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I . When to Star t  Resusci tat i on:
As soon as the absence of pulse and respir ation is established.

I I . When Not  to Star t  Resusci tat i on:

A. Al l  Pat i ents: 
1. When ir r eversible signs of death, such as r igor  mor tis, dependent l ividi ty, 

decapitation, decomposition, incineration, other  obvious lethal injur ies are present. 
 

2. When dow n time has been unknow n or  greater  than 20 minutes w ith no bystander  
CPR per formed and the patient is cool to touch (not from exposure), no audible hear t 
sounds, and f ixed/di lated pupi ls.  

3. Core temperature less than 50 degrees F, chest wall  so sti f f  that compressions cannot 
be per formed, or  patients submerged in cold water  (for  speci f ic r ecommendations in 
drow ning, r efer  to Drow ning/Submersion Injur ies protocol, Yel low  11)

B. Al l  Nor m other m ic Pat ients: Major  tr auma victims who have no respir ation and no 
     pulse, no signs of l i fe at the time of Maine EMS-l icensed crew  member  ar r ival

C. When a Do Not  Resusci tate (DNR) order  is presented in one of three forms:

1. EMS DNR orders from other  states' EMS/DNR programs. I f  the order  or  device (i .e.  
plastic bracelet, jewelr y, or  card) appears to be in effect, and is understandable to the 
crew , fol low  the order?s speci f ic instr uctions. I f  there are no speci f ic instr uctions 
beyond ?DNR?, fol low  Maine EMS Comfor t Care/DNR Guidelines, Gr ey 2

2. Non-EMS actionable medical order  (i .e. POLST/MOLST, etc.). A w r i tten order  
executed by a patient?s personal physician/PA/NP should be honored i f  i t is 
understandable to the crew  and i f  i t is dated w ithin 1 (one) year . Follow  the order  as 
w r i tten. I f  i t is nonspeci f ic as to the care to provide or  w ithhold, fol low  the MEMS  
Comfor t Care/DNR guidelines, Gr ey 2

3. Maine EMS Comfor t Care/DNR Program - A Maine EMS Comfor t Care/DNR order  
does not have an expir ation date. Once activated, i t r emains in effect unti l  the patient,
or  someone acting on their  behalf  as descr ibed and author ized on the Comfor t 
Care/DNR form, cancels i t. (Note: Although no longer  distr ibuted by Maine EMS, 
extant DNR/Comfor t Care ?orange? forms, wallet cards and plastic bracelets r emain 
val id)

D. When a signed Maine EMS DNR Directive form or  Maine EMS-approved DNR Directive 
jewelr y is presented to EMS personnel - Once executed by the patient and signed by a 
physician/PA/NP, the DNR Directive r emains in effect unti l  the expir ation date on the form 
or , i f  no expir ation date is noted on the form, unti l  the patient cancels i t

E. A photocopy is acceptable as proof of the existence of val id DNR Order  or  DNR 
Directive, provided that the photocopy is legible and understandable by EMS personnel
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I I I . Tr eatm ent /Com for t  Car e

F. When tr eating a patient w i th a Maine EMS Comfor t Care/DNR Order  or  DNR Directive, 
the r esponding EMS provider  should per form routine patient assessment and 
resusci tation or  inter vention unti l  EMS personnel ver i fy:

1. That an EMS Comfor t Care/DNR Order  or  DNR Directive exists; or ,

2. That a Maine EMS-approved EMS Comfor t Care/DNR wallet card, plastic bracelet or  
Maine EMS-approved DNR jewelr y is present, intact and not defaced. The plastic 
bracelet may be worn on the w r ist or  ankle or  on a necklace; or ,

3. That Maine EMS-approved DNR Directive jewelr y is present, intact and not defaced; 
and,

4. The identi ty of the patient through family or  fr iends present, or  w i th photo ID such 
as a dr iver?s l icense. A good fai th effor t only is r equir ed

G. Fol low  these EMS Comfor t Care/DNR procedures in al l  cases:

1. These com for t i ng i nter vent ions ar e encour aged:
a. Open the air way manually (NO intubation, No BVM unless invi ted by conscious 

patient);
b. Suction and provide oxygen;
c. Make the patient comfor table (posi tion, etc.);
d. Control bleeding;
e. Provide pain and other  medications of comfor t only to a conscious patient 

(ALS per  OLMC/Hospice provider );
f . Be suppor tive of the patient and family;
g. Contact patient?s physician/PA/NP/Hospice provider  or  OLMC i f  questions ar ise 

2. Resusci tat ive m easur es to be avoided: (to be w ithheld, or  w ithdraw n i f  
r esusci tation has begun pr ior  to confi rmation of EMS Comfor t Care/DNR Order  or  
DNR Directive status).
a. CPR;
b. Intubation (ET Tube, or  other  advanced air way management); 
c. Surgical procedures;
c. Defibr i l lation;
d. Cardiac r esusci tation medications;
e. Ar ti f icial venti lation by any means;
f. Related procedures per  OLMC.

(continued next page)
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IV. Revocat ion, Docum entat i on &  When to Stop Resusci tat i on

H. Who may revoke an EMS Comfor t Care/DNR Order  or  Maine DNR Directive:

1. The patient (by destroying EMS Comfor t Care/DNR Order  Form, wallet card, plastic 
bracelet and DNR jewelr y, or  by destroying the DNR Directive and DNR jewelr y, or  
verbally w ithdraw ing the order  or  dir ective);

2. For  the EMS Comfor t Care/DNR Order  form only:
a. The patient?s physician/PA/NP who signed the order ;
b. The Author ized Decision-Maker  for  the patient who signed the order.

I . Docum entat i on:
1. Use the Maine EMS patient/r un r epor t.
2. Descr ibe assessment of patient?s status.
3. Document which identi f ication (i .e. form, wallet card, plastic bracelet or  DNR 

jewelr y) was used to confi rm EMS Comfor t Care/DNR or  DNR Directive status and 
indicate that i t was intact and not canceled.

4. Indicate the patient?s physician/PA/NP name, on the patient/r un r epor t.
5. I f  the patient has expir ed on ar r ival, comfor t the fami ly and fol low  your  EMS 

agency?s procedure for  death at home. A Maine EMS patient/r un r epor t sti l l  needs 
to be completed.

6. I f  tr anspor ting the patient, EMS provider s should keep the or iginal EMS Comfor t 
Care/DNR Order  Form, wallet card, plastic bracelet, DNR Directive form or  DNR 
jewelr y w ith the patient.

