
i. If patient is younger than 18 years of age, call 

medical consult before taking blood sugar 
reading. 

IX. BLS Pharmacology 
i. Activated Charcoal Without Sorbitol (With Medical Consultation) 

1. Indications  
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a. Poisoning by mouth. 
2. Adverse Effects 

a. May indirectly induce vomiting and cause nausea. 
3. Precautions 

a. Does not absorb all drugs and toxic substances. 
4. Contraindications 

a. Altered mental status. 
b. Patients who have received an emetic. 

5. Preparations 
a. 25 grams/125 ml bottle. 
b. 50 grams/250 ml bottle. 

6. Dosage 
a. Adult: Administer 1 gram/kg or (0.5 gram/lb). 
b. Pediatric: Administer 1 gram/kg or (0.5 gram/lb). 

ii. Albuterol (Proventil, Ventolin) (Patient Prescribed, Patient 
Assisted) 

1. Indications 
a. Signs and symptoms of respiratory distress. 
b. Bronchospasm/wheezing associated with: 

i. Asthma 
ii. Chronic bronchitis 
iii. Emphysema 
iv. Allergic reactions (anaphylaxis) 

2. Adverse Effects 
i. Tachycardia/ Palpitations 
ii. Hypertension 
iii. Angina 
iv. Nervousness/ Anxiety 
v. Tremors 
vi. Dizziness 
vii. Headache 
viii. Sweating 
ix. Nausea/ Vomiting 
x. Sore throat 

3. Precautions 
i. May cause severe bronchospasm from 

repeated excessive use. 
ii. Patient must have his/her own physician-

prescribed hand-held aerosol inhaler. 
4. Contraindications 

i. Inhaler not prescribed for the patient. 
5. Preparations  

i. Hand-held (unit dose) aerosol inhaler. 
6. Dosage 

i. Adult: Patient may receive a maximum of 2 
doses (4 puffs) over a 30-minute period. 

ii. Pediatric: Patient may receive a maximum 
of 2 doses (4 puffs) over a 30-minute 
period. 
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1. Additional doses may be 
administered with medical 
consultation. 

iii. Epinephrine Auto-Injector 
1. Indications 

a. Moderate to severe allergic reaction with 
respiratory distress or mild allergic reaction with 
history of life-threatening allergic reaction.  

b. Pediatric patients with severe asthma. 
2. Adverse Effects 

a. Tachycardia/ Palpitations 
b. Angina 
c. Headache 
d. Nausea/ vomiting 
e. Dizziness 
f. Hypertension 
g. Nervousness/Anxiety 
h. Tremors 

1. Precautions 
a. Unless in severe allergic reaction or severe 

asthma, medical consultation should be obtained 
before administering to pregnant or cardiac 
patients. 

2. Contraindications 
a. None in the presence of anaphylaxis. 

3. Preparations 
a. Epinephrine Auto-injector only (Patient prescribed 

or EMS services’). 
i. Adult: 0.3 mg 
ii. Pediatric: 0.15 mg 

 
MEDICAL CONSULTATION REQUIRED FOR THE ADMINISTRATION OF 
EPINEPHRINE AUTO-INJECTOR TO ADULT ASTHMA PATIENTS. 
 

4. Dosage 
a. Patients 3 years of age or greater: Adult Auto-

injector: 0.3 mg IM. 
b. Patients less than 3 years of age: Pediatric Auto-

injector: 0.15 mg IM. 
c. Additional doses may be administered with medical 

consultation. 
iv. Nitroglycerin (Patient Prescribed, Patient Assisted) 

1. Indications 
a. Patient must have own prescribed sublingual 

nitroglycerin. 
b. Chest pain 

2. Adverse Effects 
a. Hypotension 
b. Headache 
c. Dizziness 
d. Tachycardia 
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3. Precautions 
a. Reassess blood pressure before and after 

administration. 
b. If systolic blood pressure drops more than 20 

mmHg, obtain medical consultation before further 
administration. 

4. Contraindications 
a. Blood pressure below 90 mmHg systolic. 
b. Heart rate less than 60. 
c. Medication not prescribed for the patient. 
d. Pediatric patient under age 12. 
e. Any patient having taken medication for erectile 

dysfunction (eg, Viagra™, Levitra™, or Cialis™) 
within the past 48 hours. Medical consultation is 
required to override this contraindication. 

5. Preparations 
a. Spray or tablet 

6. Dosage 
a. Adult: One tablet or one spray sublingually 

i. Repeat in 3 to 5 minutes if chest pains 
persists. 

ii. Maximum of three doses (a combination of 
patient-administered and EMT-B-
administered) of nitroglycerin. 

b. Pediatric: Not Indicated (nitroglycerin 
contraindicated for children under age 12). 

c. Additional doses may be administered with medical 
consultation. 

v. Oral Glucose 
1. Indications 

a. Altered mental status with known diabetic history. 
b. Unconscious for an unknown reason. 

2. Adverse Effects 
a. Not clinically significant. 

3. Precautions 
a. Patient without gag reflex may aspirate. 

4. Contraindications 
a. Not clinically significant. 

5. Preparations 
a. 10-15 grams of glucose (contained in 24, 30, or 

37.5 gram tube). 
6. Dosage 

a. Adult: Administer 10-15 grams of glucose paste 
between the gum and cheek. 

b. Pediatric: Administer 10-15 grams of glucose paste 
between the gum and cheek; this may be 
accomplished through several small 
administrations. 

vi. Oxygen 
1. Indications 

a. All medical and trauma patients. 
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2. Adverse Effects 
a. High concentrations of oxygen will reduce the 

respiratory drive in some COPD patients; these 
patients should be carefully monitored. 

3. Precautions 
a. Never withhold oxygen from those who need it. 
b. Oxygen should be given with caution to patients 

with COPD. 
c. Simple or partial rebreather face masks must be 

supplied with a minimum 6 lpm. 
d. Non-rebreather face masks must be supplied with a 

minimum 12 lpm. 
4. Contraindications 

a. None 
5. Dosage 

a. Adult: Administer 12–15 lpm with NRB mask or 2–6 
lpm via nasal cannula, unless otherwise directed. 

b. Pediatric: Administer 12–15 lpm via NRB mask or 
2–6 lpm via nasal cannula, unless otherwise 
directed. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