J. When to Stop Resusci tat i on: Resusci tat i on should be ter m inated:
1. Unw i tnessed Ar r est :

a. When the patient r egains pulse/r espir ation
b.  When cr i ter ia as defined in the Termination of Resusci tation protocol (Red 13) 

have been met.
c. When the r escuers are physical ly exhausted or  when equally or  more highly 

tr ained health care personnel take over
d. When i t is found that the patient has a DNR order  or  other  actionable medical 

order  (i .e. POLST/MOLST etc.) form
e. Continue resusci tation i f  conditions on scene are NOT amenable to cessation of 

r esusci tation
f. Continuation of r esusci tation beyond these protocols must be in consultation 

w ith OLMC

(continued next page)
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2. Wi tnessed ar r est :
a. When the patient r egains pulse/r espir ation
b. When cr i ter ia as defined in the Termination of Resusci tation protocol  (Red  13) 

have been met.
c. In the absence of ALS, when the same Maine EMS-l icensed crew  member  

         has determined the absence of al l  vi tal signs for  20 minutes, in spi te of BLS, 
except in the case of hypothermia (Yel low  8)

d. When the r escuers are physical ly exhausted or  when equally or  more highly 
tr ained health care personnel take over.

e. When i t is found that the patient has a DNR or  other  actionable medical order  
(i .e. POLST/MOLST form, etc.) .

f . Continue resusci tation i f  conditions on scene are NOT amenable to cessation of 
r esusci tation

g. Continuation of r esusci tation beyond these protocols must be in consultation 
w ith OLMC

V. Managem ent  of  Bodies Pat ient  Rem ains
I f  r esusci tation effor ts are discontinued, fol low  your  ser vice?s policy for  disposi tion of 
patient r emains. In cases of uncer tainty, ar r angements should be made w ith OLMC w ith 
r egards to disposi tion of the patient's body. Contact your  local ED w ith r egard to tissue 
donation options and procedures in advance.

Grey 4

DRAFT 

Not 
for

 C
lin

ica
l U

se



Page 130 Grey 5

Do Not Resusci tate (DNR) Guidelines #5

Pear l s for  DNR Guidel i nes: Neither  a Living w i l l  nor  a Durable Power  of Attorney for  
Healthcare (DPOAH) form is a val id DNR order. Neither  a patient?s spouse nor  a 
healthcare agent under  a DPOAH may dir ect EMS provider s to w ithhold r esusci tation 
in the absence of a val id DNR Order.

When a w r i tten DNR order  is not avai lable but the patient has a DPOAH and the 
patient?s healthcare agent r equests that r esusci tation be w ithheld, contact onl ine 
Medical Control for  guidance.

Liv ing Wi l l :
A Living Wil l  is intended to address patients who have been admitted to a healthcare 
faci l i ty. Living Wil ls r arely, i f  ever , have application in the prehospital environment.

POLST (Pr ovider  Or der s for  Li fe-Sustain ing Tr eatm ent ): 
POLST Sect ion A
The POLST consti tutes a DNR i f  ?No CPR? is indicated in this section.Other w ise, i f  the 
patient has indicated they do not want r esusci tation but does not have a separate val id 
DNR order , contact Medical Control for  guidance.

POLST Sect ion B
When confronted w ith a ser iously i l l  patient who has a POLST form (green form) and is 
not in cardiac ar rest :

- I f  ?Full  Treatment? box is checked: Use al l  appropr iate measures to 
stabi l ize/r esusci tate patient.

- I f  ?Selective Treatments?? box is checked: The maximum respir ator y inter ventions 
include inter ventions such as non-

- r ebreather  mask, CPAP, and suctioning. Al l  appropr iate IV medications may be 
uti l ized. Avoid intensive care: venti lator , cardioversion, defibr i l lation. Transfer  to 
hospital i f  needs cannot be met in cur rent location.

- If  ?Comfor t-Focused Treatments? box is checked: Limit r espir ator y inter ventions to 
non-rebreather  mask, suctioning and tr eatment of air way obstr uction, as needed. 
Medications to r el ieve pain or  discomfor t may be uti l ized. Transfer  to hospital only 
i f  comfor t cannot be achieved in cur rent setting.

POLST Sect ion C
Refer s to IV therapy for  hydration and nutr i tion. Advanced EMTs and Paramedics may 
star t an IV for  the purpose of medication administr ation outl ined in Section B
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Page 131 Hospice 1

Pre-Hospital Managment of Hospice Patients, #1 

EMS may be cal led to r espond to patients on Hospice Care.  This may occur  because the 
patient (or  fami ly) was unable to r each a Hospice nurse/physician or  the patient (or  
fami ly) became anxious.  In these cir cumstances, EMS Cl in i cians should m ake ever y 
ef for t  to r each a Hospice pr ovider  and should r emain w ith the patient unti l  the Hospice 
provider  ar r ives.  Comfor ting inter ventions (Grey 2) should be under taken.  Suppor t 
fami ly members.
  
EMS provider s should avoid the fol low ing inter ventions:

- Sir ens, l ights or  aggressive inter ventions 
- IV therapy (except where other  forms of medication administr ation are not possible).   

Discuss options w ith patient, fami ly, caregiver s.
- Cardiac r esusci tation: CPR, r esusci tation medications, BVM venti lations.
- Cardiac pacing, cardioversion, and defibr i l lation.
- Hospice patients should not be tr anspor ted to the hospital except where tr anspor t is 

speci f ical ly r equested by the patient or  his healthcare agent or  sur rogate, and 
preferably only after  consultation w ith the hospice team and exhaustion of other  
tr eatment pathways that do not r equir e tr anspor t to the hospital.

I f  the r eason for  cal l ing 9-1-1 is unrelated to the Hospice patient?s terminal i l lness, the 
appropr iate protocol should be fol lowed and the patient should be tr anspor ted to the 
hospital, i f  needed and requested by the patient or  sur rogate (example: laceration 
r equir ing sutures).  

OLMC should be consulted, as needed, to discuss Hospice provider  orders and other  
concerns.
 

- Many hospice patients w i l l  have a hospice comfor t ki t that contains medications that 
patient?s caregiver s are instr ucted to use to tr eat commonly encountered medical 
issues.  
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Page 132 Hospice 2

EMT
Rout ine Pat ient  Car e. (DO WE NEED TO DEFINE THIS??) 
1) Contact the hospice team (prefer red) or  Medical Control to coordinate care and 

determine administr ation of hospice ki t medications
2) Consider  paramedic r esponse for  medication administr ation.

3) Br eak thr ough Pain : Suggest administr ation of breakthrough pain medication 
by patient / fami l ies. For  pain of sudden onset, seek to determine and tr eat the 
under lying cause (e.g., pathological fr acture).

4) Anx iety: Consider  potential causes for  patient?s anxiety, such as increased pain 
and shor tness of breath. Suggest administr ation of medication by 
patients/fami l ies.

 5) Dyspnea: Administer  oxygen, as appropr iate, to r el ieve shor tness of breath and 
achieve a r espir ation r ate of < 20. Use a fan to blow  air  dir ectly at the patient?s 
face.

6) Const ipat i on : Suggest administr ation of constipation medication by 
patient/fami ly

7) Ter m inal  Dehydr at i on : Moisten l ips w ith petroleum jel ly; use ar ti f icial 
sal iva/mouth sponges and ice chips.

8) Confusion/Del i r i um : Speak slow ly and calmly to the person. Remind the patient
 of where they are, and who you are. Avoid contradicting the patient?s 
statements. Ensure a patient?s hear ing aid and glasses are avai lable. Limit 
activi ty/noise in the room.

Advanced EMT
9) Nausea/Vomiting: Suggest administr ation of nausea medication or  r efer  to 

Nausea/Vomiting Protocol, Gold 19.
 
Par am edic

10) Consider  fol low ing w r i tten orders for  medications in hospice ki t. As an adjunct, 
consider :

a) For  Breakthrough Pain, r efer  to Univer sal Pain Management 
Protocol, Green 17-19

b) For  Anxiety, contact OLMC for  Ketamine 0.5 mg/kg IN for  a max 
dose of 25 mg.

c) For  Bronchospasm, r efer  to Respir ator y Distr ess w ith Bronchospasm 
Protocol, Blue 7-9.
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Page 133 Hospice 3

PEARLS
Breakthrough Pain assessment and management is impor tant in patients w ith advanced 
disease as they may have a high burden of pain, be opiate tolerant, and alr eady be 
receiving high doses of opioids.
 
Anxiety r anges from mild to severe, is common in patients near ing death, and should be
tr eated promptly.
 
Terminal Secretions are noisy, gurgl ing r espir ations caused by secretions accumulating in 
the lungs or  orophar ynx.
 
Terminal Dyspnea is exhibi ted by patients that are expected to die w ithin hours to days.
Individuals exper iencing dyspnea often exper ience heightened anxiety.
 
Constipation is a fr equent cause of nausea and vomiting. Opioid-r elated constipation is 
dose-related, and patients do not develop tolerance to this side effect. 
 
Nausea / Vomiting can be extr emely debi l i tating symptoms at the end of l i fe. Effective 
control of nausea can be achieved in most patients.

Fever  and Infection tr eatment should be guided by an understanding of where the 
patient is in the dying tr ajector y and the patient's speci f ic goals of care. 

Over whelming sepsis may be a sign of active death not to be r eversed.
 
Deli r ium is common at end of l i fe and is often caused by a combination of medications, 
dehydration, infections or  hypoxia. I t is distr essing to fami l ies. I t often heralds the end of 
l i fe and may requir e active sedation.

Pre-Hospital Managment of Hospice Patients, #3 
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Death Situations for  Emergency Responders #1

Page 134

PREPARED JOINTLY BY: Attorney General, Off ice of Chief Medical Examiner , and Maine 
State Police.

GENERAL AIM: Preser vation of scene, including body as found, for  investigative purposes 
w ithin practical l imits consistent w ith the role and responsibi l i t ies of emergency medical 
care giver s.

Death Si tuat i on Guidel i nes

I . Pr eser ve l i fe: Whi le forensic guidel ines emphasize that the scene should not be disturbed, 
the f i r st and most impor tant course of action is to fol low  al l  usual procedures to ensure 
the preser vation of l i fe.

I I . Once Death i s conf i r m ed: If the decedent is clearly dead, the body should not be moved or 
disturbed unless there is a danger that the body may be lost or further damaged.
A.   Maine statutes do not r equir e a pronouncement of death.
B. The scene should be secured and left undisturbed.

1. I f  the police are present, they should take charge in order  to determine whether  the 
case fal ls under  the jur isdiction of the Off ice of Chief Medical Examiner  (OCME) or  
whether  the death cer ti f icate may be cer ti f ied by the patient's pr ivate attending 
physician.

2. I f  there is no police off icer  present, EMS should cal l  the local pol ice or  cal l  the OCME 
dir ectly to r epor t the case, so that a determination may be made as to the need for  
fur ther  investigation into the cause and manner  of death. OCME emergency l ine to 
r epor t deaths: 1-800-870-8744.

3. I f  i t is determined not to be a Medical Examiner  case, tr y to accommodate the
    fami ly?s r equest or  contact OLMC for  guidance.

4. Consider  contacting the New  England Donor  Ser vices 1-800-446-6362
C. Tubes and medical devices should be left in place. Cer tain r eusable equipment may be 

removed to r esupply the ambulance; however , w r i tten documentation of any such 
action must be given to investigator s.

D. Any clothing or  proper ty should be left undisturbed.

I I I . What  i s a Medical  Exam iner  (ME) case?:
A. Any suspected HOMICIDE
B. Any suspected SUICIDE
C. Any death involving any ACCIDENT or  INJURY
D. Any death of a CHILD
E. Any death in CUSTODY
F. Deaths caused by SUSPECTED GROSS NEGLIGENCE dur ing a Medical Procedure
G. SUDDEN DEATH from an UNKNOWN cause or  any death where there is no pr ivate 

attending physician
H. UNIDENTIFIED persons
I . OCCUPATIONAL deaths (work-related)
J. Unnatural deaths in a Mental, or  DHS Residential Care Faci l i ty
K. Any death that might ENDANGER or  THREATEN the public health
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Death Situations for  Emergency Responders #2

Page 135

IV. Deaths i n  Chi l dr en:
A. Al l  deaths in chi ldren under  the age of three automatical ly become Medical Examiner  

cases unless the death is expected based on previously diagnosed natural disease.
B. Determination of the cause of death in infants and chi ldren is ver y di f f icult. Whi le the 

OCME understands the concerns of the parents/guardians, the chi ld must be left 
undisturbed unti l  investigating police off icer s have f inished the ini tial investigation. 
SIDS is not an acceptable r eason to tr anspor t a deceased infant or  al low  the infant to 
be moved pr ior  to investigation.

V. Repor ts and fol l ow-up on Medical  Exam iner  cases:
A. I f  fami l ies have questions, they may be refer red to the OCME. Famil ies should cal l  the 

off ice using the 24 hour  business l ine at 207-624-7180
B. Copies of EMS run sheets should be given to pol ice investigator s and/or  the OCME 

(refer  to Br own 2)
C. I f  any EMT w ishes fol low -up information on any speci f ic case, or  i f  there is a question 

of infectious exposures, cal l  the OCME on the business l ine, 207-624-7180.
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Page 136 Death w / 

I t is possible that Maine EMS personnel may be cal led to r espond to an individual who has 
voluntar y entered into an agreement w ith his/her  Attending physician to end their  l i fe 
under  the Death w ith Digni ty Act. 

I f  dispatched to such a patient, and questions ar ise r egarding patient care, please contact 
OLMC.

Maine Death w ith Digni ty Law

PEARLS
Death w ith Digni ty Law  (Sec. 1. MRSA c. 418 ): The Maine Death w ith Digni ty Act provides 
el igible Maine residents w ith terminal, incurable diseases that w i l l , w i thin r easonable 
medical judgement, r esult in death w ithin six months, the option to be prescr ibed a dose of 
medication that, i f  taken, w i l l  hasten the end of their  l i fe.

Patients should have a ei ther  a form that identi f ies thier  par ticipation in the Maine Death 
w ith Digni ty Program or  a DNR/POLST form. 
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Page 137 Bar iatr ic 

This protocol provides guidance for  the tr iage, extr ication, care and tr anspor t of 
bar iatr ic patients. A bar iatr ic patient exceeds 180 kg (400 lbs.) or  possesses a 
body habitus that challenges the abi l i ty of a two-person crew  to manage 
effectively. On scene time may be prolonged for  bar iatr ic patients who may 
requir e additional r esources, per sonnel and equipment to safely evaluate, 
manage and tr anspor t. Goals include the timely and effective management of 
these patients whi le maintaining patient pr ivacy, digni ty and comfor t.

EMT/Advanced EMT/Par am edic:
- Equipment: deploy special ized equipment/per sonnel per  local/r egional 

pol icy
- Request a Bar iatr ic ambulance, i f  feasible, and i f  time al lows
- Bar iatr ic str etchers are prefer red for  patient comfor t.Ensure that the weight 

l imit of the uti l ized str etcher  exceeds the weight of the patient.
- Request additional per sonnel r esources for  the extr ication process
- Provider s should be know ledgeable about the uti l ization of bar iatr ic 

equipment pr ior  to using i t
- Ear ly pre-hospital noti f ication is r equir ed as special ar r angements may be 

needed at the r eceiving hospital
- Consider  the patient immediate needs (CT scan, surger y, cardiac 

catheter ization, etc.) when determining hospital destination. I f  the patient is 
stable and there exists a potential r equir ement for  alternate destination, 
please contact OLMC for  guidance and discussion r egarding the most 
appropr iate patient destination.

- If  not present, r equest ALS (Paramedic) especial ly in si tuations in which 
on-scene time w i l l  be prolonged

Bar iatr ic Patients

E A P

PEARLS
- I t may be di f f icult to establish IV and IO access. Consider  intr amuscular  or  intr anasal as 

alternatives for  some medications. For  IM, ensure that the needle used is suff iciently long. 

- Weight-based calculations may yield inappropr iately large doses in obese patients. Consult 
w i th medical control when in doubt r egarding medication dosing. In addition, medication 
par  levels may be exceeded when using weight-based dosing.

- Bar iatr ic patients often have decreased functional r esidual capaci ty, and are at r isk of 
r apid desaturation. Extr emely obese individuals r equir e more oxygen than non-obese 
individuals due to their  diminished lung capaci ty. Pulse oximetr y may not be r el iable due 
to poor  cir culation. Even patients w ithout r espir ator y distr ess may not tolerate the supine 
posi tion.

- Bar iatr ic patients may present w ith severe air way challenges. Careful ly plan your  
approach to the air way and be prepared w ith backup air way plans.

- If  the patient has had recent bar iatr ic surger y, possible complications may include anemia, 
dehydration, internal leakage at the surgical si te, ulcer s, local ized infection, sepsis, etc.
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Page 138 Cr ime Scene

DO NOT enter  an active shooter  scene or  a scene in which an unsecured weapon is involved, 
unti l  the scene is secured by law  enfor cement, unless tr ained and author ized to do so (such 
as in the context of a tactical r esponse team or  r escue task for ce). I f  encounter ing a possible 
cr ime scene and not previously dispatched, contact law  enfor cement.

Once a cr ime scene is deemed safe by law  enfor cement, ini tiate patient contact and medical 
care i f  necessar y.

- Do not  sacr i f i ce pat i ent  car e to pr eser ve evidence.
- Have al l  EMS provider s use the same path of entr y and exi t, i f  feasible.
- Do not touch or  move anything at a cr ime scene unless i t is necessar y to do so for  patient 

care (noti fy law  enfor cement pr ior  to moving so i f  possible).
- Do not walk through f luids.
- Obser ve and document or iginal location of i tems moved by crew  whenever  possible.
- Do not sacr i f ice patient care to preser ve clothing, but when possible and removing 

patient clothing is r equir ed, leave i t as intact as possible. Avoid cutting through holes 
made by weapons, i f  possible.

- I f  you remove any i tems from the scene, such as impaled objects or  medication bottles, 
document your  actions and advise a law  enfor cement off icial (pr ior  to r emoval, i f  
feasible).

- Consider  r equesting a law  enfor cement off icer  to accompany the patient in the 
ambulance to the hospital.

- Document statements made by the patient or  bystanders on the EMS patient care 
r epor t.Repor t signi f icant information to a law  enfor cement off icial pr ior  to leaving the 
scene, i f  feasible. Comments made by a patient or  bystanders should be denoted in 
quotation marks.

- Inform staff  at the r eceiving hospital that this is a ?cr ime scene? patient.
- I f  the patient is obviously dead consistent w ith Do Not Resusci tate Guidelines (Grey 1), 

noti fy law  enfor cement of decision not to ini tiate r esusci tation/patient care.
- At motor  vehicle incidents, preser ve the scene by not dr iving over  debr is, not moving 

debr is and parking away from ti r e marks, i f  feasible.
- Pr ior  to leaving a cr ime scene, i f  feasible, check the bottom of your  shoes for  

contamination (f luids, objects, etc.). Noti fy law  enfor cement for  r emoval of any evidence 
and possible photographing of your  shoes.

Pre-Hospital Cr ime Scene Management
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GENERAL RESPONSIBILITY FOR DECEASED PERSONS: The Off ice of Chief Medical 
Examiner  is r esponsible for  deceased victims of mass disaster s including identi f ication and 
removal from the scene. The Off ice of Chief Medical Examiner  (1-800-870-8744, r estr icted 
emergency cal l  number ) should be informed immediately of any multiple fatal i ty si tuations.

1. BODIES SHOULD BE LEFT IN PLACE AT THE SCENE except when they must be moved to
preser ve them from destruction or  when they block access. The resting place of the 
victim may be cr i tical for  identi f ication of the body and/or  r econstruction of the 
incident. They can be tagged as fatal i ties to prevent other  medical per sonnel from 
repeating examination.

2. IF DEATH OCCURS EN ROUTE TO THE HOSPITAL, the body need not be r eturned to the
scene but can be brought to the hospital or  other  sui table storage place as determined 
by distances and/or  the needs of other  patients in the ambulance. I f  the body is left 

     anywhere other  than the hospital or  designated temporar y morgue, the body should be 
   tagged and the Off ice of Chief Medical Examiner  should be advised.
3. THE SITE A VICTIM IS REMOVED FROM SHOULD BE NOTED on a tag along w ith the

name and agency of the person who removed i t whenever  r emoval is needed and in 
cases of death after  r emoval. Such information may be cr i tical for  identi f ication of the 
body and/or  r econstruction of the accident.

4. IF AN IDENTIFICATION OF A PATIENT IS MADE, a tag w ith at least the name and date of
bir th and time of death of the patient/decedent along w ith the identi f ier?s name,   

     r elationship, address and where he/she can be located should be put on the body.
5. PERSONAL PROPERTY SHOULD BE LEFT WITH THE BODY including clothing r emoved

from a patient i f  the victim dies. Nothing should be r emoved from those alr eady 
deceased.

Consistent w ith New  England EMS Counci l  MCI Management, the action pr ior i ties for  the 
f i r st medical crews ar r iving on the scene are:

1. Assess and avoid exposure to existing dangers
2. Noti fy dispatch of type of MCI and estimate of number  and type of patients

a. Request EMS, f i r e, pol ice assistance
b. Request hospital noti f ication

3. Fir st ambulance or  other  vehicle w ith medical fr equencies becomes EMS command 
vehicle ? locate near  f i r e and police command vehicles. Str ip equipment/supplies ? 
place in equipment area (near  planned patient col lection/tr eatment area).

4. Designate, in the fol low ing order , the fol low ing posi tions as quali f ied personnel become 
avai lable:

EMS CONTROL OFFICER ? Repor ts to Incident Commander. Responsible for  overal l  patient 
tr iage, tr eatment, and tr anspor tation. Procures EMS back-up, supplies, equipment, tr anspor t 
vehicles as needed, super vises and assigns al l  other  medical per sonnel.

(continued next page)
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Page 140

PRIMARY TRIAGE OFFICER ? Rapidly assesses al l  patients then assigns personnel to 
provide tr eatment to those patients in most need of immediate tr eatment, who w i l l  most 
benefi t from immediate care w ith the r esources avai lable. Treatment is l imited to:

- Bleeding ? hemor rhage control
- Air way ? r eposi tion patient
- Shock ? elevate extr emities

SECONDARY TRIAGE OFFICER ? Rapidly tags al l  patients, or  assigns personnel to do tagging 
(w ith METTAGS, SMART Tags, or  other  local ly approved Tr iage System) and, super vises 
immobi l ization after  classi f ication, and oversees tr ansfer  to col lection/tr eatment area.

Tag categor ies are:

RED (I): Conditions r equir ing immediate tr anspor t by ambulance to prevent jeopardy to l i fe 
or  l imb and which w i l l  not unduly deplete personnel/equipment r esources (examples: 
progressive shock, major  blood loss, major  multiple injur ies, severe r espir ator y distr ess. 
Cardiac ar rest ? only i f  per sonnel can be spared).

YELLOW  (I I): Not r equir ing immediate tr anspor t to prevent jeopardy to l i fe or  l imb, but 
eventually w i l l  r equir e ambulance tr anspor t to hospital for  attention.

GREEN (I I I): Minor  conditions probably not r equir ing ambulance tr anspor t to hospital.

BLACK (O): Are obviously dead, or  dying from lethal injur ies, or  r equir ing CPR when no 
personnel are avai lable to do so w ithout compromising other  patients.

TREATMENT OFFICER ? Sets up / super vises patient col lection / tr eatment area. Reassesses 
and re-tags (i f  necessar y) patients, assigns patients and personnel to tr eatment areas. 
Pr ior i tizes for  tr anspor t. Coordinates w ith Loading/Transpor t Off icer  to make single r adio 
tr ansmission to r eceiving faci l i ty (pt. ID#, METTAG pr ior i ty, nature of injur y, ambulance, and 
ETA ONLY).

LOADING OFFICER ? Stages ambulances in holding area. Instr ucts crews to put al l  avai lable
equipment in equipment area. Assigns patients to vehicles. Dir ects dr iver s to hospital(s). 
Instr ucts not to contact hospital unless OLMC requir ed for  condition change. Noti f ies 
hospital, or  coordinates communication to hospital noti f ication times, patient ID#s and 
destination of al l  tr anspor ting vehicles.

In the event of a public health emergency or  declared disaster , EMS provider s may be asked 
to diver t selected patients w ith cer tain conditions to hospital-established or  state-established 
alternate care si tes by OLMC. 
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Suggested Scene Organization
(Not for  HazMat)
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Sexual Assault Victim

Page 142

ALL LEVELS
1. Treat any l i fe-threatening emergency f i r st and according to these protocols.
2. Tr y to attend to maintenance of forensic evidence. Tr y not to cut through tear s or  stains 

in clothing. Do not cleanse any skin area more than necessar y to provide immediate 
care.

3. I f  the patient so desir es and/or  mandated repor ting is indicated, pol ice should be cal led 
i f  they have not alr eady been noti f ied.

4. I f  no l i fe-threatening si tuation is present, prehospital care may requir e waiting for  
pol ice to secure the scene which is a potential cr ime scene.

5. Victims of sexual assault commonly have much gui l t, and may requir e psychological 
suppor t. Please respect the str ess that they are endur ing.

6. By nature of this event, any touch may be tr aumatic for  this patient. Over tly and 
repeatedly explain what you are doing to tr y to lessen the impact of procedures and 
touching.

7. Advise the patient not to eat, dr ink, smoke, bathe, change clothing or  go to the 
bathroom, i f  at al l  possible, in order  to preser ve any forensic evidence. I f  they must 
ur inate, r equest that they do not w ipe.

8. I f  the patient has r emoved any clothing worn in the assault, each piece of clothing 
should be separately bagged in paper  bags and brought to the hospital w i th the patient.

9. When tr anspor ting the patient, i t is preferable, whenever  possible, to have a same sex 
provider  as the pr imar y provider. I f  the assault is a same sex assault, then a 
provider  of the opposi te sex may be more comfor table for  the patient.

10. To maintain pr ivacy and confidential i ty, use a land-l ine for  hospital r epor ting, 
whenever  possible, and do not clar i fy the type of assault, only that you are 
tr anspor ting a ?victim of assault.?

11. The patient should be encouraged to go to the hospital for  a sexual assault forensic 
examination that would al low  not only the option to have col lection of forensic 
evidence, but also tr eatment of possible injur ies, the chance to obtain pregnancy 
and sexually tr ansmitted disease prophylactic tr eatment, and appropr iate counseling.

12. I f  the patient r efuses tr eatment and/or  tr anspor tation to the hospital, document al l  
f indings and obser vations as completely as possible. When signing the patient off  at the 
scene, tr y to have a police off icer  w itness this sign off .
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CHILD ABUSE
(Ti t l e 22 MRSA, Chapter  1071, Subsect i on 4011-A)

Al l  l evel s
- Chi ld abuse and chi ld neglect are suff iciently w idespread to guarantee that vi r tual ly 

ever y EMS provider  w i l l  encounter  them at least once dur ing his/her  career.
- I t is estimated that approximately 2-3 mi l l ion cases occur  each year  or  approximately 11 

cases per  ever y 1,000 chi ldren w ithin the U.S. Each year  at least 2,000 chi ldren die from 
physical abuse.

- The most commonly identi f ied forms of abuse by the EMS provider  are physical abuse 
and severe physical neglect, although sexual abuse may, on occasion, be obser ved.

- The EMS provider  must at al l  times demonstrate and maintain a suppor tive and non- 
judgmental atti tude w ith pr imar y caregiver s. Accusation and confrontation delay 
immediate tr eatment as well  as tr anspor tation to a defini tive care faci l i ty.

- When abuse is a possibi l i ty, the healthcare professional has two major  r esponsibi l i t ies: 
f i r st, to provide medical care to the chi ld; and second, to col lect and document al l  
information that may possibly establish the occur rence of abuse or  neglect. Refrain 
from asking the chi ld too many questions and speci f ical ly do not ask any leading 
questions ? keep questions simple and open-ended such as ?What happened?? and 
?Are you hur t??

- As an EMS provider , you must r epor t immediately to Chi ld Protective Ser vices any chi ld 
whom you have ?reasonable cause to suspect? has been abused or  w i l l  be abused. 
Fai lure to do so is punishable as a civi l  violation. I t is not enough to tel l  someone else of 
your  suspicions. I f  a chi ld is abused and unrepor ted, there is a 50% chance that the 
chi ld w i l l  be abused again and a 10% chance that the chi ld w i l l  die from future abuse.

Possible Indi cator s of  Abuse
1. Injured chi ld under  two years of age, especial ly hot water  burns or  fr actures
2. Facial, mouth, or  genital injur ies
3. Atypical, di f fuse, and/or  severe injur ies ? especial ly when not over  bony prominences
4. Poor  nutr i tion or  poor  care
5. Delay in seeking tr eatment or  not wanting the provider  to speak alone w ith the chi ld
6. Vague, inconsistent, or  changing histor y
7. Refer  to appropr iate protocol for  the comatose chi ld, Gold 5, the chi ld in shock, Gold 14

or  the chi ld in cardiac ar rest, Red 8

Tr eatm ent  of  suspected ch i l d abuse in  the f i eld
1. Suspect abuse but do not accuse the caretaker. Ever y time a chi ld is encountered by the 

healthcare professional having a tr aumatic injur y, the question that should come to 
mind is, ?Could this be abuse??. In most cases the answer  w i l l  be an obvious ?no?; 
however , enough uncer tainty w i l l  exist in some cases to war rant fur ther  assessment.

2. Follow  normal ini tial assessment pr ior i ties of the ABC?s and mental status when car ing 
for  the chi ld.

3. Provide the appropr iate inter vention procedures for  any abnormal f indings such as 
r espir ator y, tr auma, shock, altered mental status or  other  medical emergencies.
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Child Abuse
Management and Repor ting #2

Page 144

4. EMS provider s are in key posi tions to assess environmental conditions and the 
obser vable interactions of fami ly and chi ld. Environmental signs of possible abuse or  
neglect may include, but are not l imited to: unsanitar y conditions; garbage scattered 
about the house; unsafe conditions such as open, unguarded w indows or  potential ly 
dangerous objects w ithin r each of chi ldren.

5. Per form a detai led physical examination on any chi ld in stable enough condition to 
al low  for  such. Examine al l  par ts of the body for  deformities, ecchymosis, lacerations, 
abrasions, punctures, burns, tenderness, and swell ing. I t is vi tal ly impor tant that 
injur ies of the mouth and sternum be obser ved in detai l  pr ior  to the ini tiation of 
r esusci tative measures and documented that such injur ies were found pr ior  to 
r esusci tation.

6. I t is impor tant to tr anspor t al l  chi ldren having evidence of abuse or  neglect due to the 
possibi l i ty of addi tional injur ies not immediately obvious. Transpor t of potential ly 
abused or  neglected chi ldren ensures that they r eceive the appropr iate and necessar y 
social ser vice. Assistance may be necessar y from law  enfor cement, OLMC, etc.

7. Convey your  impressions and information to the hospital staff .
8. Wr i te a detai led and descr iptive r epor t, which provides an accurate and clear  r ecord of 

al l  obser vations and tr eatment from the time of the ini tial cal l  through tr ansfer  of the 
patient to the ED staff . Do not make a diagnosis of abuse, and refr ain from including 
personal opinions, emotional over tones, or  interpretations. Pr imar y caregiver  quoted 
statements must be documented as such w ith quotation marks, and exactly word for  
word as stated by the person. As well , this legal document must be legible.

9. You must contact Adult (1-800-624-8404) and Chi ldren?s (1-800-452-1999) Emergency   
    Ser vices at  to make a r epor t. This is a 24-hour  a day r epor ting number. You w i l l  be   
    protected, by law , from civi l  l iabi l i ty for  making such a r epor t, i f  made in good fai th.  
     Ti tle 22 MRSA, Chapter  1071, Subsection 4014

AN ACT TO STRENGTHEN THE LAWS GOVERNING MANDATORY REPORTING OF
CHILD ABUSE OR NEGLECT.

(Ti t l e 22 MRSA Sect ion 4011-A, Subsect i on 7)

"Chi ldren under  6 months of age or  other w ise non-ambulator y. A person requir ed to make a 
r epor t under  subsection 1 shall  r epor t to the depar tment i f  a chi ld who is under  6 months of 
age or  other w ise nonambulator y exhibi ts evidence of the fol low ing:

a. Fracture of a bone;
b. Substantial bruising or  multiple bruises;
c. Subdural hematoma;
d. Burns;
e. Poisoning; or  
f .  Injur y r esulting in substantial bleeding, soft tissue swell ing, or    
     impairment of an organ."

(Ti t l e 22 MRSA Sect ion 4011-A, Subsect i on 9)
"Tr ain ing r equi r em ent :  A person requir ed to make a r epor t under  subsection 1 shall  

complete, at least once ever y 4 years, mandated repor ter  tr aining approved by the 
depar tment."
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Adult Abuse, and
Intoxicated Dr iver s

Page 145

ADULT ABUSE
(Ti t l e 22 MRSA, Chapter  958-A, Subsect i on 3477)

?Reasonable cause to suspect. The fol low ing persons whi le acting in a professional 
capaci ty? ambulance attendant, emergency medical technician or  other  l icensed medical 
ser vice provider , Unlicensed assistive personnel shall  immediately r epor t to the depar tment 
when the person knows or  has r easonable cause to suspect that an incapaci tated or  
dependent adult has been or  is l ikely to be abused, neglected or  exploi ted.?

Call Adult Protective Ser vices: 1-800-624-8404 (24 hours a day). Simi lar  protection from 
l iabi l i ty for  r epor ting exists.

INTOXICATED DRIVERS
(Ti t l e 29- A)

§ 2405 (1) ?Persons who may repor t I f , whi le acting in a professional capaci ty a...emergency 
medical ser vices person? knows or  has r easonable cause to bel ieve that a per son has been 
operating a motor  vehicle, hunting or  operating a snow mobi le, al l-ter r ain vehicle or  
water craft whi le under  the inf luence of intoxicants and that motor  vehicle, snow mobi le, 
al l-ter r ain vehicle or  water craft or  a hunter  has been involved in an accident, that per son 
may repor t those facts to a law  enfor cement off icial.?

§ 2405 (2) Immunity from l iabi l i ty. A person par ticipating in good fai th in r epor ting under  
this section, or  in par ticipating in a r elated proceeding, is immune from cr iminal or  civi l  
l iabi l i ty for  the act of r epor ting or  par ticipating in the proceeding.

§ 2524 (1) Persons quali f ied to draw  blood for  blood tests. ?Only a physician, r egistered 
physician's
assistant, r egistered nurse or  per son whose occupational l icense or  tr aining al lows that 
per son to draw  blood samples may draw  a specimen of blood for  the purpose of determining 
the blood-alcohol level or  the presence of a drug or  drug metaboli te.?

§ 2528 Liabi l i ty. ?A physician, physician's assistant, r egistered nurse, per son whose 
occupational l icense or  tr aining al lows that per son to draw  blood, hospital or  other  health 
care provider  in the exercise of due care is not l iable for  an act done or  omitted in col lecting 
or  w ithdraw ing specimens of blood at the r equest of a law  enfor cement off icer  pur suant to 
this chapter.?
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*A patient w ithout decision making capaci ty would be one who has one or  more of the fol low ing: an 
altered mental status or  intoxicated, confused, del i r ious, psychotic, comatose, unable to understand 
the language, or  is a minor , etc. Additionally, a patient who demonstrates a suicidal/self  harm gesture 
or  admission, ei ther  verbally or  in w r i ting, shall  be considered to be WITHOUT decision-making 
capaci ty.

1. I f  there is a question of decision making capaci ty or  the patient does not appear  to 
understand the consequences of his/her  r efusal of tr anspor t, then contact OLMC.

2. The patient must be informed of the consequences of his/her  r efusal to be tr anspor ted. 
This must be documented in the patient care r epor t.

3. This screening may typical ly ar ise when an ambulance is r equested by someone other  than the 
patient (i .e. the police, a bystander ). The EMS run repor t must always be completed.

4. I f  the patient r efuses tr anspor t and is judged to be w ithout decision making capaci ty, 
the EMT must speak dir ectly w ith OLMC. If  unable to r each OLMC, the patient is 
tr anspor ted.

5. EMS System  in i t i ated pat i ent  sign of f s ar e t r em endously r i sky i nter act i ons and ar e 
not  condoned by Maine EMS.

6. The ser v i ce i s ex pected to r ev iew  al l  pat i ent  sign of f s thr ough the ser v i ce?s qual i t y 
assur ance m echanism . Pat ient  m edical  r ecor ds m ust  be com pleted for  al l  of  these 
inter act i ons,and m ust  i nclude the fol l ow ing i n for m at ion:

a. The patient must be calm, competent, sober , and aler t w i th the absence of any 
acute medical/surgical or  tr aumatic process that impair s the patient?s 

 decision-making capaci ty 
b. Greater  than 18 years, emancipated, or  contact w i th guardian
c. Ser vice(s) offered
d. Reason ser vice(s) decl ined
e. Statement of r isks and patient understanding of r isk
f. Discussion of alternatives to ser vice offered and potential consequences of 

decl ining offered ser vice
g. Discussion w ith patient that EMS ser vices may be accessed at any time, and that 

the patient had decision making capaci ty.

Grey 14
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Transpor t Protocol #2
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7. In some cir cumstances, patient tr anspor t is r equested by an off  si te medical 
    provider. Should a patient r efuse tr anspor t and be found to have decision making 
    capaci ty, EMS provider s should communicate the discover y of decision making         
    capaci ty and the patient?s r ight to r efuse tr ansfer  w ith invested par ties. OLMC, or  the 
    physician order ing tr anspor t, must be contacted by EMS in this decision making
    process. I t is suggested that the consulted physician discuss the r efusal of care or  
    tr anspor t dir ectly w ith the patient.
8. When the patient is found to lack decision-making capaci ty but continues to r efuse 

tr anspor t, contact OLMC for  assistance. Should the patient continue to r efuse          
tr anspor t, consider  accessing other  community advocates and resources (such as   
fami ly/fr iend when appropr iate and/or  pol ice). Consider  dir ect dialogue between 
OLMC and the patient or  OLMC and law  enfor cement to assist in r esolving the 
confl ict.
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Transpor t of Mental ly I l l  Patients
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Maine EMS personnel are general ly cal led to tr anspor t a mental ly i l l  patient in one of two 
si tuations:

Em er gency Tr anspor t
Safety for  the patient and the crew  is the pr imar y concern in the tr anspor t of the mental ly 
i l l  patient. Personnel should make sure they do a thorough evaluation of the patient to f ind 
and tr eat possible medical causes of the behavior. Refer  to the Agitation/Exci ted Deli r ium 
protocol, Or ange 3.

Al l  diagnostic and therapeutic inter ventions administered by EMS provider s are pursuant 
to the prescr iptive author i ty of a physician. In cer tain l imited si tuations, when a patient 
poses a signi f icant danger  to self  or  other s, i t may be appropr iate to r estr ain the patient 
involuntar i ly. Provider s are cautioned to use physical r estr aint as a last r esor t, preferably 
w ith the assistance of local law  enfor cement, r efer  to Or ange 2. Once the decision is made 
to r estr ain a patient, the least r estr ictive r estr aint r easonable should be implemented and 
the patient should r emain r estr ained unti l  ar r ival at the emergency depar tment, unless i t 
inter feres w ith the deliver y of medical care. Only commercial ly avai lable soft r estr aints are 
approved by Maine EMS. 

Non-Em er gency Tr ansfer
Mental ly i l l  patients who are being tr ansfer red usually fal l  into one of these categor ies:

Voluntary Committal ? These patients have agreed to be tr ansfer red to a faci l i ty for  
evaluation and tr eatment of an under lying mental i l lness. I t is impor tant to get a thorough 
repor t on the patient pr ior  to tr anspor t to avoid surpr ises en route. Voluntar y committal 
patients can change their  mind dur ing tr anspor t. In this case, i t is the r esponsibi l i ty of the 
EMS personnel to discharge the patient at a safe location, preferably at the or iginating 
faci l i ty. I f  i t is not possible to r eturn the patient to the or iginating faci l i ty, noti fy local law  
enfor cement to meet you at your  location.

Involuntary Committal ? Patients who are being committed involuntar i ly must have 
committal papers (blue papers) completed pr ior  to tr anspor t. Between the hours of 7 a.m. 
and 11 p.m. a judge has to sign the committal papers. After  11 p.m. and before 7 a.m. the 
papers do not have to be signed except for  River view  Psychiatr ic Center  (former ly AMHI) ? 
this is know n as the ?pajama clause?. Make sure that the tr anspor ting ser vice is l isted 
cor rectly on the papers. According to Maine law , the patient must be tr anspor ted in the 
least r estr ictive form of tr anspor tation avai lable. Make sure you get a thorough histor y to 
determine whether  r estr aints w i l l  be necessar y. If the receiving facility refuses to accept the 
patient after evaluating them, the transporting service is required, by law, to transport the 
patient back to the originating facility.
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Protective Headgear  Removal
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The decision to r emove protective headgear  from an injured patient r ests w ith the EMS 
provider  on scene unless a Maine l icensed physician is on scene and takes r esponsibi l i ty 
for  the patient. I t is impor tant to immobi l ize the patient in a neutral in-l ine posi tion, 
r egardless of whether  or  not you choose to r emove the helmet. This r equir es that you 
evaluate each patient and determine i f  other  equipment (i .e. shoulder  pads) must be 
r emoved or  i f  addi tional padding under  the shoulders or  head is necessar y. In the case of 
an athletic injury, the EMS provider should consider input from athletic trainers. Disputes 
should be referred to OLMC for resolution.

When deciding whether  to r emove protective headgear , please evaluate the fol low ing 
cr i ter ia:

Grey 17

Can You Access the Air way? 

Does the Helmet Fi t Snugly? 

Can you adequately 
immobi l ize the spine whi le 
maintaining neutral in-l ine 

posi tion? 

Remove the Headgear

Leave the Headgear  in Place

YES

YES

YES

NO

NO

NO
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Defibr i l lation/Cardioversion Settings

Page 150 Grey 18

Ini tial Second Thir d Subsequent

Adult
Per  device r ecommendations*  

If  unknow n, use maximum 
avai lable energy

Maximum 
avai lable energy 

Maximum avai lable 
energy 

Pediatr ic 2 J/kg 4 J/kg 6 J/kg Max 10 J/kg

DEFIBRILLATION SETTINGS*

*  Each device manufacturer  r ecommends ini tial adult def ibr i l lation settings. Please 
fol low  the r ecommendation of your  device manufacturer.

**  Al l  settings are biphasic. I f  using monophasic machine r efer  to manufacturer  
r ecommendations. 

Ini tial Second Thir d Subsequent

Adult VT (w ide 
r egular ) 100 J 150 J 200 J

Maximum avai lable 
energy

Adult SVT 
(nar row  regular ) 50 J 100 J 120-150 J 

Maximum avai lable 
energy

Adult A-f ib 
(nar row  

ir r egular )
120-200 J 200 J Maximum avai lable energy

Pediatr ic 0.5-1.0 J/kg 2 J/kg 2 J/kg 2 J/kg

CARDIOVERSION SETTINGS*

*  Al l  settings are biphasic. I f  using monophasic machine r efer  to 
manufacturer  r ecommendations. 
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Maine EMS Medication List

Page 151

The fol l ow ing ar e m edicat i ons cur r ent ly appr oved for  use by Maine EMS l i censees - as 
author i zed by the Maine EMS Pr otocols. Th i s l i st  m ay be al ter ed thr ough pr otocol  
r ev i sion.

Pr ehospi tal  Medicat i ons:

Acetam inophen chewable tablets
Act ivated Char coal  (w i thout  sor bi tol )
Adenosine
Albuter ol
Am iodar one
Aspi r i n
At r opine
Cyanide poisoning k i t  contents
Calcium  Gluconate or  Calcium  Chlor ide 
Dexam ethasone
Dex t r ose (D10, D50)
Diphenhydr am ine
EPINEPHr ine 1 m g/m L (1:1000) &  1 m g/10m L (1:10,000)
EPINEPHr ine Auto-in jector
Fentanyl
Glucagon
Hem ostat i c Agents
Hepar in  Solut i on (for  use in maintaining IV access in a hepar in lock only; other w ise
this is not considered a prehospital medication. Approved also at Advanced EMT level).
Ipr at r opium  Br om ide (Com bivent )
Ketam ine
Lidocaine 2% (pr eser vat i on f r ee)
Magnesium  Sul fate
Metopr olol  (Lopr essor )
Midazolam
Naloxone (Nar can)
Ni t r oglycer in  (Non-par enter al )
Ni t r ous Ox ide
NOREPInephr ine
Oxygen
Ondanset r on IV and ODT
Tet r acaine Ophthalm ologic Dr ops
Tr anexam ic Acid (TXA)
Sodium  Bicar bonate

Grey 19

Come back to this 
at the end to 

ensure no new 
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Telephone/Radio Reference/Contact Numbers #1

Page 152

State w ide EMS Frequency 155.3850

Maine EMS Phone: (207)626-3860; Fax: (207)287-6251
e-mai l: maine.ems@maine.gov w w w.maine.gov/ems

Jay Bradshaw , Dir ector
Jason Oko, NR-Paramedic, Licensing Agent
Jessica Ricciadell i , Licensing Assistant
Tim Nangle, BS, Paramedic, Data & Preparedness Coordinator
Chr is Azevedo, NR-Paramedic, Education & Training Coordinator
Marc Minkler , NR-Paramedic, EMS-C Coordinator
State Medical Dir ector : Matthew  Sholl , M.D.
State Assistant Medical Dir ector : Kate Zimmerman, D.O.

Region 1 ? Atlantic Par tner s EMS, Inc (207)741-2790
e-mai l: off ice@apems.org Rick Petr ie, Coordinator
Medical Dir ector : Mike Bohanske, M.D. 

Region 2 ? Tr i-County EMS (207)795-2880
e-mai l: lebrunj@cmhc.org Joanne LeBrun, Coordinator
Medical Dir ector : Seth Ritter , M.D.

Region 3 - Atlantic Par tner s EMS, INC. (207)877-0936
e mai l: off ice@apems.org Rick Petr ie, Coordinator
Medical Dir ector : Timothy Pieh, M.D.

Region 4 - Atlantic Par tner s EMS, Inc. (207)974-4880
e-mai l: off ice@apems.org Rick Petr ie, Coordinator
Medical Dir ector : David Saquet, DO

Grey 20

NAME Radio Frequency Phone Number

Hospital:

Hospital:

Hospital:

Hospital:

Hospital:

Hospital:

Dispatch:
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Telephone/Radio Reference/Contact Numbers #2

Page 153

Region 5 ? Aroostook EMS (207)492-1624
e-mai l: aroostookems@gmail.com Debbie Morgan, Coordinator
Medical Dir ector : Beth Collamore, M.D.

Region 6 - Atlantic Par tner s EMS, Inc. (207)877-0936
e-mai l: off ice@apems.org Rick Petr ie, Coordinator
Medical Dir ector : Bruce Low r y, MD

Maine ACEP Repr esentat ive
Kevin Kendall , M.D.

At-Lar ge Repr esentat ive
Peter  Ti lney, DO

Cl in i cal  Phar m acist /Phar m acology Repr esentat ive  
Bethany Nash, PharmD, AEMT

ALS Repr esentat ive
Clair  Dufor t, EMT-P

BLS Repr esentat ive
Alan Thacker , AEMT

Pediat i c Repr esentat ive/EMS-C Medical  Di r ector
Racheal Wi l l iams, MD

Bioter r or i sm  /WMD
I f  you suspect a chemical or  biological agent threat, cal l  your  local law  enfor cement agency 
immediately.

Maine Bureau of Health Emergency
Repor ting and Consultation 1-800-821-5821
Maine National Guard 11th Civi l  Suppor t Team (WMD) 207-877-9623
Maine Emergency Management Agency 207-624-4400

To Repor t  Wor kplace In jur y:
Bureau of Labor
Business Hours 207-623-7923
Evenings & Weekends 207-592-4501

Grey 21
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Additional Contact List 

Page 154

Adult Protective Ser vices 1-800-624-8404
Chi ld Abuse Repor ting 1-800-452-1999
Divers Aler t Network Emergency Hotl ine 1-919-684-9111
New  England Donor  Ser vices 1-800-446-6362
Off ice of the Chief Medical Examiner  1-800-870-8744 207-624-7180
Poison Control Center  1-800-222-1222
Bureau of Labor  Standards 207-623-7923 207-592-4501
Bureau of Health Emergency Repor ting (DHHS) 1-800-821-5821
Maine Emergency Management Agency 207-684-4400

Tr aum a &  Car diac Center s
Maine Medical Center  207-662-2950
22 Bramhall St
Por tland, ME 04102

Central Maine Medical Center  207-782-1110
300 Main St 207-795-2200
Lew iston, ME 04240

Nor thern Light/Eastern Maine Medical Center  207-973-8000
489 State St
Bangor , ME 04401

EMS Of f i ces
Maine Emergency Medical Ser vices 207-626-3860
45 Commerce Dr  - Sui te 1
152 State House Station
Augusta, ME 04333

Atlantic Par tner s (Southern Maine) EMS 207-536-1719
253 War ren Ave
Por tland, ME 04001

Tr i  County EMS 207-795-2880
300 Main St
Lew iston, ME 04240

Atlantic Par tner s (Kennebec Valley) EMS 207-877-0936
71 Hali fax Ave
Winslow , ME 04901

Atlantic Par tner s (Nor theast) EMS 207-974-4880
354 Hogan Rd
Bangor , ME 04401

Aroostook EMS 207-492-1624
111 High St., Ste 1
Car ibou, ME 04736

Grey 22
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